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1.0 Introduction
Meritage Medical Network (MMN) is a professional corporation representing the
interests of its physician members. MMN’s efforts to represent physicians’ interests are
reflected in several key objectives:
-

To respond to the ever-changing face of managed care by forming a
cohesive integrated health care delivery system
To manage HMO payor relations to ensure continued
patient/membership acquisition at maximum HMO reimbursement
To develop physician-directed Utilization Management and Quality Assurance
programs
To provide financial and medical management services in keeping with
managed care market demands

In addition to strategic health care planning, the MMN is committed to providing
day-to-day support to MMN physicians and staff in the dynamic and competitive
health care environment.
MMN Staff Provides Assistance:
The MMN staff provides assistance with:
1. Physician office training
a. Risk adjustment and proper coding
b. Staying up to date with Medicare rules and regulations
2. Provider network contracting
3. Credentialing and compliance with state and federal regulators
4. Case management support
5. Inpatient concurrent review
6. Coordination of pre-authorization system
7. Explanation of claims payments
8. Confirmation of eligibility
9. Explanation of HMO benefits/co-payments
10. Resolving member problems

1.1. Care Management Overview
Care Transitions—Hospital to Home
• Manage transitions from inpatient to outpatient and/or skilled nursing facility sites
of care.
• Prevent avoidable readmissions, improve patient safety through medication
reconciliation, and improve patient satisfaction by providing better communication
and coordination.
• Review discharge instructions, medication reconciliation, safety, life planning.
• Care Transitions Coaching follows the Coleman Model™
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Complex Care Management
• Help members regain optimum health and improved functional capability, in the
proper setting, in a cost-effective manner.
• Comprehensive assessment of the member’s condition, determination of available benefits and resources, and development and implementation of a care
management plan with patient centered goals, monitoring, and follow up
• Includes telephonic Care management and in-home visits and assessments
Emergency Department (ED) Follow up
• Follow-up with members after ED visits– Review discharge
instructions/medications
• Provide information on nurse lines and available After-Hours Clinics and Urgent
Care locations and hours
Behavioral Health
• Provides seamless, efficient professional support to PCPs and specialists in
managing assessment, triage and referral for patients with co-morbid behavioral
health issues that require intervention.
Care Coordination
• Providing patient support by connecting patient to community resources
• Help physician offices with DME orders and referrals
Life Planning
• Ensure that patients’ end of life wishes are honored.
• Discussion of life planning goals includes any life planning activities such as the
presence of wills, living wills or advance directives, POLST forms and health care
powers of attorney documents.
•

1.2. Meritage Medical Network’s - Current HMO Health Plan Partners
Commercial Plans:
-

Aetna (2021)
Blue Shield (HMO, PPO)
Blue Cross (Anthem)
Canopy Health Net
Canopy UHC
Cigna
HealthNet
United
Western Health Advantage

Medicare Advantage:
-

Alignment Medicare Advantage
Aetna Medicare Advantage (2021)
Health Net Medicare Advantage
United Medicare Advantage
Western Health Advantage
Medicare Advantage (2021)
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1.3 Network Territory

Geography
• Map slides from Tom

1.4 Role of Primary Care Physician
The Primary Care Physician (PCP) is the primary caregiver for most medical problems
and is the care manager/adviser for those problems which may require the services of a
physician specialist or other allied or ancillary providers.
Physicians participating with the MMN as PCPs are:
•
•
•
•

General and family practitioners
Internists
Pediatricians
Doctor of Osteopathic Medicine

Find a complete list of all physicians by clicking here.
MMN and its contracted Health Plans promote the relationship between members and
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their PCPs, as we believe this relationship is the foundation of effective, high quality
health care.
The following are some responsibilities managed by the PCP in a managed care
program:
•
•

•
•
•

Coordinate all medical services required for assigned patients by specialists and
or allied/ancillary providers
Be available or have a covering MMN physician available to provide access to
medical services or to advise patients with urgent needs 24 hours a day, 7 days
a week
Maintain medical records for MMN patients with appropriate clinical detail and
attention to confidentiality
Refer MMN patients to other MMN contracting providers and coordinate referrals
and prior authorization as appropriate
Consider MMN Primary Care Health Management Guidelines when managing
the care of MMN patients (see PCP guidelines)

1.5. Role of Specialist Physician
MMN specialists perform a key role in medical management and ensuring that MMN
patients have access to a full spectrum of medical care.
In coordination with the MMN UM/QA Department staff, the Specialist outlines the
extent of services required based on the nature of the medical problem and the type of
assistance requested by the PCP.
Examples include: Simple diagnoses and recommendations for a PCP-managed
treatment plan; requests for procedures and care management on an ongoing basis for
a particular problem. A primary responsibility for all specialists is keeping the PCP
informed regarding his or her patient via consultation and written reports.
Specialist physicians should only perform those services requested. Specialists may
initiate requests for Prior Authorization from the MMN Managed Care Department as put
forth in the

1.6. Role of OB/GYN
Per HMO and MMN rules, all members are required to choose a PCP, who is either a
GP, FP, PED or Internist. PCPs coordinate all patient care and are available to provide
all necessary care directly or, under IPA policy, will refer patients for any specialty care.
Female members may request to see their OB/GYN for gynecological conditions or for
maternity management and no referral is needed. However, the PCP may provide these
services if they so choose and if the PCP/patient relationship supports this.
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OB/GYNs may initiate requests to other specialist providers from MMN’s Managed Care
Department.

1.7. Meritage Medical Network Provider Directory
•
•
•
•
•
•
•
•

•

Provider Directory /Roster is posted online on MIPAnet and the Meritage Website
Review Roster prior to referring to a MMN Provider to determine if accepting new
patients.
Notify MMN Provider Relations Department of ANY changes or corrections in
writing.
Prior notification of 30 days required if opening/closing to new patients (required
to continue to accept new patients during that time).
Prior notification of 90 days required if retiring from practice or resigning from
MMN.
Prior notification of 60 days required if changing office location(s).
Prior notification of 60 days of TIN and/or billing office address change.
MMN patients should be referred only to participating providers listed. Any
services provided by non-participating providers (“out- of-plan referrals”) must be
approved by the MMN Managed Care Department prior to services being
rendered.
New physicians will be announced in MMN Office manager Bulletins.

1.8. Medical Group Contacts
Billing Address/ Physical Address: (use for paper claims)
MERITAGE MEDICAL NETWORK
Hangar No. 4
4 Hamilton Landing, Suite 100
Novato, CA 94949
Network Relations:

Claims and Authorizations Inquiries

Micky Fleetwood, Network Liaison
Manager – Marin
Phone: (415) 884-1840 x423
Email: mfleetwood@meritagemed.com

Meritage Medical Network Call Center
Phone: (415) 884-1840
Email: callcenter@meritagemed.com

Network Liaison – Sonoma and Napa
(415) 884-1840 x254
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2.0 Claims and Billing
2.1. Claims Processing
MMN complies with federal and state regulatory requirements standards for the receipt,
acknowledgement, payment and denial of claims.

2.2. Requests for Medical Records
MMN will send notification via a remittance advice if medical records are needed to
adjudicate a claim.

2.3. Claim Denial and Payment
If a claim is denied, MMN will issue a denial notice via remittance advice which will
include your rights to appeal a denial.
MMN will acknowledge receipt of claims pursuant to AB 1455 Regulations For Claims
Settlement Practices and Provider Disputes

2.4. Misdirected Claims
Will be forwarded to the correct payor within ten (10) business days of receipt.

2.5. Third Party Liability
MMN is required to comply with applicable state and federal laws pertaining to claims
processing for health maintenance organizations.
In the case of personal injuries caused by an act or omission of a third party, MMN has
a contractual right to recovery from its members who obtain a monetary settlement or
judgement as the result of such injuries.

2.6. Coordination of Benefits (COB)
2.6.1. Coordination with another Group Health Plan (Order of Benefit
Determination Prime Carrier Rules).
These rules should be applied in the order in which they are listed in determining which
plan is primary and which is secondary:
•

Rule 1 – Plan Without COB Provision is Primary Plan
If one contract contains a COB provision and the other does not, the insurer without
the provision is the prime carrier. The following rules apply when there are two (or
more) plans and both contracts contain a COB provision:

•

Rule 2 – Plan Covering Patient as an Active or Retired Employee is the Primary
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Plan When the patient is the employee with one insurer and the dependent with
another, the insurer that covers the patient as the employee is the primary plan.
•

Rule 3 – When the Patient is a Dependent Child With Both Insurers, the Birthday
Rule Applies

The plan of the subscriber whose birthday occurs earlier in the calendar year is the
primary plan for the dependents covered under that subscriber’s group health plan.
The plan of the subscriber whose birthday occurs later in the calendar year is the
secondary carrier for dependents covered under that subscriber’s group health plan.
This rule also applies to the dependent children whose parents are living together but
have never married. It does not apply to dependent children whose parents have been
divorced or legally separated. (This revision has been recommended by the National
Association of Insurance Commissioners (NAIC). Although the NAIC model is not law, it
is used by many states as a basis for their COB policies. Please be aware, however,
that all states may not follow this recommendation.)
•

Rule 4 – How Primary Plan for Divorced or Legally Separated Spouses is
Determined
If spouses are legally separated or divorced and a court decree directs one
parent to be financially responsible for the child’s medical, dental, and/or other
health care expenses, the plan of the parent who is financially responsible will
be the primary plan.
If there is no court decree regarding health care responsibility, the insurer of the
parent with custody is the primary plan.

•

Rule 5 – Unmarried Spouses With Legal Custody
When there has been a divorce and the court has not assigned financial
responsibility for the child’s medical, dental, and/or other health care expenses,
and the parent with legal custody of the child has not remarried, the plan of
the parent with legal custody of the child is the primary plan for the child, and
the plan of the parent who does not have legal custody is the secondary
plan.

•

Rule 6 – Remarried Spouses
In the case of a divorced parent, when the court has not assigned financial
responsibility for the child’s medical, dental, and/or other health care expenses,
and the parent has remarried, the plan that covers the child as the dependent
of the parent with custody is the primary plan, and the stepparent’s plan is the
secondary plan. The plan of the parent without custody is tertiary. If the parent
with custody does not have his or her own health coverage, the stepparent’s
plan is then the primary plan and the insurer of the parent without custody
becomes secondary.

•

Rule 7 – When the Court Orders Joint Custody
When the court has awarded joint custody of dependent children to divorced or
legally separated parents, MMN applies the birthday rule.
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•

Rule 8 – Retired and Laid-off Employees
When a retired or laid-off employee has more than one coverage, the plan that
provides coverage to the member as an active employee is primary; the plan
providing coverage as a retirement benefit is secondary. But see the rules
regarding Medicare coverage below.
When rules one through eight do not establish an order of benefit determination
the plan that has covered the patient the longest is the primary plan.

2.6.2. Medicare Secondary Payer
MMN would be considered the primary insurer for members meeting the following
criteria:
•

Working Aged:
A Medicare working aged individual is defined as a person who meets one of the
following criteria:
-

An age 65 or over working individual who:
• Works for an employer that employs twenty (20) or more employees,
and is covered under that employer’s health plan and entitled to Parts A
& B;
• Age 65 or over and a spouse of a worker employed by an employer of
twenty


(20) or more employees who is covered under an
employer’s health plan and entitled to Parts A & B; or

• A self-employed worker or spouse age 65+ who is:
 Covered by the employer’s health plan through
association with a firm which employs twenty (20) or more
employees, and
• Entitled to Parts A & B.
If Member is retired, over age 65, and part of an Employer Group Health Plan (EGHP),
Medicare is primary regardless of group size. If Member is age 65 or over and covered
by Medicare and COBRA, Medicare is always primary to the COBRA plan.
•

End Stage Renal Disease/Permanent Kidney Failure:
-

A MMN commercial plan is primary to Medicare during a thirty (30)month coordination period for beneficiaries who have Medicare
coverage due to permanent kidney failure. This rule applies to both
those with permanent kidney failure who have their own coverage
under MMN and to those covered under MMN as dependents.
Additionally, this rule applies without regard to the number of

8

employees or to the enrollee’s employment status .e.g., Member can
be on COBRA. The period for which MMN would be the primary payer
begins with the earlier of:
The first month of the enrollee’s entitlement to Medicare Part A on the basis of
permanent kidney failure, or the first month in which the enrollee would have been
entitled to Medicare Part A if he or she had filed an application for Medicare on the
basis of permanent kidney failure.
•

Disability:
-

A MMN commercial plan is the primary payer for claims for
beneficiaries under the age of 65 who have Medicare because of a
disability and who are covered under a Large Group HealthPlan
(LGHP) through their current employment or through the current
employment of any family member. A LGHP is defined as an
employer who normally employs at least 100 employees on a typical
business day during the previous calendar year.

-

Note: This does not apply to disabled retirees. Medicare is always
primary for retirees with a disability. Medicare is also primary to
disabled members who are on COBRA.

2.6.3. Duplicate MMN Coverage
If a member is covered by more than one MMN commercial plan, MMN will apply
Rules 1 through 8 of Section above. Members covered by more than one MMN plan
who are not enrolled with the same PCP for both plans will not benefit from lower costsharing that would otherwise occur as a result of being enrolled in multiple plans.
In addition, when a benefit stipulates a maximum number of visits, the member is
entitled to the number of visits in the plan with the greater benefit. For example, if one
plan covers 20 visits and the other 50 visits, the member is limited to a total of 50 visits.
Lower cost-sharing:
• Deductible plan primary, Copay plan secondary: Secondary’s copay applies until
the secondary OOP MAX is satisfied, then covered in full.
•

Copay plan primary, Deductible plan secondary: Secondary’s deductible applies.
Once secondary deductible satisfied, then covered in full.

•

Copay plan primary, Copay plan secondary: Covered in full, copayments waived.

Deductible plan primary, Deductible plan secondary: Both deductibles apply. Once both
deductibles are satisfied, then covered in full.
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3.0 Member Services
MMN strives to provide exceptional customer service via its dedicated call center.
Members and providers can also submit general inquiries via email and a MMN
representative will respond within one (1) business day. To submit an email inquiry
please visit MMN’s website and click on “Contact Us.”

3.1. Language Assistance Phone Interpretation
MMN complies with all laws and standards for cultural and linguistic services, including
but not limited to the Americans with Disabilities Act (ADA), the Affordable Care Act and
its implementing regulations, the California Health and Safety Code, regulations
promulgated by the California Department of Managed Health Care (DMHC), other
applicable federal and State requirements, and the accreditation standards of the
NCQA. Interpretation is the act of listening to something spoken or reading something
written in one language and expressing it in another language orally, accurately and
with appropriate cultural relevance. Providers can utilize their bilingual staff, or services
provided by the members health plan. If those services are unavailable or insufficient,
Meritage contracted plans offer interpretation services. Please refer to our website for
the full policy https://meritagemed.com/language-assistance-phone-numbers-plan/

3.1.2. Translation Services
Translation is the replacement of written text from one language to the equivalent text in
another language. All standardized and enrollee-specific written materials falling under
the category of vital or significant documents must be translated and made available in
the Plan’s threshold language(s). Vital and significant documents include but are not
limited to:
•
•
•
•
•
•
•

Applications
Consent forms
Letters containing eligibility information and participation criteria
Prior authorization notices
Grievance and appeal rights and forms to file
Notices about the availability of and how to access free language assistance and
Explanation of benefits or other claim processing information.

Based on census data for the MMN service area and a survey of members, Spanish is
the Plan’s threshold language. MMN sends standard vital documents in Spanish to
members who have indicated it as their preferred written language. Non-standard letters
and information that contain vital enrollee-specific information that are sent to MMN
members in English must include the Notice of Language Assistance (NOLA) as
required by federal and State law.
The procedures for requesting translation of an English document are as follows:
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Member Requests
a. Members should contact their health plan directly. The plan will coordinate all
translation requests and maintain a log for audit purposes.
b. The members health plan will offer to interpret the document over the phone,
using the language services vendor or qualified in-house interpreters, as
appropriate. If the member prefers to receive a written translation of the
document, the health plan will obtain a copy and initiate the translation process.

3.1.2.3. Provider Responsibilities for Language Assistance
In addition to the above, providers are responsible for the following:
a. Member Informing/Signage
Providers must inform members of the availability of language assistance services. This
may be accomplished by posting a multilingual sign in areas likely to be seen by
members or providing the Notice of Language Assistance (NOLA) to MMN members.
Use of Appropriate Interpreters
• Interpreter services, including TTY lines services, must be offered at the
time of appointment scheduling and for scheduled appointments. ASL
must be provided for scheduled appointments.
•

Providers must not require or suggest that members with limited English
proficient (LEP), or who are deaf or hard of hearing, provide their own
interpreters or use family members, particularly minors, or friends as
interpreters. If a member insists upon using the family or friend as an
interpreter after being
informed of the availability of language assistance services, the provider
should
document this choice in a prominent place in the
member’s medical record.

b. After-Hours Linguistic Access
Providers are encouraged to accommodate members with limited English proficiency by
having multilingual messages on answering machines and training their answering
services and on-call personnel on how to access interpreter services after hours.
c. Provider Directory Updates
Providers must notify MMN of changes in the language capabilities of medical staff at
their offices so that this information is up-to-date on the MMN website
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4.0 Provider Services
4.1. Provider Information
It is the responsibility of each provider to notify MMN immediately when a practitioner
has been added, terminated or updated as a MMN participating provider. In the case of
a newly contracted practitioner, the provider must initially submit a CV to start the MMN
membership process. The practitioner must be Board certified in their practicing
specialty, see patients a minimum of 20 hours per week, work in the MMN service area,
accept Medicare patients, and utilize a contracted Hospital. Please note that all board
certifications must include the precise name of the board certification from the ABMS (or
other) board, as well as the effective and expiration dates.
In the case of a provider termination, the Practitioner or representative must inform
MMN within 90 days by contacting MMN’s Provider Relations Department.
MMN mails a New Provider Orientation Packet within ten (10) days of the effective date
of a new direct provider contract. The packet includes a Welcome Letter, key policies
and procedures, a copy of the most current provider materials. MMN is responsible for
educating their contracted practitioners/providers regarding the medical group/IPA
policies and procedures related to providing care and services to MMN members.
Information and resources for providers are also available on the MMN website.
Providers may request a policy/procedure not available on the website or obtain
clarification regarding a specific policy/procedure by calling Member Services at (415)
884-1840.

4.2. Provider Directories
The Provider Directory is available online in the MIPANet portal and the results are
printable. The online directory is searchable by name, specialty, office location(s) and
practitioners that are accepting new patients, Hospitals are also searchable by facility
name and location.
The directory is used as a reference to primary care physicians, specialists,
laboratories, urgent care centers, hospitals, and pharmacies. Each practitioner or
representative must inform MMN how its participating providers are to be listed in the
directory, including subcontracted facilities, specialists, etc. Listing information will be
taken from the provider profile (see discussion above).
MMN takes great care in preparing the Provider Directory, but the accuracy is
dependent on the information received from the participating practitioners. Online
search results may be exported and printed. Additional information can be obtained by
calling Member Services at (415) 884-1840.

4.3. Provider Appeals
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Providers have the right to appeal directly to the health plan when dissatisfied with the
initial adverse determination of MMN for all issues related to denial of service or medical
necessity.

4.4. Contract Termination
4.4.1. Individual Practitioner Termination
If an individual participating practitioner terminates their contract with Meritage Medical
Network, they must notify MMN (90) days prior so that MMN may notify all members
assigned to the terminating practitioner. As required by the NCQA and regulations, all
members affected by the termination of a practitioner will be notified at least thirty (30)
calendar days prior to the effective termination date. In the event that MMN does not
receive timely notification, MMN will notify the affected members within seven (7) days
of receipt of notice from the participating practitioner. Meritage will reassign members to
another PCP in the same group if possible; if that is not an option Meritage will reassign
members to a PCP as close as possible (geographically, specialty, gender, language,
etc). Members always have the option to call their health plan and change PCPs
themselves directly.
If an individual participating specialist terminates their contract with Meritage Medical
Network, It is MMN’s responsibility to notify members of the specialist’s termination as
set forth above under the Individual Practitioner Termination.

4.4.2. Termination for Cause by MMN
MMN may initiate termination of an individual practitioner according to its policies and
procedures for cause. Examples of causes for termination can include, but are not limited
to:
(a) Physician's failure to maintain appropriate licensure, certification, qualification or
professional liability insurance; or
(b) Physician's death or disability (for purposes of this Article 9, the term "disability"
shall mean any condition which renders Physician unable to carry out Physician's
responsibilities under this Agreement for more than forty-five (45) days, whether
or not consecutive, within any twelve-month period); or
(c) Physician's violation of or material failure to comply with any of the requirements
of Section 10.1 of this Agreement or any qualification or professional liability
insurance; or
quality of care criteria established by IPA or a Contracted Payor, subject to the
policies and procedures set forth in the IPA's rules and regulations with respect
to such violations or noncompliance; or

13

(d) Physician's insolvency or bankruptcy, or if Physician makes a general
assignment for the benefit of creditors; or
(e) IPA's determination that the continuation of this Agreement would jeopardize the
health, safety or welfare of any Enrollee.

4.5. Concierge Practices
Generally, MMN does not permit practices known as “concierge,” “retainer” or
“boutique” practices (referred to here as “Concierge”) to participate in MMN’s provider
network if the PCP is including Crossover Services in the Concierge Practice. A
Crossover Service is a service provided by a PCP to which the patient may be
entitled, based on the concierge fee, but which is the same as or similar to a service
the patient may have been entitled to under the terms of MMN’s health plans.
Examples include but are not limited to requiring concierge fees for access to
appointments at particular times of the day (e.g., morning appointments), access to
physical exams, and other services.
If MMN becomes aware that a participating PCP is a Concierge practitioner, MMN will
investigate whether the practitioner is offering Crossover Services under the
Concierge arrangement. MMN may require that the provider terminate from
participation in MMN’s provider network. This policy applies regardless of whether the
Concierge practice includes or excludes MMN members from the Concierge program,
unless MMN members are given all of the Concierge services that are available to
paying patients, at no charge.

4.6. Access and Availability Standards
MMN’s Access and Availability Standards are included in the Appendix.
Timely Access & Appointment Availability
Health plans are required by the DMHC’s Timely Access to Non-Emergency Health
Care Services Regulations (“Timely Access Regulations”) to assess appointment
availability in their provider networks. Health plans must ensure that appointments for
various types of non-emergent care (primary or specialty care) are offered within
specified timeframes, in a manner appropriate for the nature of the patient’s condition.
If a provider is unable to obtain a timely referral to an appropriate provider, the
provider or the enrollee should contact Meritage Medical Network at (415) 884-1840 or
(800) 874-0840.
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Provider After-Hours Access, Triage & Screening Network Relations
Under the DMHC Timely Access Regulations, health plans are required to assess afterhours access, triage and/or screening in their provider networks. Health plans must
ensure that after-hours triage and screening services are offered within specified
timeframes, in a manner appropriate for the nature of the patient’s condition.
The DMHC defines “triage” or “screening” as the assessment of a patient’s health
concerns and symptoms via communication, with a physician, registered nurse, or other
qualified health professional acting within his or her scope of practice and who is trained
to screen or triage a patient who may need care, for the purpose of determining the
urgency of the patient’s need for care.
Provider Telephone Access, Triage & Screening Guidelines
Providers should provide or arrange for the provision of 24/7 telephone access, triage or
screening services. The telephone triage or screening services should be provided in a
timely manner appropriate to the patient’s condition.
Providers should maintain a procedure for triaging or screening patient’s telephone
calls, which includes the 24/7 employment of a telephone answering machine/service/or
office staff that will inform the caller:
•

How the caller may obtain urgent or emergency care including, when applicable,
how to contact another provider who has agreed to be on-call to triage or screen
by phone, or if needed, deliver urgent or emergency care.

The provider is responsible for the actions of the office staff or answering service:
•

If a patient calls after hours or on a weekend for a possible medical emergency,
there should be a message immediately stating, "If this is an emergency, hang up
and call 911 or go to the nearest emergency room."

•

Office staff/answering services handling patient calls cannot provide telephone
medical advice if they are not a licensed, certified or registered health care
professional. Staff members may ask questions on behalf of a licensed
professional in order to help ascertain the condition of the patient so that the
patient can be referred to licensed staff; however, they are not permitted to use
the answers to questions in an attempt to assess, evaluate, advise, or make any
decision regarding the condition of the patient, or to determine when a patient
needs to be seen by a licensed medical professional. Unlicensed telephone staff
should have clear instructions on the parameters relating to the use of answers in
assisting a licensed provider.

•

Additionally, non-licensed, non-certified or non-registered health care staff cannot
use a title or designation when speaking to a patient that may cause a
reasonable person to believe that the staff member is a licensed, certified or
registered health care professional.

•

The answering service as well as office staff should document all calls.

•

A referral becomes urgent if delaying treatment could put the member’s health at
risk. Urgent referral authorization requests can be called in directly to the MMN
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for immediate processing. You will need to provide the same information as is
required for a prior authorized service or surgical procedure. If an urgent request
is faxed, mark the “URGENT” box or write it on top of the referral. We encourage
you to submit all referrals via MIPANet.
•

Members are instructed, if at all possible, to call their Primary Care Physician for
authorization prior to seeking treatment for emergency services (the definition of
emergency services is: “services necessary to prevent serious deterioration of a
member’s
health resulting from unforeseen illness or injury and/or a medical condition for
which treatment cannot be delayed.”) MMN must be notified within 24 hours or at
the first business day following your authorization or rendering of emergency
care. Referrals to an emergency room are to be based on medical necessity only
and not the convenience of the member or physician.

•

MMN members requiring medical services while on vacation or out of the MMN
Service Area, should be directed to receive care for these services in order to
prevent serious deterioration of a member’s health resulting from unforeseen
illness or injury for which treatment cannot be delayed until the member returns
to the service area. Have the member contact their Health Plan for further
direction. MMN does not review or approve this care. Health Plans reserve the
right to review for medical necessity. Please remind members that follow-up care
obtained out of area is not a covered benefit.

5.0 UM Denial Process
Initial review decisions made by MMN must be communicated and documented within
twenty-four (24) hours to the requesting provider. This is followed by written notification
within two (2) business days of the decision to all involved parties, including the member
and requesting practitioner, in compliance with DMHC notification policies. Denial letters
must state the reason for the adverse decision in clear, concise and easily understood
language; cite the specific criteria used to support the decision; provide the name, title
and contact information for the physician reviewer that made the medical necessity
decision and must be signed by the physician, psychiatrist, pharmacist or other qualified
professional who made the decision.
A description and examples/excerpts of the medical necessity criteria used by MMN and its
delegates for review decisions must be provided to physicians, members and the general
public upon request. When a service request is denied as a non-covered benefit,
appropriate benefit exclusion language from the member’s Evidence of
Coverage/Disclosure Form (EOC/DF) booklet must be cited.

5.1. UM Decision Timelines
MMN must adhere to regulatory and accreditation turnaround timeliness (TAT)
standards when completing reviews, making coverage decisions and issuing notification
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letters. Required timeframes for making UM decisions are as follows:
Precertification of Non-urgent Care
•
•
•

Decisions to be made within five (5) business days of receiving the request and
necessary medical information (MMN’s preferred TAT Goal: two (2) days).
Practitioner to be notified of decision within 24 hours of decision (phone, fax, or
electronic)
Decisions must be provided in writing to member and requesting Practitioner
within two (2) business days of decision.

•
Precertification of Urgent Care (Expedited request)
•
•
•

Decision and initial notification to Practitioner and member must be made within
one (1) calendar day.
Member and Practitioner must be notified at the time of the denial how they can
initiate an expedited appeal.
Member and Practitioner must be given written confirmation of decision within
two (2) business days of decision.

Concurrent Review
•
•
•

Decisions for inpatient care are to be made within 1 business day of obtaining
necessary information.
Practitioner to be notified of decisions within one (1) business day of decision.
If review results in a denial, both member and Practitioner must be provided
written confirmation within one (1) business day of original notification and be
informed how to initiate an expedited appeal at time of notification.

Retrospective Review
•
•

Decision to be made within thirty (30) business days of obtaining necessary
information.
Practitioner and member to be notified in writing of denial within five (5) business
days of making decision.

Prescription Drugs
•
•
•

Urgent or exigent circumstances– decision and notification of provider and
member to be made within twenty- four (24) hours of receipt of the request
Non-urgent - decision and notification of the provider and member to be made
within
seventy-two (72) hours of receipt of the request.
*Exigent circumstances” exist when an insured is suffering from a health
condition that may seriously jeopardize the insured’s life, health, or ability to
regain maximum function OR when an insured is undergoing a current course of
treatment using a non-formulary drug.
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For details about notification timeframe requirements see current versions of “UM TurnAround Time Tables” for the commercial line of business on the ICE web site:
www.iceforhealth.com.

5.2. UM Communication Services
MMN’s clinical staff at the Plan level is available to practitioners and their office staff
during regular business hours Monday through Friday, 8 a.m.- 5 p.m. by calling MMN
Member Services at 415-884-1840 or 800-874-0840 or TTY/TDD 415-884-1801 and
asking to speak with a representative. All messages left after hours will be answered
with a return call the next business day.
If a network physician wishes to check on the status of a case or discuss a Plan-level
UM review decision he/she may speak directly with MMN’s Medical Director during
regular business hours Monday through Friday, 8 a.m. – 5 p.m. by calling 415-8841840. If a confidential voice message is left, a return call will be made by the next
business day.

5.3. Provider Appeals
Providers have the right to appeal directly to the health plan when dissatisfied with the
initial adverse determination of MMN for all issues related to denial of service or medical
necessity.

6.0 Privacy and Security of Information
MMN and its contracted providers must comply with the requirements of the Health
Insurance Portability and Accountable Act (HIPAA) Rules, California’s Confidentiality of
Medical Information Act and other federal and state laws with respect to the security,
privacy and confidentiality of medical records and all other protected health information
(PHI).

6.1. Use and Disclosure of PHI
PHI may only be used or disclosed as permitted or required by the HIPAA Privacy Rule
or as permitted or required by the Business Associate Agreement (BAA) with MMN. If
PHI is to be used or disclosed for purposes other than those required or permitted, the
member’s or as appropriate MMN’s written authorization is required.
MMN and its contracted providers must also take reasonable steps to limit the use or
disclosure of PHI to the minimum necessary to accomplish the intended purpose.
Providers, as MMN Business Associates and covered entities under HIPAA, must:
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•

Develop and implement written privacy policies and procedures consistent with
the HIPAA Privacy Rule.

•

Train workforce members on its privacy and security policies and apply
appropriate disciplinary action on those who violate policies and procedures.

•

Mitigate any harmful effect caused by the inappropriate use or disclosure of PHI
by its workforce members.

•

Obtain satisfactory assurances that subcontractors to whom it provides PHI
received from, or created on behalf of, MMN, agree to the same restrictions and
conditions that apply to the Business Associate with respect to such information
under the BAA and under HIPAA regulations.

The HIPAA Security Rule requires covered entities and their business associates to put
in place administrative, physical, and technical safeguards to secure electronic PHI.
Providers are obligated to:
•

Ensure the confidentiality, integrity, and availability of all electronic PHI it creates,
receives, maintains, or transmits on MMN’s behalf,

•

Protect against any reasonably anticipated threats or hazards to the security or
integrity of such information,

•

Protect against any reasonably anticipated uses or disclosures of such
information that are not permitted or required under the HIPAA rules, and

•

Ensure compliance by its workforce.

6.2. Incident and Breach Reporting
Pursuant to the HIPAA Breach Notification Rule, the California Information Practices Act
of 1977 and the BAA with MMN, the areas of compliance that apply to Business
Associates include, but are not limited to:
•

Timely notifying MMM of the occurrence of a privacy or security incident and/or a
“breach” of “unsecured” protected health information. An unauthorized access,
use or disclosure is presumed to be a breach unless it can be demonstrated that
there is a low probability that the PHI has been compromised based on a risk
assessment of the following factors:

(a)
the nature and extent of the PHI involved, including types of identifiers and
likelihood of re-identification;
(b)

the unauthorized person who used the PHI or to whom the disclosure was made;

(c)

whether the PHI was actually acquired or viewed; and

(d)

the extent to which the risk to the PHI has been mitigated.

“Unsecured” means the information is not rendered unusable, unreadable or
indecipherable to unauthorized individuals through the use of an encryption or
destruction technology or methodology specified by the HHS Secretary. “Security
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Incident” means the attempted or successful unauthorized access, use, disclosure,
modification, or destruction of information or interference with system operations.
•

The notification to MMN must be made without unreasonable delay after
discovery of the privacy or security incident or breach; but in no case later than
fifteen (15) days after such discovery.

•

The notification must include : (a) the identity of each individual whose unsecured
PHI has been, or is reasonably believed to have been accessed, acquired, used
or disclosed during the breach; (b) all other information that may require in order
to make timely and appropriate notifications to affected individuals as required by
regulations.

•

Business Associates must impose the same regulatory and contractual
obligations on their business associate subcontractors.

To report incidents or breaches to MMN as required under regulations and the BAA,
send an email to lchotkevys@meritagemed.com. If the notification includes PHI, the
information must be sent securely, such as in an encrypted attachment, with the
decryption key communicated by phone, fax or in a separate password protected email.
The obligation of a contracted provider to report a breach to MMN is limited to a breach
involving PHI created, received, used or disclosed by the CMG/IPA on MMN’s behalf.

6.3. Fraud and Abuse
Health care fraud is an intentional misrepresentation of facts made to obtain health care
benefits, payment, services and other things of value. Health care abuse involves a
questionable practice that is inconsistent with accepted medical or business policies.
Although it is not an intentional misrepresentation, health care abuse may result in
unnecessary costs.
MMN’s contracted provider are expected to develop an anti-fraud program, which
should include the following components:
•

Implementing fraud prevention activities and communicating such program and
activities to staff, contractors and subcontractors.

•

Training staff, employed physicians, contracting physicians, contracting
pharmacies and other affiliated or ancillary providers and vendors on fraud
prevention activities at least annually.

•

Communicating awareness, including identification of fraud schemes, detection
methods and monitoring activities, to contracted and subcontracted entities.

•

Notifying MMN of suspected fraudulent behavior.

•

Taking action against suspected or confirmed fraud, including referring such
instances to law enforcement and reporting the activity to MMN.

•

Cooperating with MMN fraud detection and awareness activities, including
monitoring, reporting, etc., as well as cooperating with MMN in fraud
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investigations to the extent permitted by law.
Other recommended activities include:
•

Applying appropriate claims edits to assure a basic level of appropriateness of
claim payment;

•

Utilizing commercially available software to identify patterns that may be
indicative of fraud or abuse; and

•

Attending commercially available fraud prevention and detection training and
seminars.

6.3.1.

False Claims Laws

The Federal False Claims Act, 31 U.S.C. §§ 3729-3733, as amended, states that those
who knowingly submit, or cause another person or entity to submit, false claims for
payment of government funds are liable for three times the government’s damages plus
civil penalties of $5,500 to $11,000 per false claim.
Under Administrative Remedies for False Claims and Statements, any person who
makes, presents, or submits a claim that is false or fraudulent is subject to a civil
penalty of not more than $5,000 for each claim and an assessment of not more than
twice the amount of the claim.
The Criminal Penalties for Acts Involving Federal Health Care Programs provides for
felony criminal penalties and a fine of not more than $25,000 and/or imprisonment for
not more than five (5) years for whomever makes false statements or submits false
claims.
The California False Claims Act, California Government Code §§ 12650-12655, as
amended, applies to fraud involving state, city, county or other local government funds.
Violators may be liable to the state or the political subdivision (city, county or other local
government) for three times the amount of damages that the state or local government
sustains because of the false claims violations, the costs of a civil suit for recovery of
damages and a civil penalty of up to $10,000 foreach false claim.

6.3.2.

Whistleblower Protections

Federal and State qui tam or "whistleblower" laws protect against the fraudulent use of
public funds by encouraging people with knowledge of fraud against government to
blow the whistle on the wrongdoers. The laws provide for whistleblowers to receive a
reward in the form of a share of the recovery. The False Claims Act Whistleblower
Employee Protection Act prohibits an employer from discharging, demoting,
suspending, threatening, harassing or discriminating against any employee, vendor or
agent if the individual reports or assists in the investigation of a false claim.

6.3.3.
You Suspect Fraud
Any contractor, agent, vendor, member or MMN representative who is aware of or
suspects any false report or document, false claim, improper billing practices, or
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violations of company policies and procedures, must report their concerns to the MMN.
The MMN Compliance Officer may be contacted by calling (415) 884-1872. Reports
may also be submitted through MMN’s main phone number at (415) 884- 1840 or (800)
874-0840. Reporters should provide as much detail as possible so that MMN can
investigate the issue. Information can also be sent via mail to the attention of the
Compliance and Ethics Department at: 4 Hamilton Landing, Suite 100, Novato, CA
94949.
All information will be kept confidential to the extent possible. Meritage Anonymous
Reporting Hotline (for non-Medicare Fraud issues): 415-884-1823
Meritage Medical Network will:
•

Review and investigate all allegations of fraud and/or abuse, whether internal or
external;

•

Take corrective actions for any supported allegations after a thorough
investigation; and

•

Report confirmed misconduct to the appropriate parties and/or agencies, including
law enforcement.
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