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SECTION I. | INTRODUCTION   
 
Angle Insurance Company of Utah (Angle) welcomes you as a participating provider. This 
Provider Manual provides important information on topics such as claims, prior 
authorizations, and protocol information for specific services. It also includes useful contact 
information, such as websites, phone numbers and addresses. This Provider Manual and all 
the policies and procedures it references are available at www.anglehealth.com.  
 
This Provider Manual, effective July 1, 2021, applies to covered services you provide for Angle 
members through Angle’s Benefit Plans, and applies to all physicians, healthcare 
professionals, facilities and ancillary providers currently contracted with Angle, Inc., and its 
affiliates.  
 
This Provider Manual is subject to change, with content frequently updated to support our 
network and provide clear guidelines. Updates will be posted at www.anglehealth.com and 
notices of updates will be sent to participating providers. Any updates required by changes in 
law, regulation, or other applicable private sector accreditation organizations, shall be deemed 
automatic updates to ensure this Provider Manual conforms to the requirements of such laws, 
regulations, and accreditation standards. Angle will provide notice of such changes at least 
forty-five (45) business days prior to the effective date of the change unless the law, regulation 
or accreditation standard requires a shorter timeframe for compliance. As reasonably possible, 
participating providers will be given notice at least forty-five (45) business days before the 
effective date of any material changes proposed for this Provider Manual that are not required 
by law, regulation or accreditation standards, and such material change will automatically take 
effect. Participating providers have the right to object to material changes by submitting a 
written notice of objection. If a participating provider does not agree to accept a material 
change, the participating provider has the right to terminate its Agreement, giving notice of 
termination as required by the Agreement between Angle and the participating provider.  
 
If a discrepancy exists between this Provider Manual and your Provider Agreement, your 
Provider Agreement will control. If a discrepancy exists between a policy and/or procedure 
and this Provider Manual, the policy and/or Procedure will control. Angle agreements require 
you to comply with the terms of this Provider Manual, including the referenced Policies and 
procedures. Payment will be denied, in whole or in part, for failure to comply with the terms of 
your Provider Agreement and of this Provider Manual, and the referenced policies and 
procedures. 
 
A glossary of terms is included at the end of the Provider Manual.  
 
If you have any questions regarding any of the information in the Provider Manual, you can 
contact Angle’s Operations Center at (855) 937-1811 or by email at 
providers@anglehealth.com.  
  

http://www.anglehealth.com/
http://www.anglehealth.com/
mailto:providers@anglehealth.com
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SECTION II. | WEBSITE  
 
Angle’s website www.anglehealth.com, will soon have a dedicated provider section where 
participating providers, and their office staff, can obtain information on important topics. This 
easy-to-use web-based portal provides 24/7 access to patient eligibility and other provider 
resources, including: 
 

• Specific member benefit/Evidence of Coverage (EOC) 
• Prior authorization forms for download or electronic completion 
• Functionality to request prior authorization electronically 
• Quick reference guides, policies, and manuals 
• News and alerts 
• Tools to update your provider directory information 

 
You and your staff will need to register to access the password-protected Provider area. You 
can register: 
 
On our website:  www.anglehealth.com  
Via email:    providers@anglehealth.com  
   When sending email, please include your EIN/TIN and/or NPI number 
Via Phone:  (855) 937-1811  
 
To ensure compliance with the Health Insurance Portability and Accountability Act (HIPAA) 
security standards, each user granted web access must have a unique user ID.  
  

http://www.anglehealth.com/
http://www.anglehealth.com/
mailto:providers@anglehealth.com
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SECTION III. | QUICK REFERENCE GUIDE 
 

Headquarters Office 250 E 200 S, 16th Fl 
Salt Lake City, UT 84111 

Provider Operations Phone: (855) 937-1811 
Email: providers@anglehealth.com  
Payor ID:  39856 

Member Operations Phone: (855) 937-1855 
Email: members@anglehealth.com  

Sales Operations Phone: (855) 590-0333 
Appeals & Grievances 
Meet & Confer 

Phone: (855) 544-0036 
Email: ag@anglehealth.com  

Fraud, Waste, and Abuse Phone: (855) 544-0036 
Email: fwa@anglehealth.com  

Regulatory Affairs Phone : (855) 544-0036  
Fax : (855) 938-4540 
Email : compliance@anglehealth.com   

All USPS Correspondence 
• Claims 
• Appeals & grievances 
• General correspondence 

Angle 
PO Box 21428 
Eagan, MN 55121 

All Faxes Fax: (855) 938-4540 
MagellanRx Pharmacy 
(Pharmacy Benefit Manager) 
 
BIN: 017449 
PCN: 6792000 
GROUP: MRHANG 

Retail Phone: (800) 424-4323 
Retail Fax: (855) 461-2776 
 
Mail Order Phone: (800) 424-8274 
Retail Fax: (888) 282-1349 

First Health - Provider Services Phone: (800) 937-6824 
 
  

mailto:providers@anglehealth.com
mailto:members@anglehealth.com
mailto:ag@anglehealth.com
mailto:fwa@anglehealth.com
mailto:compliance@anglehealth.com
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SECTION IV. | ACCESS 
A. Accessibility and Timeliness Standards of Care 

Appropriate and timely access to health care services for members is a primary 
concern of Angle. Angle requires each office to provide a sufficient number of available 
appointments and adequate telephone capabilities to serve the needs of our members. 
Participating provider locations must be accessible to members during posted hours of 
business. participating providers shall not unlawfully discriminate against any 
member based on factors including, but not limited to, race, religion, color, national 
origin, gender, age, disability, marital status, sexual orientation, or source of payment. 

 
Angle expects participating providers to provide access to care that complies with the 
requirements set forth in this Provider Manual, and all relevant state law 
requirements.  

 
Angle works with its participating providers as well as its members to attain the 
information that is needed both to determine compliance with the regulations and to 
help improve our performance. The activities include: 

 
• Provider Appointment Availability Survey 
• Provider Satisfaction Survey 
• Provider After – Hours Survey 
• Wait time studies 

 
At times, access time requirements may not be met. Several exceptions address these 
situations: 

 
• Extending Appointment Wait Time: A participating provider may extend the wait 

time for an appointment if an Angle participating provider has determined and 
noted in the member’s record that a longer wait time will not be detrimental to the 
member’s health. 

• Preventative Care Services and Periodic Follow-up Care: A participating 
provider may also schedule appointments in advance for preventive and periodic 
follow up care services (e.g. standing referrals to specialists for chronic conditions, 
periodic visits to monitor and treat pregnancy, cardiac, or mental health conditions, 
and laboratory and radiological monitoring for recurrence of disease), consistent 
with professionally recognized standards of practice, which may exceed the listed 
wait times. 

 
B. Timely Access to Care  

Participating providers are expected to provide or arrange for timely access to care. 
Accordingly, Angle’s participating providers shall provide appointments and telephone 
screening services to Angle’s members according to the following expectations: 
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Access Expectations for Medical Professionals 
Non-urgent appointments for Primary 
Care (PCP) 

Appointment offered within 10 business days of 
request 

Urgent Care appointments not 
requiring prior authorization 

Appointment offered within 48 hours of request 

Non-urgent appointments with 
Specialist Physicians 

Appointment offered within 15 business days of 
request 

Urgent Care (that requires prior 
authorization) 

Appointment offered within 96 hours of request 

Non-urgent appointment for ancillary 
services (for diagnosis or treatment of 
inquiry, illness, or other health 
condition) 

Appointment offered within 15 business days of 
request 

In-office waiting room time Members usually wait no longer than 45 minutes 
to see a physician or designee 

After Hours Care Members can reach a recorded message, or live 
voice response, providing emergency 
instructions and for non- emergent (urgent) 
matters and an expectation for when to expect to 
receive a call back 

Emergency Care Immediate access to emergency care. 
Participating provider’s staff, answering machine 
Messages, and after-hours answering service will 
instruct that if the caller is experiencing an 
emergency, the caller should hang up and dial 911 
or go directly to the emergency room. 

Telephonic Outreach Members can reach a live person within 10 
minutes during normal business hours. If office is 
unavailable, a return call should be made within 
sixty (60) minutes of the caller’s voicemail 
message. 
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Access Expectations for Behavioral Health Providers 
Emergency Care Instructions Participating provider’s staff, answering machine 

messages and after-hours answering service will 
instruct that if the caller is experiencing an 
emergency, the caller should hang up and dial 911 
or go directly to the emergency room. 

Non-Life-Threatening Emergency 
Care 

Appointment within 6 hours. Members are 
directed to 911 or the nearest emergency 
room. 

Urgent Care (does not require prior 
authorization) 

Appointment within 48 hours. Members are 
directed to 911 or the nearest emergency 
room. 

Urgent Care (that requires prior 
authorization) 

96 hours 

Routine Office Visit/Non-urgent 
Appointment 

10 Business days (Psychiatrists) 
10 Business days (Non-Physician Mental Health 
Care Providers) 

Access to After-hours Care Available 24 hours/7 days. Member to reach a 
recorded message or live voice response 
providing emergency care instructions, and for 
non-emergent (urgent) matters, a mechanism to 
reach a behavioral health provider, and be 
informed when the call will be returned. 

In Office Waiting Room Time Members usually wait no longer than 15 minutes 
after their scheduled appointment to see a 
behavioral health provider. 

 
C. Interpretation Services at Scheduled Appointments 

Angle provides free interpretation services for members, whose primary language is 
not English, at scheduled appointments. Participating providers may request 
interpreters by calling the Provider Operations center (855) 937-1811. 

 
Participating providers must request face-to-face interpreting services at least three 
(3) days prior to the appointment date. If an interpreter is unavailable for face- to-face 
interpreting, the operations center can arrange for telephone and/or video interpreting 
services. 

 
D. After-Hours Telephone Access for Providers 

Angle expects its providers or designees to be available, so that assigned members have 
access to urgent and emergency care 24 hours per day, 7 days per week. Participating 
providers must maintain 24-hour, 7 days per week telephone access to provide 
immediate response to emergency inquiries by members. Participating providers must 
maintain a procedure for triaging or screening member telephone calls which includes 
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24/7 employment of a telephone answering system, answering service and/or office 
staff that will inform the caller of the following: 

 
• Regarding the wait time for a return call from the provider, and 
• How the caller may obtain urgent or emergency care, including how to contact 

another provider who has agreed to be on call to triage by phone or, if needed, 
deliver urgent or emergency care. 

 
E. Emergency Instructions 

Every member that calls a provider’s office after normal business hours shall first 
receive the following emergency instructions, regardless of whether a line is answered 
by a person, answer service, or by recording: 

 
• Hang up and dial 911 
• Go to the nearest emergency room 
• Hang up and dial 911 or go to the nearest emergency room 
 

F. Non-Emergency Instructions 
Members who reach a recording at the provider’s office and have non-emergency 
situations that cannot wait until the next business day should receive the following 
instructions: 

 
• Stay on the line to be connected to the doctor on call 
• Leave a name and phone number for a call back from a physician or qualified health 

care professional within sixty (60) minutes 
• Call the provider at an alternate number 
• The waiting time for a member to speak by telephone 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 member who may need care, should 
not exceed 60 minutes 

 
G. Documenting Telephone Calls 

All members’ telephone calls shall be documented on a phone message form or within 
an electronic health record (EHR), with the response given documented on the same 
form. Documentation of phone calls must be affixed to the progress notes and become a 
permanent part of the medical record. At a minimum, the phone message record shall 
include: 
 
• Member name 
• Date and time of call 
• Member’s question/concern 
• Advice/response provided 
• Signature of individual who triaged the call 
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H. Behavioral Health (BH) Telephone Access 

Behavioral Health providers will maintain access to BH screening and triage to ensure 
that members reach a non-recorded voice within 30 seconds. Telephone abandonment 
rates shall not exceed five percent (5%) at any time. Calls should be returned by a 
psychiatrist or qualified behavioral health care professional within 30 minutes. 
 

I. Failed Appointments 
Failed appointments are those where a member does not arrive for a scheduled medical 
appointment, either with or without notice from the member. Failed appointments 
shall be documented in the member’s medical record, with provisions for a case-by-
case review of members with repeated failed appointments. 

 
Some participating providers have established a missed-appointment fee for their 
patients. Angle reserves the right to review and approve such policies and shall only 
allow such fees if Angle’s participating provider can document that the member was 
notified in advance regarding missed appointment fees and will waive such fees under 
extenuating circumstances. Angle does not reimburse participating providers for 
missed appointment fees.  
 

J. Concerns about Timely Referral to an Appropriate Provider 
Providers and members may contact the operations center for assistance if a member 
is unable to obtain a timely referral to an appropriate provider by calling our Provider 
Operations Center at (855) 937-1811. 
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SECTION V. | ELIGIBILITY VERIFICATION 
Participating providers are responsible for verifying eligibility each time a member schedules 
an appointment and before medical services are provided, unless it is an emergency. 
Because events leading to ineligibility can occur at any time, providers are encouraged to 
verify eligibility on the day services are to be rendered. Providers should always verify member 
eligibility on the day of the appointment. 
 
Verification of eligibility, approval of prior authorization, and/or benefit coverage is not a 
guarantee of payment by Angle. All members are issued a health plan identification card, 
which should be presented each time services are requested.  
 
A. Identification Cards 

To provide convenience, Angle 
members can provide their ID 
card through a traditional hard 
copy printed version, web-based 
ID card version, or through our 
Angle mobile application. 
Through our app, the card will 
look and work just like a printed 
one. Members can present or 
email their ID card to 
participating providers. The 
mobile ID card includes all the 
information on the printed 
version.  

 
Angle Plan identification cards include the following information: 

 
• Member Name 
• Member ID Number 
• Coverage Effective Date 
• Group Number 
• Deductible (if applicable) 
• Copayments 
• Claims Mailing Address 
• Member Care Team toll-free number 
• Product/Plan Name 

  
B. Verifying Eligibility and Benefits 

Participating providers may verify member eligibility and benefits through the 
following methods: 
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1. Online via the Angle provider portal which gives provider offices the ability to 
view member-specific eligibility information, including effective date, benefits, 
and cost-sharing. To log on or register for Angle’s provider portal go to 
www.anglehealth.com. If you are not currently set up for this easy-to-use and 
secure online resource, please email Angle’s Provider Operations Center at 
providers@anglehealth.com.  

 
2. Angle’s dedicated Provider Operations Center by phone at (855) 937-1811 to 

speak to one of the provider operation center teammates who are available to 
assist you Monday through Friday, 8:00 AM to 6:00 PM MST. 

  
The following details are available for active members: 

• Member Eligibility Status 
• Plan Network 
• Member Cost Shares (Copay/Coinsurance) 

− PCP 
− Specialist 
− Urgent Care 
− Emergency Visit 
− Hospital Admission 

• Member’s Individual Deductible and Out-of-Pocket balance(s) 
 

Detailed information on the web portal, for an unlimited number of members, is 
available at participating providers’ convenience and the information is updated in real 
time, so it provides the same information participating providers would obtain if they 
were to the Operations Center. 

 
Specific information regarding how to check eligibility is available at 
www.anglehealth.com.  
 
Although the member ID card is a primary method of identification, possession of the 
card does not guarantee eligibility, authorization, coverage, or benefits. Eligibility to 
receive services depends on verification from Angle. Therefore, it is important to verify 
eligibility for each visit. 
 

C. Newborns 
Newborn services, including hospital benefits for routine nursery care, screening for 
genetic diseases, congenital conditions and other health conditions provided, or 
through a program established by law or regulation, periodic checkups, and 
immunizations, are covered for the first 31 days of life under the health care plans of 
the eligible subscriber. After the first 31 days, benefits are provided only if the newborn 
is properly enrolled by the subscriber’s employer. While the mother is in the hospital 
following the birth of the newborn, the cost for the services for the newborn are covered 
under the eligible mother’s Benefit Agreement. If the newborn remains in the hospital 

http://www.anglehealth.com/
mailto:providers@anglehealth.com
http://www.anglehealth.com/
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after the mother is discharged or is otherwise confined in a non-routine nursery 
accommodation, a separate account will be opened for the newborn's hospital services. 

 
Newborns of eligible dependent children are not covered. Pediatric office visits are 
subject to the same scheduled copayments as regular office visits. Well Baby and Well 
Child care are covered services subject to any scheduled copayments. 

 
D. Life Partners 

A life partner must meet Angle’s eligibility requirements for life partners as outlined in 
the Member’s Handbook, Certificate of Coverage (COC), or certificate. 
 
If you have any questions regarding whether this coverage is applicable to a specific 
employer group, you can call the number on the back of the member ID card. 

 
E. Provider-Initiated Member Dismissal 

A participating provider may provide care to a member who is disruptive or excessively 
difficult. Providers can contact the provider operations center at (855) 937-1811 to 
refer a difficult member to case management. If the patient-physician relationship is 
irreparably damaged, the participating provider should make every attempt to reassign 
the member to another participating provider within the Angle network. 

 
Members under treatment of the delegated behavioral health provider may not be 
dismissed from the behavioral health medical group. 

 
The participating provider is obligated to provide medically necessary care and access 
to services for as long as the member requires medical care, or until the relationship is 
ended appropriately. A member may not be dismissed or denied care due to diagnosis, 
health status/needs, or language barriers. Member dismissal will be considered under 
the following circumstances: 
 
• Member is non-compliant with recommended treatment plans to the extent that 

member’s health is endangered. 
• Member demonstrates verbally abusive behavior toward the physician, ancillary or 

administrative office staff, or to other Plan members. 
• Member physically assaults a participating provider, staff member, or Plan 

member, or the member threatens any individual with any type of weapon on Plan 
or participating provider premises, or verbalizes the intent to cause bodily harm. In 
such cases, appropriate charges should be brought against the member, and a copy 
of the police report submitted along with the request. 

• Member is disruptive to participating provider or Plan operations with potential for 
limitations on access to care by other members. 

• Member habitually uses non-contracted providers for non-emergency services 
without prior authorization (if required). 
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• Member refuses to meet financial obligations such as copayments, deductibles, or 
coinsurance. 

• Member attempts to fraudulently obtain health care services, including allowing 
others to use the member’s Plan identification card to receive services. 

 
The process for dismissal, if necessary, is as follows: 

 
1. The participating provider should counsel the member about the conflict or 

problem prior to requesting dismissal. Counseling should include written 
education that conveys a clear set of instructions, the compliance requirements, 
and the consequences, if any, for not following the instructions, placing 
responsibility for compliance directly on the member. 

 
2. The participating provider requests authorization to dismiss the member from 

the panel by completing a Plan Member Dismissal Request Form by: 
a. Submitting a request through the online Provider Portal  
b. Sending an email to Provider Operations at providers@anglehealth.com  
c. Faxing to the attention of the Provider Operations Center at (855) 938-

4540  
 

3. The participating provider should not initiate dismissal communication with 
the member prior to the determination. 

 
4. The Plan Member Dismissal Form should be completed in full and include 

supportive documentation detailing the situation. Supporting documentation 
may be in the form of copies of medical records, office notes, etc., and may 
include: 
a. Pertinent dates 
b. Documentation of conversations 
c. Billing statements, including amount(s) due, letters advising members 

to pay their bill; and/or 
d. Documentation of previous attempts to educate members regarding 

noncompliance with recommended treatment plans or office practices. 
 

5. Angle will request additional documentation from the participating provider if 
necessary. Failure to provide documentation to support the dismissal request 
within five (5) business days of Angle’s request will result in the request for 
dismissal being denied. 

 
6. Requests for dismissal will be reviewed by the case management leadership 

team and final decision will be made by the Chief Medical Officer and/or 
Medical Director. 

 

mailto:providers@anglehealth.com
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7. Angle will notify the participating provider within 30 days of receipt of all 
supporting documentation. 

 
8. After the participating provider receives authorization from Angle to dismiss 

the member, the participating provider has five (5) business days to provide 
written notification to the member and to send a copy of such notice to Angle. 

 
9. The notification must include the reason for the dismissal and must not occur 

before authorization is received from Angle. 
 

Angle will not contact the member for reassignment until Angle has received a copy of 
the dismissal letter sent to the member by Angle’s participating provider. If Angle does 
not receive a copy of the dismissal letter within ten (10) business days following Angle’s 
approval to dismiss, the dismissal becomes invalid. The participating provider is 
required to initiate the process again if he or she wishes to pursue the dismissal. The 
participating provider is required to provide treatment and access to services until the 
member selects a new physician. When a PCP dismisses a member, all referral 
authorizations for that member will be invalidated. The member must contact the new 
PCP to obtain any applicable authorizations. 

 
A copy of the Member Dismissal Request Form is also available on-line at 
www.anglehealth.com.  

  
  

http://www.anglehealth.com/
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SECTION VI. | CLAIMS  
Angle is committed to ensuring participating providers’ claims and payments are processed 
accurately and in a timely manner, in accordance with industry standards and applicable state 
and federal regulations. The guidelines in this section of the Provider Manual can help 
participating providers ensure their claims are submitted correctly.  
 
A. Claims Address 

Claims for services provided to members should be mailed directly to Angle’s 
clearinghouse of choice, Smart Data Solutions (SDS). Current claims submission 
information is available in the Angle provider portal, at www.anglehealth.com.  

 
Medical and dental providers contracted directly with Angle should send claims to:  

Angle Insurance Company of Utah 
PO Box 21428 

Eagan, MN 55121 
 
B. Claim Submission Requirements 

The following is a list of claim timeliness requirements, claims supplemental 
information, and claims documentation required by Angle. For more information, or to 
view our policies and procedures, please visit www.anglehealth.com:  

 
• Claims must be submitted on the most current version of standard claim forms 

CMS 1500 (non-institutional providers and suppliers) or UB-04 (institutional 
providers). More information and the most current forms can be found at 
www.cms.gov.  

• The most current version of the CPT® Professional Edition manual is considered 
by Angle as the industry standard for accurate CPT and modifier coding. 

• Angle requires all claims to be submitted using ICD-10 diagnosis codes. 
• Paper forms should be completed legibly in black ink with standard fonts on forms 

printed in red “dropout” ink. 
• Submit claims with all reasonably relevant information to determine payer liability 

and to ensure timely processing and payment. 
• Non-contracted providers must submit a completed IRS Form W-9 with claims. 
• If Angle is the secondary payer, then participating providers must submit the 

primary payer’s Explanation of Benefits (EOB) with applicable claims to facilitate 
coordination of benefits, even if the primary payer denies the claim. 

 
C. Electronic Claims Submissions 

Providers also have the option of submitting claims electronically through Electronic 
Data Interchange (EDI). The advantages of electronic claims submission include the 
following: 
 
 

http://www.anglehealth.com/
http://www.anglehealth.com/
http://www.cms.gov/
https://www.irs.gov/pub/irs-pdf/fw9.pdf
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• Prompt acknowledgement of claims receipt 
• Improved claims tracking and status reporting 
• Reduced turnaround time for timely reimbursement 
• Eliminating paper 
• Improved cost effectiveness 
• Claims can be accepted and acknowledged 24 hours a day, 7 days a week 

 
Claims submitted electronically must be compliant with federal HIPAA transaction 
standards. Angle does not currently accept claims submitted by a clearinghouse that 
charges a fee to Angle, nor does Angle charge a fee to submit claims electronically. 
 

Angle Approved Clearinghouse 
Smart Data Solutions (SDS) 

Payor ID: 39856 
Phone: (855) 297-4436 | Email stream.support@sdata.us  

 
D. Clean Claims 

A clean claim is a claim submitted from, or the behalf of, the insured to Angle that 
contains no material defect or impropriety, including, but not limited to any lack of 
required substantiating documentation or incorrect coding.  

Angle defines a clean claim as a claim that contains the following elements, as 
applicable:  

• Primary carrier explanation of benefits (EOB) when Angle is not the primary 
payer 

• Prescription for physical therapy 
• Itemization of dates for physical therapy from facility 
• Prosthesis invoice 
• Trip notes for ambulance transport 
• Standard Diagnostic Related Groupings (DRG) or Revenue codes 
• Standard Health Care Procedure Coding System (HCPCS) code sets and 

modifiers 
• Standard Current Procedural Terminology (CPT) code sets and modifiers 
• Standard International Classification of Diseases (ICD-10) codes, tenth 

revision 
• Accurate entries for all the fields of information contained in the UB04 or CMS-

1500 forms 
• Services rendered to an eligible member by an eligible provider 

Claims submitted with any of the following elements require clinical document at the 
time of receipt to be considered complete: 

mailto:stream.support@sdata.us
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• Codes to which an assistant surgeon modifier (80, 81, or 82), assistant-at-
surgery modifier (AS), co-surgeon modifier (62), or team surgery (66) is 
attached 

• Unlisted CPT codes 
• A code that is not otherwise specified (NOS) 
• A code that is not otherwise classified (NOC) 
• Procedures that are potentially cosmetic 
• Procedures that may be experimental/investigational/unproven 
• Procedures that are medically necessary for some indications and not for others 
• Services performed in an unexpected place of service, such as office services 

performed in an outpatient surgery center 
• Codes appended with a modifier indicating additional or unusual services (e.g., 

22, 23, 24, 53, or 78) 

E.  Timely Filing for Claims 
Unless it specifically states otherwise in your Provider Agreement, all claims must be 
submitted to Angle within one hundred and eighty (180) days from the date of service 
or date of discharge. 

 
All additional information reasonably required by Angle to verify and confirm the 
services and charges must be provided on request. Claims submitted after the timely 
filing period expires will be denied, unless proof of timely filing can be demonstrated 
according to the guidelines listed in Section F. 

 
F. Proof of Timely Filing 

Waiver of the timely filing requirement is only permitted when Angle has received 
documentation indicating the member or participating provider originally submitted 
the claim within the applicable timely filing period. The documentation submitted 
must indicate the claim was originally submitted before the timely filing period 
expired. 

 
Acceptable documentation for timely filing includes the following: 
 
1. A copy of the claim with a computer-printed filing date (a handwritten date is 

not acceptable) 
2. An original fax confirmation specifying the claim in question and including the 

following information: date of service, amount billed, member name, original 
date filed with Angle and description of the service. 

3. A confirmation from an overnight mail service or the United States Postal 
Service (USPS) of the date of mailing of the claim and including the following 
information:  date of service, amount billed, member name, original date 
submitted for delivery and description of the service. 
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4. The participating provider’s billing system printout showing the following 
information: date of service, amount billed, member name, original date filed 
with Angle and description of the service. If the participating provider does not 
have an electronic billing system, approved documentation is a copy of the 
member’s chart indicating the billed date and/or a copy of the billing records 
indicating the billed date, and the information listed above. 

5. If the claim was originally filed electronically, a copy of Angle’s electronic Level 
2 or your respective clearinghouse’s acceptance/rejection claims report; a copy 
can be obtained from the participating provider’s EDI vendor, EDI 
representative or clearinghouse representative. The participating provider also 
must demonstrate that the claim and the member’s name are on the original 
acceptance/rejection report. Note: When referencing the acceptance/reject 
report, the claim must show as accepted to qualify for proof of timely filing. Any 
rejected Claims must be corrected and resubmitted within the timely filing 
period. 

6. A copy of an Angle letter requesting additional claim information showing the 
date information was requested. 

7. Appeals for claims denied for failing to meet timely filing requirements must be 
submitted to Angle in writing. Angle does not accept timely filing appeals over 
the phone. 

 
G. Duplicate Claims (aka Tracers) 

Participating providers should refrain from submitting a claim multiple times to avoid 
potential duplicate denials. Participating providers can check the status of claims via 
Angle’s Provider portal or by contacting our Provider Operations department by phone. 

 
H. Late Charges 

Late charges for claims previously filed can be submitted electronically. You must 
reference the original claim number in the re-billed electronic claim. If attachments 
are required, please submit them using the PWK attachment face sheet. (See 
Electronic Data Interchange website for instructions). 

 
Late charges for claims previously filed can be submitted via paper. Type of bill should 
contain a 5 in the 3rd position of the TOB (ex: 135). A late billing should contain only the 
additional late charges. The participating provider should also advise the original claim 
number to which the late charges should be added. 

 
I. Bilateral Procedures 

When a procedure is performed on both sides of the body during the same operative 
session, the surgical procedure is considered bilateral. When the code description in 
the CPT code book does not identify the procedure as “bilateral” or “unilateral,” the 
procedure should be reported with a bilateral procedure modifier 50. 
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 CPT or HCPCS codes with bilateral in their intent or with “bilateral” written in their 
description should not be reported with the bilateral procedure modifier, because the 
code is inclusive of the bilateral procedure. The HCPCS modifiers for the left or the 
right side can be appended when the procedure is valid for a bilateral procedure 
modifier, but the procedure was only performed on one side of the body. Modifiers LT 
(left side) and RT (right side) are not to be billed in conjunction with modifier 50. 

  
A bilateral service should be reported as a single line item, with the bilateral procedure 
modifier, one unit, and the billed amount at full charge for both procedures. This 
indicates that one procedure is being performed bilaterally. Angle uses our claims 
editing system and the HCPCS modifiers indicating the right or left side individually 
accumulate towards maximum frequency per day (MFD) values independently of each 
other. Angle uses our claims processing system and an external data integrity program 
to validate billing for bilateral procedures. 

  
When billed over the allowed units, claim will deny with American National Standards 
Institute (ANSI) code 151 - Payment adjusted because the payer deems the information 
submitted does not support this many/frequency of services. The distinct procedural 
service modifier may be appended to any additional units when appropriate and 
documentation supports. Additional units will need to be submitted on a separate claim 
line. 
 
When multiple bilateral procedures are performed, the same rules should be followed; 
however, the multiple procedure modifier should also be billed on the second and 
subsequent bilateral procedures listed. When a bilateral procedure is performed with 
other procedure codes on the same date of service, the bilateral procedure is considered 
the first, highest valued procedure, and then multiple procedure rules will be applied to 
the remainder. 
 
There are rare instances in which a bilateral service may be performed on multiple 
sites and not just bilaterally. In those instances, use modifier 59 to report the additional 
units beyond the bilateral services performed indicating that the services were 
performed on a different site or organ system. Medical record documentation must 
support the use of modifier 59 or XS. Medical records must support the use of the 
distinct procedural service modifier. 

 
Angle will reimburse clean claims with bilateral procedures at a rate of one hundred 
and fifty percent (150%) of the allowed amount based, on the provider’s fee schedule. 

 
J. Co-Surgery and Team Surgery 

Angle will reimburse procedures as either co-surgery, team surgery or assistant 
surgery. Except for co-surgery or team surgery, only one surgeon maybe be considered 
the primary surgeon. 
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Components of a procedure, separate procedures, or bilateral surgery may not be billed 
by more than a single primary surgeon. 
 
Two (2) surgeons of the same specialty may not perform sequential procedures (“tag-
team surgeries”), bill different, specific CPT codes not billed by the other surgeon, and 
both be reimbursed as primary surgeries at 100% of the plan benefit. 

 
 The following scenarios meet the requirements of co-surgery: 

a. Two surgeons of different specialties working together to perform a specific 
procedure with a single procedure code. 

b. Two surgeons of the same or different specialties simultaneously performing parts 
of the procedure (e.g., heart transplant). 

c. Two surgeons simultaneously performing the same or similar procedure(s) on 
bilateral body parts, which shortens the total anesthesia time required for one 
surgeon to perform the same set of bilateral procedures consecutively (e.g., bilateral 
knee replacements). 

The following situation is not considered co-surgery: 

a. One or more surgeons of different specialties who each perform different, specific 
CPT codes which are not billed by the other surgeon, even if performed through the 
same incision. 

b. In this situation, each surgeon may be reimbursed for a primary procedure and 
multiple surgery discounts only apply to the procedures billed by each surgeon. 

For the procedures performed as co-surgery, both co-surgeons are expected to bill the 
exact same combination of procedure code(s) with modifier 62 appended. Additional 
procedures performed in the same operative session may be reported as primary 
surgeon or assistant surgeon. Any discrepancy in procedure codes reported with 
modifier 62 between the two co- surgeon’s claims causes both claims to require 
additional investigation and delay of processing. 

If a claim is received with modifier 62 appended after another claim for that procedure 
has been processed and released as the primary surgeon (on a claim without modifier 
62 appended), the subsequent claim with modifier 62 appended is denied. 

Similarly, if a claim without modifier 62 appended is received after another claim for 
that procedure has been processed and released as co-surgery with modifier 62 
appended; the subsequent claim(s) that do not agree with the first claims processed 
(modifier missing or added), will be denied or recouped if previously paid. 

The billing office for the denied claim needs to contact the billing office of the other 
surgeon to arrange submission of a corrected claim so that both surgeon’s claims agree 
about whether co-surgery modifier 62 applies. 



 

Page 23 

 

If one surgeon reports as the primary surgeon, and a second surgeon reports as a co- 
surgeon for the same procedure codes and neither claim has been released, both claims 
will be pended and a non-clean-claim review is triggered. Review of medical records 
(operative report(s)) may be required. Corrected claim(s) will be required so that both 
surgeon’s claims agree about whether co-surgery modifier 62 applies. 

If a team of surgeons (more than 2 surgeons of different specialties) is required to 
perform a specific procedure, the procedure is considered a team surgery. Each 
surgeon bills for the procedure code with modifier 66 appended. 

Two or more surgeons of the same specialty may not perform sequential procedures 
(a.k.a. “tag-team surgeries”), bill different, specific CPT codes not billed by the other 
surgeon, and both be reimbursed as primary surgeries at 100%. Additional details 
regarding this specific topic can be found in Angle’s Co-Surgery and Team Surgery 
policy. 

K. Telehealth/Telemedicine 
Angle will consider eligible telehealth services, as medically necessary, for the 
following service types: 

• Consultation 
• Evaluation and management (E/M) 
• Mental health 
• Substance abuse disorders 
• Outpatient long-term cardiac monitoring 

Benefits are provided for telemedicine services in all Angle jurisdictions when meeting the 
definition of telemedicine in this Provider Manual and when provided in accordance with 
the guidelines as outlined below (see Provider Guidelines). Benefits are not provided for 
any technical fees or costs for the provision of telemedicine services. Benefits are not 
provided for any services delivered through telemedicine services that are not covered 
when provided face-to-face. Deductibles, copayments, or coinsurances will apply to 
telemedicine services the same as a face-to-face diagnosis. 

Angle will consider reimbursement for telehealth services when they are rendered via 
audio and video and reported with place of service POS 02 (the location where health 
services and health related services are provided or received, through a telecommunication 
system.) 

All telehealth services are required to be billed using any of the following applicable 
modifiers: 

• Modifier “GT” for interactive audio and video  
• Modifier “GQ” for asynchronous communication 
• Modifier “95” for synchronous communication 
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Providers are required to maintain compliance with the Health Insurance Portability and 
Accountability Act (HIPAA) and maintain the same level of patient confidentiality as if the 
member was on-site for a traditional visit or consultation. 

Angle will follow all applicable local, state, and federal regulations pertaining to telehealth 
medicine. Any specific guidance, protocol, or requirements provided in relation to COVID-
19, or a related virus, may supersede specific terms outlined in this provider manual. 
Additional details regarding this specific topic can be found in Angle’s Telehealth policy. 

L. Claim Receipt Verification and Claim Status Inquiries 
For verification of claim receipt or claim status inquiries: 

 
• Angle will verify the date of claim receipt within two (2) business days of receipt of 

an electronic claim and within fifteen (15) business days of receipt of a hard copy 
claim.  

• Claim status is provided via an Explanation of Benefits (EOB) that is included with 
all payments.  

• Participating providers can confirm claim receipt and claim status by calling the 
Operations Center toll free at (855) 937-1811, Monday through Friday from 8:00 
AM to 6:00 PM MST.  

o The following information is needed at the time of the call:  
 Member number 
 Date(s) of service 
 Procedure code(s) 
 Participating provider name 
 Angle claim number (if known) 

o Providers are encouraged to use our provider portal to check status of more 
than ten (10) claims in lieu of contacting the Provider Operations Center. 

 
M. Claims Editing System 

The clinical editing system in use is based on multiple-coding support including: 
• CPT-4, HCPCS, and ICD-10-CM 
• CCI 
• AMA and CMS guidelines and industry standards 
• Medical policy and literature research 
• Input from academic affiliations 
• Specialty society recommendations 

 
Every decision is fully supported with a variety of clinical documentation to ensure 
complete understanding of the system and communication to the Provider community. 
The edits are based on the information provided on the claim. If the claim information 
is incomplete or invalid, the claim edits will be accurate but may not be the outcome the 
Provider expected. 
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Most edits are reviewed by coding staff before claims are processed. Providers need to 
ensure additional documentation to justify coding is included on the claim, such as 
modifiers and information in box 19 of the CMS 1500 or box 84 of the UB04. Any 
clinical or operative reports should be attached to validate procedures billed with 
modifier 59, Emergency Services and unlisted procedures. The additional information 
will provide the claims examiner with the necessary information to process the claim 
correctly. 

  
M. Claims Policy Administration Module 

In order to process claims consistently, based on industry-standard guidelines, the 
Policy Administration Module allows the building of custom rules that reflect medical 
and payment policies. To address the complexity of benefit plan designs, the module 
allows for the enhancement of code auditing with additional fields and combinations 
for review or comparison that include: 

 
• Frequency of procedure codes 
• Claim lines for code combinations present or not present 
• Claim lines for limits based on days before or after the claims date 
• Claim lines for the same, different or all providers or the same specialty 
• Monitoring for the frequent use of modifier codes 

 
Industry standard guidelines that will be audited via the Policy Administration Module 
include but not limited to: 

 
• Denying the Add-On Code without the parent code billed 
• Procedure allowed once in a lifetime for certain surgical procedures 
• Documentation required when billing modifier 62 
• Denying Co-Surgeon (mod 62) codes not payable per Medicare guidelines 
• Codes not payable with team surgeon modifier 66 
• Denying drug admin codes without the drug billed 
• New visit frequency editing 

 
O. Encounter Data 

Angle must receive timely encounter data to appropriately track member’s deductibles 
and out-of-pocket costs, meet reporting requirements, and monitor the value of 
services provided under capitation. Participating providers reimbursed under 
capitation must send encounter data to Angle for each member encounter. Encounter 
data must be submitted either electronically or on the applicable claim form following 
standard claims submission guidelines, within 180 days of the date of service, or as 
otherwise stated in the Provider Agreement. An explanation of benefits (EOB) is sent 
to acknowledge all encounter data. Capitated providers also receive a Capitation 
Listing to support the capitation payment. 
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Encounter data completeness and quality is monitored regularly by Angle. If problems 
are identified with the timeliness, quality or quantity of submissions, Angle will contact 
the capitated participating provider to review and correct the identified problem(s). 

 
P. Fee Schedules 

The current Medicare fee schedule is available on www.cms.hs.gov/fslookup. The 
Durable Medical Equipment, Prosthetics/Orthotics, and Supplies Fee Schedule 
(DMEPOS) can be found on www.noridianmedicare.com. Please refer to your Provider 
Agreement with Angle for details on how these fee schedules and other mutually 
agreed upon payment rates are used to determine reimbursement. If you have any 
questions regarding your Provider Agreement, please contact: 
 

Angle 
Attention: Provider Operations 

Phone: (855) 937-1811 
Email: providers@anglehealth.com  

 
Q. Diagnosis Code Specificity 

Angle requires diagnosis code specificity when filing claims. It is important to file all 
applicable diagnosis codes to the highest degree of specificity. Use the following 
specificity rules for filing claims: 

 
• Always report the most specific diagnosis codes. Example: Only use 3-digit ICD-10 

codes when 4-digit codes are not available and 4-digit codes when 5-digit codes are 
not available in a particular category. Though the code sets are different for ICD-10 
codes, the same principles apply. Always report the most specific codes 

• Always include ALL related diagnoses, including chronic conditions you are 
treating the member for 

• Always include an additional code when required to provide a more complete 
picture. 

• Medical records must support ALL diagnosis codes on claims 
• Filing claims with NOS (not otherwise specified) and NEC (not elsewhere 

classified) diagnosis codes is not preferred. Filing claims with NOS and NEC codes 
delays claim processing and may result in Angle requesting medical records. It may 
also result in delayed payment and possible payment reductions 

• Reporting a header code on a claim is considered to be an incomplete code and the 
claim will be returned to the provider as “incomplete” 
 

R. Commercial Risk Adjustment 
Angle is using the Commercial Risk Adjustment (CRA) model that the Affordable Care 
Act (ACA) has adopted to predict healthcare costs based on enrollees in risk-
adjustment-covered plans. The model incorporates organized diagnosis codes also 
known as HCCs (hierarchical condition categories) that correlate or link to 

http://www.cms.hs.gov/fslookup
http://www.noridianmedicare.com/
mailto:providers@anglehealth.com
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corresponding diagnosis categories. It is critical that Angle receives complete and 
accurately coded claims to properly indicate our members’ health status. 
 

S. Adjustment Requests 
All explanation codes listed on the EOB should be reviewed to determine if a claim 
denial was the result of insufficient information or an incomplete claim. Please submit 
all requested documents or a corrected claim promptly to ensure appropriate, timely 
reimbursement. Corrected claims must be identified as such to avoid being identified 
as duplicates. Participating providers who feel their claim was processed incorrectly 
should contact the Provider Operations Center at (855) 937-1811 or 
providers@anglehealth.com for an explanation, or send in an adjustment request with 
a copy of the claim and clinical support, if appropriate, to our Provider Operations 
Department.  

 
After reviewing the request, the Provider Operations Center will advise if an 
adjustment is necessary. If an adjustment is necessary, the request will be sent to the 
Claims Department for reprocessing. 
 

T. Coordination of Benefits 
If a member or eligible dependent is covered by more than one health benefit plan, the 
carriers involved work together to prevent duplicate payments for any services. This 
cooperative effort is called Coordination of Benefits (COB), a provision in most health 
benefit plans. Angle determines primacy by following guidance from the National 
Association of Insurance Commissioners (NAICS). Coordination of benefits is vital in 
keeping the cost of coverage as low as possible. Prior to billing Angle or an affiliated 
Primary Medical Group, participating providers must bill primary insurance carriers, 
including Medicare. The participating provider must include a copy of the other 
insurance carrier’s explanation of benefits with the claim. 

 
Angle will advance participating providers covered benefits at the time of the member’s 
medical need, even if the member’s illness or injury is suspected to be work-related or 
otherwise covered by a third-party payer. If the covered benefits received by the 
member are found to be covered by workers’ compensation or another third-party 
payer, Angle will pursue reimbursement. This requirement is consistent with State and 
Federal laws that prohibit delaying or refusing to provide covered benefits because the 
member may be entitled to other coverage. 

 
If Angle is other than the primary payor, any further compensation to the participating 
provider from Angle or the member will be determined in accordance with the Provider 
Agreement, the applicable Health Benefit Agreement and any applicable Plan written 
policies and procedures for coordinating benefits. Such compensation from Angle as a 
secondary payer, plus the amounts owed by all other sources, including the member, 
shall add up to one hundred percent (100%) of Angle’s rate. 

 

mailto:providers@anglehealth.com
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Notwithstanding the foregoing, in no event shall Plan or the member be required to pay 
more than they would have paid had Angle been the primary payor. participating 
providers will not collect any amount from the member if such amount, when added to 
the amounts collected from the primary and secondary payers, would cause total 
reimbursement to the participating provider for the covered service to exceed the 
amount allowed for the covered service under the Provider Agreement. Further, this 
provision shall not be construed to require participating providers to waive Cost Share 
in contravention of any Medicare rule or regulation, nor shall this provision be 
construed to supersede any other Medicare rule or regulation. Under this section, 
participating providers are permitted to seek payment from other sources by reason of 
the existence of other group coverage in addition to Angle’s Benefit Agreement. 
participating providers may seek payment from the other sources on a basis other than 
Angle rate. 

 
To ensure Angle has the most up-to-date carrier information on file, we will routinely 
send out Coordination of Benefits (COB) Questionnaires to our members when a 
potential primary payer is identified or suspected. Additional details regarding this 
specific topic can be found in Angle’s Coordination of Benefits (COB) policy.  
 

U. Third Party Liability 
Occasionally, a member may be treated for a condition, illness, or injury for which 
another person or entity may be liable or legally responsible for causing. Under the 
Angle Benefit Agreements, Angle pays the treatment costs associated with such 
conditions, illnesses, or injuries, if they are otherwise covered by the Benefit 
Agreement. Angle may have a right under the member’s benefit agreement to seek 
reimbursement for the benefits it pays for this treatment from a third party or third-
party’s insurer. However, neither this right to reimbursement, nor the fact that Angle 
may have been reimbursed in whole or in part for a particular benefit payment, renders 
the medical services non-covered under the member’s agreement. 

 
If a member is injured in an accident, caused by a negligent or intentional act or 
omission of another person, Angle will advance covered benefits at the time of need 
subject to an automatic lien by agreement to reimburse Angle from any recoveries or 
reimbursement the member may receive from the person who caused the injury. 
participating providers may not refuse to provide covered benefits to members who are 
injured by another party. participating providers may not require members to assign 
any recoveries or reimbursements to the participating provider as a condition of 
receiving care. All claims for services rendered in relation to a third-party tort liability 
case should be submitted for processing as described in Angle’s Notice of Claims 
Settlement Practices. The claims will follow normal processing guidelines. Any 
recovery related to third party or worker’s compensation liabilities will be made by 
Angle. 
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Angle must be notified in writing of all potential and confirmed third party tort and 
worker’s compensation liability cases that involve an Angle member. Notification must 
include: 
 
• Member name 
• Member identification number 
• Date of birth 
• Date of injury 
• Identification of third party, if known 
• Provider name and address 
• Date(s) of service 
• ICD-10 code and/or description of injury 
• CPT code and/or description of service(s) rendered 
• Billed charges for service(s) 
• Any amount paid by other coverage (if applicable) 
• Date of denial and reason(s) for any applicable denials from other payers 

 
Send notices of potential third-party liability to: 
 

Angle 
Attn: Third Party Liability 

PO Box 21428 
Eagan, MN 55121 

Email: providers@anglehealth.com  
 
V. Member Costs and Out-of-Pocket Maximum 

Copayments, coinsurance, and deductibles are fees paid by the member to the provider 
for covered benefits. Angle members may only be charged for applicable copayments, 
coinsurance and deductibles indicated on the member’s identification card, through 
Angle’s website, and/or as verified with our Member Operations Department. 

 
A member’s financial responsibility will vary based on the member’s Benefit 
Agreement. A copayment is a flat amount (e.g., $15.00 Copayment for an office visit) 
that remains the same during each benefit period. Coinsurance is a percentage of the 
contracted rate (e.g., 20% Coinsurance for durable medical equipment) that the 
member is responsible for paying after satisfying any applicable deductible. 
Coinsurance cannot be determined until Angle has received and processed a claim; 
therefore, no member should be billed for coinsurance in advance.  

 
Some benefit plans include a deductible. A deductible is the amount the member must 
pay each benefit period for certain Covered Benefits before Angle will start to pay for 
those covered benefits. The amounts the member is required to pay for the covered 
benefits subject to a deductible are based upon Angle’s cost for the covered benefit. 

mailto:providers@anglehealth.com
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Once the member has met the plan year deductible, the member pays the applicable 
copayment and/or coinsurance for covered benefits and Angle pays the balance. 
  
• There is a maximum total amount of copayments, coinsurance and Deductibles 

Members pay each year for covered benefits, excluding supplemental benefits. The 
annual out-of-pocket maximum amount is listed on the health plan benefits and 
coverage matrix and is renewed at the beginning of each benefit period. 
Copayments and deductibles for supplemental benefits do not apply to the annual 
out-of-pocket maximum. If a member pays amounts for covered benefits that equal 
the individual out-of-pocket maximum, no further copayments or deductibles are 
required for that member for covered benefits (excluding supplemental benefits) 
for the remainder of the year. Premium contributions will continue to be required. 

• Once a member in a family satisfies the individual out-of-pocket maximum, the 
remaining enrolled family members must continue to pay applicable copayments 
and Deductibles until either (a) the sum of the copayments and deductibles paid by 
the family reaches the family out-of-pocket maximum or (b) each enrolled family 
member meets his/her individual out-of-pocket maximum, whichever occurs first. 

• When the sum of the copayments and deductibles paid for all enrolled members 
equals the family out-of-pocket maximum, no further copayments or deductibles 
are required from any enrolled member of that family for the remainder of the 
benefit period. 

• Only amounts that are applied to the individual out-of-pocket maximum may be 
applied to the family out-of-pocket maximum. Any amount the member pays for 
covered benefits that would otherwise apply to the individual out-of-pocket 
maximum, but which exceeds the individual out-of-pocket maximum will be 
refunded to the member, and will not apply toward the family out-of-pocket 
maximum. Individual members cannot contribute more than their individual out-
of-pocket maximum amount to the family out-of-pocket maximum. 

• Calculation of out-of-pocket maximums may be different for members enrolled in 
an HSA-compatible benefit plan. 

• The following payments do not apply to the out-of-pocket maximum. Members are 
required to continue to pay the payments listed below even if the annual out-of-
pocket maximum has been reached. 

• Payments for services or supplies that Angle does not cover, e.g., excluded drugs, 
cosmetic surgery, and unauthorized non-emergency services. 

• Copayments for supplemental benefits such as assisted reproductive technologies, 
chiropractic services, and hearing aids. 

 
Angle will notify members when they have reached their annual out-of-pocket 
maximums. The member will receive a confirmation letter to show proof to 
participating providers that no additional out-of-pocket costs are due for the benefit 
period. 
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W. Balance Billing 
Angle members may only be charged for applicable copayments, coinsurance and 
deductibles as indicated on the member’s identification card and/or as verified with 
the Operations Center. Balance billing occurs when a member receives a bill from a 
participating provider for services that are covered by Angle. Under your Provider 
Agreement, and consistent with state law, Angle’s members are not liable to a 
participating provider for any sums owed to the participating provider by Angle. 
Consistent with the Provider Agreement and relevant state law, participating providers 
are prohibited from billing members for services covered by Angle. For example, if 
Angle denies a claim for a covered benefit because the claim was submitted after the 
submission deadline, the participating provider may appeal the denial to Angle, but 
may not bill the member for the services regardless of the outcome of the appeal. 

 
Participating providers may not seek additional payment from Angle members beyond 
those authorized in the Benefit Agreement description. At no time should members be 
balanced billed for appropriately authorized covered benefits. For services that are not 
covered under the Benefit Agreement, the member should be notified in advance that 
the service is not covered, and that the member will be responsible for payment in full 
for that service. participating providers should make best efforts to refer members to 
other participating providers. If a member requires a referral to an out-of-network 
provider, the participating provider should notify the member in advance, including 
additional costs that may be incurred.  

 
Angle’s Operations Center is available to assist participating providers and members 
with balance billing questions. In most cases, members are informed that they are 
receiving a statement from participating providers while billing between the 
participating provider and Angle is in process. Participating providers need to help 
ensure that balance billing is not initiated when Plan payment is expected. For 
assistance with specific member issues and claims status, participating providers may 
contact the Provider Operations Center at (855) 937-1811 or email 
providers@anglehealth.com. We are available to assist you Monday through Friday 
from 8:00 AM to 6:00 PM MST. 

 
Effective January 1, 2022, a new federal law called the No Surprises Act, prohibits 
insurers and providers from balance billing consumers when out-of-network services 
are received from an in-network provider. Angle will follow guidance provided from the 
Department of Health and Human Services regarding this new law. Additional 
information and any applicable changes will be communicated at a later time.  

 
X. Member’s Liability 

The only charges for which the member may be liable, and may be billed by a 
participating provider, are the following items: 
 

mailto:providers@anglehealth.com
https://www.cms.gov/newsroom/press-releases/hhs-announces-rule-protect-consumers-surprise-medical-bills
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1. Services not covered by the member’s Benefit Agreement. However, for health 
services that are not medically necessary or are experimental/investigational, 
refer to Number 3 below. 

2. Copayments, coinsurance, and deductible amounts required by the member’s 
Benefit Agreement, if the Provider Operations Center has been contacted to 
verify the member’s responsibility (i.e., whether the member has satisfied his or 
her respective deductible). 

3. Health services that are not medically necessary, but agreed to by the member 
in advance, in writing, on a member (patient) responsibility agreement 
approved by Angle, which informs the member that the services are likely not to 
be deemed medically necessary or are likely to be non-covered due to being 
experimental or investigational, and which includes an estimate of the cost of 
the services to which the member is agreeing to pay.  

4. Participating providers may not charge a member for upgrades on durable 
medical equipment (DME) or other services generally not covered under the 
member’s Benefit Agreement, unless the member has agreed to cover such 
upgrades in writing, by signing a waiver form approved by Angle.  

5. This member (patient) responsibility agreement must be made in advance and 
with knowledge of Angle’s lack of medical necessity determination. For the 
waiver form to be valid, the enrollee must sign it. 

6. The waiver form should indicate the full amount the participating provider is 
billing for the service/equipment and the amount the member has agreed to as 
his or her responsibility. To avoid processing delays, submit the waiver form 
with the claim. 

7. Members are not liable for any stop loss balances after reaching their benefit 
maximum. 

8. Members who are injured workers are not responsible for payment of any 
compensable medical care and cannot be balanced billed under the terms of the 
Angle Provider Agreement.  
  



 

Page 33 

 

SECTION VII. | OVERPAYMENTS 
 

Angle reviews claims for accuracy and requests refunds if claims are overpaid or paid in error. 
Some common reasons for overpayment include, but are not limited to: 

• Incorrect payee 
• Coordination of benefits 
• Allowance overpayments 
• Late credits 
• Billed in error  
• Duplicate 

• Non-covered services  
• Claims editing 
• Terminated member(s) 
• Total charge overpaid 
• Angle identified overpayment 

(aka “Solicited”) 
 

When refunding Angle on a claim overpayment that Angle has requested, use the 
payment coupon included on the request letter and the following information with your 
check: 

 
• The payment coupon 
• Member ID number 
• Member’s name 
• Claim number 
• Date of service 
• Reason for the refund as indicated in our refund request letter 

 
If you believe an overpayment was identified in error, you should contact Angle in 
writing following the instructions included in the overpayment letter. If you do not 
respond within 45 days or more, your Provider Agreement may allow you either to 
challenge the overpayment assessment or to pay. Angle may process a claim 
recoupment from any claim participating provider submits to Angle, if the Provider 
Agreement allows recoupment.  

 
A.  Participating Provider Identified Overpayments (aka “Voluntary” or 

“Unsolicited”) 
 

If Angle is due a refund because of an overpayment discovered by a provider, refunds 
can be made by sending a refund check with the support documentation noted above, 
also noting the reason for the refund as indicated in the list above of common 
overpayment reasons. A copy of the Refund Notification form can be found on our 
website at www.anglehealth.com.  

  

http://www.anglehealth.com/
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SECTION VIII. | DISPUTE RESOLUTION AND ARBITRATION 
 
The substantive rights and obligations of Angle and participating providers with respect to 
resolving disputes are set forth in the Angle Provider Agreement (the “Provider Agreement''). 
All administrative remedies set forth in the Provider Agreement in this section shall be 
exhausted prior to filing an arbitration demand. Unless provided otherwise in the Provider 
Agreement, the following provisions set forth some of the procedures and processes that must 
be followed during the exercise of the Dispute Resolution and Arbitration Provisions in the 
Provider Agreement. 
 
A. Dispute Resolution Process for Participating Providers  

A participating provider dispute is a participating provider’s written notice to Angle 
challenging or appealing a claim (or a multiple group of substantially similar claims 
that are individually numbered) that has been denied, adjusted, or contested or seeking 
resolution of a contract dispute (or multiple groups of substantially similar contractual 
disputes that are individually numbered); or disputing a request for reimbursement of 
an overpayment of a claim. Each participating provider dispute must contain, at a 
minimum, the following information: provider’s name, identification ID number, 
contact information and: 
 
• If the participating provider dispute pertains to an alleged denial of a claim, 

underpayment of a claim, or a request for reimbursement of an overpayment 
recovery made by Angle on a claim, the following must be provided: 

− A clear identification of the disputed claim; the claim number is 
preferred 

− The date of service 
− A clear explanation of the basis for which the participating provider 

believes the payment amount should be adjusted 
− Requested additional information 
− Request for reimbursement for the overpayment of a claim, contest, 

denial, adjustment, or other action 
• If the participating provider dispute is not about a claim, a clear explanation of the 

issue and the participating provider’s position on such issue 
• If the participating provider dispute involves an enrollee or group of enrollees: 

− Their name(s) and identification ID number(s) 
− A clear explanation of the disputed item, including the date of service 

and the participating provider’s position on the dispute 
− Each enrollee’s written authorization for the participating provider to 

represent said enrollees 
• The participating provider dispute resolution request must be submitted through 

the Provider Portal, by fax, mail, or e-mail to ag@anglehealth.com.  
 

mailto:ag@anglehealth.com
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B. Time Period for Submission of Participating Provider Disputes: 
• Participating provider disputes must be received by Angle: 

− No later than 60 days from Angle’s action that led to the dispute; or 
− In the case of inaction, no later than 60 days after the provider’s time for 

contesting or denying a claim (or most recent claim if there are multiple 
claims) has expired. 

• Participating provider disputes that do not include all required information, as set 
forth above, may be returned to the submitter for completion. An amended 
participating provider dispute, which includes the missing information, shall be 
submitted to Angle within 30 business days of the returned receipt date. 

 
C.     Acknowledgment of Participating Provider Disputes 
 

Angle will acknowledge receipt of all participating provider disputes within 14 calendar 
days of the date of receipt. 

 
D. Inquiries Regarding Participating Provider Disputes.  
 

All inquiries regarding the status of a participating provider dispute or information 
about filing a participating provider dispute must be directed to Angle by phone, fax, or 
e-mail to ag@anglehealth.com.  

 
E. Instructions for Filing Substantially Similar Multiple Participating 

Provider Disputes.  
 

You can use the provider dispute resolution Request form to address substantially 
similar multiple participating provider claims, billing, or contractual disputes. These 
disputes may be filed in batches as a single dispute, if they are submitted in the 
following ways: 

o Sort provider disputes by similar issue 
o Provide cover sheet for each batch 
o Number each cover sheet 
o Provide a cover letter for the entire submission describing each Provider 

dispute, with references to the numbered cover sheets 
 
F. Time Period for Resolution and Written Determination of Participating 

Provider Disputes.  
 

Angle will issue a written determination stating the pertinent facts and explaining the 
reasons for its determination within 30 business days after the date of receipt of the 
participating provider dispute or the amended participating provider dispute and 30 
calendar days for medical necessity appeals where there was a medical necessity 
review prior to discharge of the patient. 

mailto:ag@anglehealth.com


 

Page 36 

 

G. Past Due Payments  
 

If the participating provider dispute or amended participating provider dispute 
involves a claim and is determined, in whole or in part, in favor of the provider, Angle 
will pay any outstanding monies calculated to be due, as well as all interest and 
penalties required by law or regulation, within thirty (30) business days of the issuance 
of the written determination. For more information concerning claims submission 
instructions and claims settlement practices, refer to the Claims Submission section of 
this manual. 

 
Following the provider dispute resolution process, if you continue to disagree with 
Angle’s decision, you may request a meet and confer, and then, if necessary, arbitration, 
pursuant to your Agreement and the below Meet and Confer subsection. 

 
H. Meet and Confer 
 

All participating provider disputes must be submitted to, and processed through, the 
provider dispute resolution process prior to requesting a meet and confer conference. 
The following procedures are applicable to all meet and confer requests submitted to 
Angle on or after the effective date of this manual. 

 
Prior to filing an arbitration demand over one or more disputed issues, the parties shall 
meet and confer to informally resolve the dispute. Unless otherwise agreed to by both 
parties, the meet and confer will be handled based upon the exchange of written 
information related to the disputed issue(s). 
 
The party requesting the meet and confer (Requesting Party) shall provide all 
documentation and materials upon which it bases its position in the meet and confer. 
Any meet and confer request made by the Provider shall, at a minimum, contain the 
following information related to each patient claim that is the subject of the meet and 
confer request:  
 

1) Patient’s name 
2) Patient’s Angle ID number 
3) Applicable date(s) of service 
4) A copy of the written determination that was made by Angle on the dispute 

when it was submitted to the Angle provider dispute resolution process 
5) The provider’s expected reimbursement amount 
6) The manner in which the expected reimbursement amount was calculated by 

the Provider 
7) An explanation as to why the provider disagrees with the claim determination 

made by Angle during the provider dispute resolution process. 
For the types of issues set forth immediately below, the following additional 
information shall be submitted in connection with a meet and confer request: 
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o Medical Necessity 
 The patient’s complete medical records for the date(s) of service in 

dispute. 
 Certain facility agreements provide that medical necessity disputes 

(length of stay, level of care, and/or whether the service is 
investigational/experimental) are to be handled through a binding 
determination to be made by an Independent Review Organization 
(IRO), in lieu of a meet and confer and/or arbitration. If your agreement 
includes this provision, then do not request a meet and confer over a 
medical necessity dispute. 

o Timely Filing 
 If a claim was denied based upon an alleged failure to timely submit a 

claim, written proof, in the form(s) set forth in the section entitled 
“Claims Submission” subsection claim submission filing limit, and 
timely filing acceptable forms of proof that the claim was timely filed. 

o Lack of Authorization 
 If a claim was denied based upon a lack of authorization, written proof of 

authorization. 
o Coding Issues 

 If a claim was partially or completely denied due to missing or incorrect 
revenue, CPT and/or HCPCS codes, Angle allows providers to submit 
corrected claims within the claims submission filing deadline set forth 
in the Agreement with Angle. If an unlisted or newly-created code is 
submitted on a claim, Angle may require medical records or other 
clinical documentation to make a final reimbursement determination. 

o 24 Hour/Midnight Rule 
 If your provider agreement includes the 24-hour or midnight rule and 

there is a dispute over whether a patient’s claim was to be paid at the 
inpatient or outpatient rate, written documentation showing the date 
and time the patient was admitted and discharged from the facility is 
needed. 

 
I. Further Dispute Resolution 

Claims may only be batched upon behalf of one (1) requesting party. 
 

In the case of a facility medical necessity dispute, except for medical necessity disputes 
where the Facility and Angle have agreed to resolve such disputes through the binding 
IRO process, if satisfactory resolution is still not reached through the meet and confer 
process, the facility agrees to arbitrate the dispute, as set forth in the facility’s provider 
agreement. The facility may only commence arbitration after the dispute has been 
submitted to both the provider dispute resolution process and then the meet and confer 
process.  

 
In the case of any other participating provider dispute, if satisfactory resolutions still 
are not reached through the meet and confer process, the participating provider agrees 
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to arbitrate the dispute, as outlined in the provider agreement. The participating 
provider may only commence arbitration after the dispute has been submitted to both 
the provider dispute resolution process and then the meet and confer process. 

 
The provider dispute resolution process and the meet and confer process shall not toll 
the running of the applicable statute of limitations for filing an arbitration demand. 
Therefore, the participating provider is strongly encouraged to engage in the provider 
dispute resolution process and meet and confer process in a timely manner. 

 
J.  Independent Review Organization (IRO) Dispute Resolution Process for 

Facility Medical Necessity Disputes 
 

Certain facilities have a provider agreement with Angle that requires all medical 
necessity disputes (length of stay, level of care, or whether a procedure is 
investigational/experimental) to be resolved through a binding determination to be 
made by an IRO. If your provider agreement with Angle contains this dispute 
resolution provision and the claim involves one where Angle performs the utilization 
management and facility appeal/facility dispute resolution function for the claim in 
dispute, you are still required to first submit the dispute through an appeal made in 
accordance with the provider dispute resolution process described above. If you are not 
satisfied with the outcome of the provider dispute resolution process, do not submit the 
dispute to the meet and confer process, but instead use the IRO process. 

 
Further, if your provider agreement with Angle contains this IRO dispute resolution 
provision, you may not submit medical necessity disputes for those claims to 
arbitration. Instead, for all medical necessity disputes for those claims, the facility shall 
adhere to the process below for a binding, final resolution of the dispute to be made by 
an IRO. If the claim in dispute is not one where Angle performs the utilization 
management and facility appeal/facility dispute resolution functions, then this IRO 
process does not apply. 

 
1. For each disputed medical necessity claim where Angle performs the utilization 

management and facility appeal/facility dispute resolution function for the 
claim in dispute, the facility shall complete and submit to Angle a facility 
binding Independent Review Organization (IRO) request form. The form must 
be completed in its entirety. Copies of the form can be found in the Angle 
Provider portal 

2. The completed form shall be mailed to: PO Box 21428, Eagan, MN 55121 
3. A separate form must be completed and submitted for each disputed medical 

necessity claim 
4. The facility may select one IRO to be used from a list of two or more IROs that 

Angle will identify on the IRO Request form 
5. All submissions made pursuant to this section shall be made within the 

timeframe set forth in your provider agreement with Angle. If no timeframe is 
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set forth in your provider agreement with Angle, then the submission of a 
medical necessity dispute to the IRO process shall be made no later than 180 
days following an adverse determination made by Angle in the provider dispute 
resolution process 

6. Once an IRO Request is submitted and Angle receives the request, Angle will 
review the request, along with all medical records previously submitted by the 
Facility, and determine if it qualifies for an independent External Review 

7. If the request is eligible for review, an IRO will be assigned to your review and 
written notice of this assignment will be sent to you 

8. When the designated IRO makes its determination, copies of the written 
determination will be transmitted to both Angle and the facility 

9. If the IRO rules either in whole, or in part, in favor of the facility, Angle will 
directly adjust and pay the claim through its claims system in accordance with 
the determination made by the IRO 

10. Unless your agreement with Angle provides otherwise, the cost of the IRO shall 
be the responsibility of Angle 

 
K.  Dispute Resolution – Arbitration 

 
The substantive rights and obligations of Angle and participating providers with 
respect to resolving disputes are set forth in the Angle provider agreement (the 
“Provider Agreement''). All administrative remedies set forth above shall be exhausted 
prior to filing an arbitration demand. Unless provided otherwise in the provider 
agreement, the following provisions set forth some of the procedures and processes 
that must be followed during the exercise of the dispute resolution and arbitration 
provisions in the provider agreement. 

 
1. Attorney’s Fees and Costs 

The shared fees and costs of the non-binding mediation and arbitration (e.g., fee 
of the mediator, fee of the independent arbitrator, etc.) will be shared equally 
between the parties. Each party shall be responsible for the payment of that 
party’s specific fees and costs (e.g., the party’s own attorney’s fees, the fees of 
the party selected arbitrator, etc.) and any costs associated with conducting the 
non-binding mediation or arbitration that the party chooses to incur (e.g., expert 
witness fees, depositions, etc.). Notwithstanding this provision, the arbitrator 
may issue an order in accordance with Federal Rule of Civil Procedure Rule 11. 

2. Location of the Arbitration  
The arbitration hearing will be held in the city and state in which the Angle 
office, identified in the address block on the signature page to the provider 
agreement, is located except that if there is no address block on the signature 
page, then the arbitration hearing will be held in the city and state in which the 
Angle plan has its principal place of business. Notwithstanding the foregoing, 
both parties can agree in writing to hold the arbitration hearing in some other 
location. 
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3. Selection and Replacement of Arbitrator(s) 

For disputes equal to or greater than (exclusive of interests, costs, or attorney’s 
fees) the dollar thresholds set forth in the dispute resolution and arbitration article 
of the provider agreement the panel shall be selected in the following manner. The 
arbitration panel shall consist of one (1) arbitrator selected by the participating 
provider, one (1) arbitrator selected by Angle, and one (1) independent arbitrator to 
be selected and agreed upon by the first two (2) arbitrators. If the arbitrators 
selected by the participating provider and Angle cannot agree in thirty (30) 
calendar days on who will serve as the independent arbitrator, then the arbitration 
administrator identified in the dispute resolution and arbitration of the agreement 
shall appoint the independent arbitrator. If any arbitrator withdraws from or is 
unable to continue with the arbitration for any reason, a replacement arbitrator 
shall be selected in the same manner in which the arbitrator who is being replaced 
was selected. 
 

4. Discovery 
The parties recognize that litigation in state and federal courts is costly and 
burdensome. One of the parties’ goals in providing for disputes to be arbitrated 
instead of litigated is to reduce the costs and burdens associated with resolving 
disputes. Accordingly, the parties expressly agree that discovery shall be conducted 
with strict adherence to the rules and procedures established by the mediation or 
arbitration administrator identified in the dispute resolution and arbitration article 
of the agreement, except that the parties will be entitled to serve requests for 
production of documents and data, which shall be governed by Federal Rules of 
Civil Procedure 26 and 34. 
 

5. Decision of Arbitrator(s) 
The decision of the arbitrator, if a single arbitrator is used, or the majority decision 
of the arbitrators, if a panel is used, shall be binding. The arbitrator(s) may construe 
or interpret, but shall not vary or ignore, the provisions of the provider agreement 
and shall be bound by and follow controlling law including, but not limited to, any 
applicable statute of limitations, which shall not be tolled or modified by the 
agreement. If there is a dispute regarding the applicability or enforcement of the 
class waiver provisions found in the dispute resolution and arbitration article of the 
agreement, that dispute shall only be decided by a court of competent jurisdiction 
and shall not be decided by the arbitrator(s). Either party may request a reasoned 
award or decision and if either party makes such a request, the arbitrator(s) shall 
issue a reasoned award or decision setting forth the factual and legal basis for the 
decision. 

 
The arbitrator(s) may consider and decide the merits of the dispute or any issue in 
the dispute on a motion for summary disposition. In ruling on a motion for 
summary disposition, the arbitrator(s) shall apply the standards applicable to 
motions for summary judgment under Federal Rule of Civil Procedure 56. 
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Judgment upon the award rendered by the arbitrator(s) may be confirmed and 
enforced in any court of competent jurisdiction. Without limiting the foregoing, the 
parties hereby consent to the jurisdiction of the courts in the state(s) in which 
Angle is located and of the United States District Courts sitting in the state(s) in 
which Angle is located for confirmation and injunctive, specific enforcement, or 
other relief in furtherance of the arbitration proceedings or to enforce judgment of 
the award in such arbitration proceeding. 

 
A decision that has been appealed shall not be enforceable while the appeal is 
pending. 
 

6. Confidentiality 
Subject to any disclosures that may be required or requested under state or federal 
law, all statements made, materials generated or exchanged, and conduct occurring 
during the arbitration process including, but not limited to, materials produced 
during discovery, arbitration statements filed with the arbitrator(s), and the 
decision of the arbitrator(s), are confidential and shall not be disclosed in any 
manner to any person who is not a director, officer, or employee of a party or an 
arbitrator or used for any purpose outside the arbitration. If either party files an 
action in federal or state court arising from or relating to a mediation or arbitration, 
all documents must be filed under seal to ensure that confidentiality is maintained. 
Nothing in this provision, however, shall preclude Angle or affiliates from 
disclosing any such details regarding the arbitration to its accountants, auditors, 
brokers, insurers, reinsurers or retrocessionaires. 
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SECTION IX. | CLINICAL APPEALS 
Clinical appeals refer to a situation in which an authorization or claim for a service was denied 
as not medically necessary or experimental/investigational. Medical necessity appeals/prior 
authorization appeals are different from Claim payment disputes and should be submitted in 
accordance with the Clinical Appeal process. 
 
For questions regarding non-clinical decisions, please refer to the Dispute Process for 
participating providers section of this Manual. Examples of non-clinical items that fall under 
the Dispute Resolution Process for participating providers section of this Manual include: 
 

● Contractual payment issues 
● Disagreements over reduced or zero-paid claims 
● Claim code editing issues 
● Duplicate Claim issues 
● Retro-eligibility issues 
● Claim data issues 
● Timely filing issues 

 
A. Clinical Appeals 
 

Clinical Appeals can be used if Providers disagree with clinical decisions. Clinical 
Appeals are requests to change decisions based on whether services or supplies are 
Medically Necessary or experimental/ investigative. Utilization Management (UM) 
program Clinical Appeals involve certification decisions, Claims, or predetermination 
decisions evaluated on these bases. Clinical Appeals can be made verbally, in writing, or 
by using the Angle Provider Portal Clinical Appeals Reviewer for appeals regarding 
prior authorization adverse decisions. 
 
Angle members may designate a representative to exercise their complaint (grievance) 
and appeal rights. When a Provider is acting on behalf of a member as the designated 
representative, the complaint or appeal may be directed to Clinical Operations, using 
the phone number on the back of the member ID card. These types of issues are 
reviewed according to Angle’s Appeal and Grievance procedures, for each applicable 
state. Clinical Operations will help Providers determine what action must be taken and 
if a Designation of Representative (“DOR”) form is needed. 

 
B. Guidelines and Timeframes for Submitting Clinical Appeals 
 

• Providers have one hundred eighty (180) calendar days to file a clinical appeal from 
the date they receive notice of Angle's initial decision, unless otherwise specified in 
the member’s Certificate of Coverage (COC). 
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• All standard post-service clinical appeals will be resolved within a reasonable 
period of time appropriate to the medical circumstances, but not later than thirty 
(30) calendar days from the date Angle received the appeal request. 

• For clinical appeals, there are two (2) types of review: standard and expedited. 
− Standard Appeal: A standard appeal is available after Angle’s initial 

determination 
− Expedited Appeal: Angle offers an expedited appeal for decisions that 

meet the following expedited criteria: 
• The physician believes that the standard appeal time frames could seriously 

jeopardize a member’s life or health, could subject a member to severe pain that 
cannot be adequately managed or disability. 

• Both standard and expedited appeals are reviewed by a person who did not make 
the initial determination. Unless the member, on his or her own behalf, or another 
participating provider has already filed an expedited appeal on the service at issue 
in the appeal, a participating provider that requests an expedited appeal will be 
deemed to be the member’s designated representative for the limited purpose of 
filing the expedited appeal. As a result, the expedited appeal will be handled 
pursuant to the Angle Member Appeal Procedures exclusively. 

 
• UM decisions are communicated in writing to the participating provider and 

member. These letters provide details on appeal rights and the address to use when 
sending additional information. 

 
• Appeals should be submitted to Angle, along with a copy of Angle’s response to the 

original complaint. Send the appeal request to: 
 

Angle 
Attn: Appeals & Grievances 

PO Box 21428 
Eagan, MN 55121 

ag@anglehealth.com  
  
  

mailto:ag@anglehealth.com
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SECTION X. | MEMBER APPEALS & GRIEVANCES (A&G) PROCESS  
 
A. Introduction 

The Angle member appeals and grievance process offers members, their authorized 
representatives, and Providers acting on behalf of members the right to request a 
formal appeal evaluation of any denial issued by Angle. Angle must comply with 
current federal and state regulations that apply to processing member appeals and 
grievances. Angle must ensure that internal review processes are fair and impartial. 

 
Angle’s Appeals and Grievances (A&G) Department administers the formal appeals 
and grievance process. A&G is responsible for ensuring a consistent procedure for 
documenting, investigating, resolving, and responding to member issues in a timely and 
accurate manner. The Angle’s Behavioral Health (BH) A&G Department is responsible 
for addressing member appeals and grievances related to behavioral health care 
services and treatment. The term “A&G” used throughout this section refers to both 
Medical A&G and BH A&G, unless otherwise specified. 

 
Angle’s plans require members to file an appeal or grievance before the deadline 
specified in their Certificate of Coverage (COC) or Schedule of Benefits (SOB) 
following the date they received a denial notice or the date of an incident or dispute. 
A&G will follow the timeframe limit that is specified in the member’s COC or SOB. If 
the date of the last denial notice or the date of the incident or dispute cannot be 
determined, A&G will proceed with the appeal or grievance review as filed. If a party 
responds with a written explanation showing good cause for missing the required 
timeframe, A&G will consider the circumstances that kept the member from making 
the request on time and whether organizational actions might have misled the member. 
Exceptions are made for good cause. 

 
The member grievance forms are found on our Provider Portal. It is important to 
implement processes to provide grievance forms and a description of Angle’s grievance 
procedures to Angle members promptly upon request. 

 
Your agreement with Angle requires you to comply with all applicable laws and 
regulations which includes an obligation to cooperate with Angle’s administration of 
its grievance program. 

 
Additional information can be accessed on the process of submitting member 
grievances and appeals, grievance forms, definitions, and appeal rights, on Angle’s 
website at www.anglehealth.com.  

 
B. Member Representation 
 

The appeal process provides for a member, member’s authorized representative, and 
provider rendering care, acting on behalf of a member, to submit a verbal or written 

http://www.anglehealth.com/
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appeal to Angle. Members may choose anyone they wish to represent them, at any level 
of the appeal process, including an attorney. 

 
A signed designation of representative form (DOR) is not required when the member’s 
practitioner, acting on behalf of the member, submits a pre-service or concurrent 
appeal. If a member is a minor, or is incompetent or incapacitated, then the parent, 
guardian, conservator, relative or other designee of the member, with supporting legal 
documentation, such as guardianship papers, health care power of attorney, or other 
appropriate documents, may submit the appeal. 

 
For the purposes of this section, the term “member” will refer to the member, 
designated representative or health care provider acting on behalf of the member. A&G 
follows HIPAA and state law privacy standards to ensure member, medical record, and 
data confidentiality. 

 
C. Right to Submit Additional Information During Appeals Process 
 

Members have the right to submit written comments, documents and other 
information related to the appeal request. This information will be accepted and 
considered during the appeal review even when such information was available and 
considered during the initial review. A&G will conduct a review of the appeal that does 
not give deference to the initial denial. A&G will fully investigate the content of the 
appeal, including all aspects of clinical care involved, and document its findings. 

 
Formal appeal and grievance policies and procedures are available to the member, the 
health care provider or health care facility rendering care, upon request. 

 
D. Members with Linguistic and Cultural Needs, Limited English 

Proficiency, and Other Communicative Impairments or Disabilities 
 

Angle’s appeals and grievances process is designed to serve the linguistic and cultural 
needs of its member population, as well as the needs of members with disabilities. A&G 
shall ensure that all members have access to, and can fully participate in, the grievance 
system by providing assistance for those who speak a language other than English, have 
limited English proficiency, or have a hearing impairment or other communicative 
impairment. Such assistance includes translation of grievance procedures, forms, and 
plan responses to grievances, as well as access to interpreters, telephone relay systems 
and other devices that aid disabled individuals to communicate. A&G associates are 
trained to ensure that members, who submit oral or written grievances and appeals in a 
language other than English, are sent responses in the same language as the member 
submitted. 
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E.  Grievances 
Angle’s Operations Center Representatives try to answer any questions and/or resolve 
complaints during the member’s telephone call. Angle encourages all members to first 
discuss questions and concerns with their PCP or other participating providers 
involved in their care. If the Operations Center and the Provider cannot resolve the 
concern, the matter is forwarded to Angle’s Appeal and Grievance Department. 

  
Angle understands that there are two sides to every issue, so it is very important for 
participating providers to respond to inquiries about member grievances. Angle uses 
responses from Providers to identify opportunities to educate members regarding 
realistic expectations of access, office wait times, appropriate patient–physician and 
patient–office staff interaction, etc. The responses also highlight opportunities for 
Angle to work more closely with participating providers on interactions that are 
perceived to be problematic by Angle member(s) and to work together to improve 
processes. 

  
All clinical Grievances (those that require a clinical body of knowledge to render a 
decision) will be reviewed by a physician or other appropriately licensed professional. 
After a decision is rendered, clinical Grievances and the responses to those Grievances 
will be blinded and forwarded to Angle’s Credentialing Committee, which will review 
Grievances for appropriateness of the resolution and to identify any trends. If the 
Credentialing Committee determines that additional follow-up is needed, the 
participating provider will be notified. If the Team determines member care was 
impacted, the case is also reviewed during the re-credentialing process. 

  
Angle views every grievance as a chance to improve the experience members have with 
participating providers and vice versa. Angle asks that each participating provider who 
receives a request from Angle to respond to a member grievance takes the time to 
document a full response. Each member grievance is an opportunity to educate, dispel 
myths, or raise awareness. 

  
 
F. Initial Determination Process and Denial Notification Procedures  
 

The initial decision to approve or deny requests for prospective, concurrent, or 
retrospective health care services is made by Angle (for certain types of health care 
services) for members enrolled in PPO plans. If Angle denies a requested health care 
service or claim, members and their providers are sent written notification of the 
denial and a description of appeal rights. 

 
G. Process for Submitting Member Appeals and Grievance to Angle 
 

Members may request an appeal and/or grievance regarding any denial of 
authorization resulting from a request for a prospective, concurrent, or retrospective 
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review of health care service. Member appeals and grievances may be submitted in 
writing or verbally. Members and their representatives also have the option of 
submitting appeals and grievances online to Angle via the Internet. The grievance 
website is accessed at www.anglehealth.com. Grievance forms are posted in both 
Spanish and English on the website. The completed grievance form is then routed to 
the A&G Department for review and resolution. The member may also print the form, 
complete it, and send it to Angle at the address below. 

 
Appeals and grievances received verbally by the Operations Center are documented 
and routed to the A&G unit for investigation and resolution. Appeals and grievances 
received verbally by the Utilization Management (UM) Department are documented in 
a clinical documentation system and routed to A&G. 

 
The member or member’s representative should document the circumstances 
surrounding the grievance or appeal and submit this information along with any 
available medical documents, including medical records or claims to Angle. Members 
may refer to their Certificate of Coverage (COC) or contact Angle’s Operations Center 
for further information on the A&G process. Members may submit a grievance and/or 
appeal in writing, email, or by facsimile to A&G at the following address: 

 
Angle 

Attn: Appeals Department 
PO Box 21428 

Eagan, MN 55121 
Email: ag@anglehealth.com 

Fax: (855) 938-4540 
 
H. Acknowledgement and Investigation of Appeals 
 

Standard  appeals and grievances are acknowledged in writing within fifteen (15) 
calendar days of the health plan receipt date. The acknowledgement letter contains the 
following information: 

 
a. The date the grievance was received by the health plan 
b. A general explanation of the grievance process and timeframe 
c. The name, address and phone number of the health plan representative who 

may be contacted about the grievance 
d. A statement that the member may submit additional written comments, 

documents, or other information in support of the grievance 
e. Angle will obtain the necessary medical information used in the initial denial, as 

well as additional medical information from the participating provider, as 
appropriate. When a request for information is sent, the Provider is required to 
respond within five (5) calendar days of the request, or sooner depending on the 
clinical urgency of the case. 

http://www.anglehealth.com/
mailto:ag@anglehealth.com


 

Page 48 

 

Members have a right to review their appeal file, present evidence during the appeals 
process and continue to receive coverage pending the outcome. 

 
The appropriate administrative and/or clinical specialists will review the case, 
including any additional supporting information received. The individual(s) reviewing 
the appeal will not have participated in the original decision, and will not be a 
subordinate of the individual who made the original decision. 

 
After Angle has completed its review, a written statement of its resolution is sent to the 
member and participating provider within 30 calendar days of receiving the 
grievance/appeal. Appeal denial letters will provide the rationale and criteria used in 
the decision and additional dispute resolution rights as stated in the member’s EOC, 
including the right to request an independent medical review (IMR), as applicable. 

 
Members have a right to request a copy of the criteria used in the decision, as well as 
copies of relevant documents and records relied on in the appeal review. There is no 
charge to the member for this information. Members may request this information by 
calling A&G at (855) 937-1811 for the speech and hearing impaired. A written request 
for information should be mailed, emailed, or sent by facsimile to our Appeals & 
Grievances Department. 

 
Expedited Appeals 

 
Members or their representatives have the right to request an expedited appeal. 
Expedited appeals are cases involving an imminent and serious threat to the health of 
the member including, but not limited to, severe pain, potential loss of life, limb, or 
major bodily function. An expedited appeal review will automatically apply to inpatient 
admissions and continued stays, including health care services for members who 
remain inpatient in a Facility after receiving emergency care. 

 
When an appeal is expedited, all necessary medical information is gathered to make a 
determination. As needed, the Provider will be asked to submit medical records to 
Angle within 24 hours of the request. Expedited appeals must be resolved within 72 
hours of the Angle receipt date and hour. The member is notified verbally and the 
Provider is notified verbally of the decision within 72 hours of Angle’s receipt. Verbal 
notification is followed by written notification within three (3) calendar days of 
receipt. 

 
The written notice will include the decision, rationale, applicable review criteria used 
in the decision and, if denied, a description of further dispute resolution options, which 
may include the right to request an IMR. 

 
If the appeal request does not meet the criteria for an expedited review, the member 
and participating provider are notified in writing within 72 hours of the request. The 
letter provides the reason for not expediting the appeal and explains the standard 
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appeal process, including the 30-calendar day resolution timeframe. The medical 
record should be submitted for the appeal. 

 
See Clinical Appeals for additional information on member appeals involving medical 
necessity or experimental/investigational issues.  

 
J. Independent Review Organization (IRO) 

 
If care that is requested for a member is denied, delayed, or modified by Angle the 
member may be eligible for an Independent Review Organization (IRO). If the case is 
eligible for IMR, information about the case will be submitted to an independent “like” 
medical specialist not affiliated with Angle, who will review the information provided 
and make an independent determination. If the IRO specialist determines the service 
should be approved, Angle will provide coverage for the health care service. 

 
The IRO process is in addition to any other procedures or remedies that may be 
available to the member. A decision not to participate in the IRO process may cause the 
member to forfeit any statutory right to pursue legal action against Angle regarding the 
care that was requested. Members pay no application or processing fees of any kind for 
IRO. Members have the right to provide information in support of the request for IMR. 
For cases that are not urgent, the IMR organization designated by the applicable 
regulating body will provide its determination within 45 calendar days of receipt of the 
application and supporting documents. The IRO will provide notice of its decision to 
you, to Angle and to the Utah Insurance Department within 72 hours after the date of 
receipt of the expedited independent External Review request. If notice of the IRO’s 
decision is not in writing, the IRO will provide written confirmation of its decision 
within 48 hours of notice of its decision. 

 
If a service is denied because it is deemed to be an investigational or experimental 
therapy, the member may be entitled to request an IRO of this decision. All of the 
following conditions must be true: 
 
1. The member must have a life-threatening or seriously debilitating condition. 

“Seriously debilitating” means diseases or conditions that cause major 
irreversible morbidity. “Life-threatening” means either or both of the following: 
a. Disease or conditions where the likelihood of death is high unless the 

course of the disease is interrupted 
b. Disease or conditions with potentially fatal outcomes, where the end 

point of clinical intervention is survival 
 

2. The physician must certify that the member has a condition, as described in 
paragraph 1 above, for which standard therapies have not been effective, or for 
which standard therapies would not be medically appropriate, or for which 
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there is no more beneficial standard therapy covered by Angle than the 
proposed therapy. 

 
3. Either (a) the Participating Physician has recommended a drug, device, 

procedure, or other therapy that he/she certifies in writing is likely to be more 
beneficial to the member than any available standard therapies, or (b) the 
member or a specialist physician (board eligible or certified) has requested a 
therapy that, based on documentation from the medical and scientific evidence, 
is likely to be more beneficial than any available standard therapy. 

 
4. The member has been denied coverage by Angle for a drug, device, procedure, or 

other therapy recommended or requested as described in paragraph 3 above. 
 

5. The specific drug, device, procedure, or other therapy recommended would be a 
covered service, except for Angle’s determination that the therapy is 
experimental or investigational. 

 
The member would request an IRO directly from the state regulatory body. An 
expedited review can be requested, if the physician determines that the proposed 
therapy would be significantly less effective if not promptly initiated. In such cases, the 
analyses, and recommendations of the experts on the panel will be rendered within five 
(5) calendar days of the request for IRO. 
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SECTION XI. | PARTICIPATING PROVIDER RESPONSIBILITIES 
A. General Responsibilities  

Angle relies on its Providers to render high-quality health care service and care in the 
following manner: 
 
• Provide services only as medically necessary in accordance with generally accepted 

medical, surgical, and scientific practices and community standards. 
• Provide and coordinate continuity of care in the member’s best interest. 
• Maintain quality standards for all health care services. 
• Ensure that office sites where care is provided is physically accessible to patients 

with disabilities, has adequate parking, restroom facilities, seating, and a well-lit 
waiting area. 

• Ensure that office sites where care is provided are maintained, are always clean and 
orderly. 

• Provide clinical support without delaying care as needed pending prior 
authorization and appeal requests.  

• Maintain open physician-patient communication regarding appropriate treatment 
alternatives or when recommending any procedure which participating provider 
deems medically appropriate. The physician communication does not guarantee 
coverage, as an authorization of said treatment may be required. 

• Effectively communicate with members regarding their health care needs. 
• Encourage Members to be active in decisions about their own treatment. 
• Be accessible to Angle members, including emergency access via telephone per the 

section, Timely Access to Care standards above. 
• Assist members who may be dissatisfied with their health care and/or the delivery 

of care to report their grievances to Angle and to make Grievance Forms available 
to members upon request. Refer to Member Grievances and Appeals. 

• Maintain licensures and other applicable credentials as required by law and Angle’s 
policy. 

• Fully comply with all applicable laws and regulations governing the provision of 
services. 

• Verify each member’s eligibility prior to rendering services unless it is an 
emergency. Refer to: Member Enrollment and Eligibility. 

• Cooperate with Angle’s Medical Director or designee in the review and supervision 
of the quality of care administered to Angle’s members. 

• Respond within the designed amount of time to all requests for information related 
to potential quality of care issues and/or peer reviews. 

• Maintain and preserve all records and the confidentiality of all records, including 
but not limited to medical and billing records, as required by law and medical 
standards. 

• Provide medical histories, financial, administrative, and other records of members 
as requested by Angle or its designee. 
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• Maintain the confidentiality of member information and records, and comply with 
relevant state law and with Angle’s Notice of Privacy Practices and associated 
Health Insurance Portability and Accountability Act (HIPAA) standards. 

• Treat all members with respect and not differentiate or discriminate based on 
factors including, but not limited to, race, religion, color, national origin, gender, 
age, disability, marital status, sexual orientation, or source of payment. 

• Actively participate in Angle’s quality and utilization management initiatives. 
• Notify Angle within five (5) days of any change in practice, including but not limited 

to a change of group affiliation, name, address, telephone number, type of practice, 
willingness to accept new members, and/or languages spoken. 

• Respond within thirty (30) Business days to Angle’s annual or bi- annual request 
for affirmative updates, or risk deletion from the Provider Directory. 

 
B. Health Plan: Additional Provider Responsibilities 

Participating providers in the Angle Plans also agree they will: 

• Admit or arrange for the admittance of members only to participating hospitals, 
unless admission to a nonparticipating hospital is either authorized in advance by 
Angle for good cause or in case of emergency. See Referrals to Nonparticipating 
Providers below. 

• Refer members to participating outpatient surgical centers (outpatient surgical 
centers, also known as ambulatory surgical centers, are independent medical 
facilities [not hospitals] where surgical procedures that do not require more than a 
12-hour stay are performed) and other participating health care Providers in all 
circumstances, except when authorization to refer a member to a nonparticipating 
surgical center or health care Provider has been granted in advance by Angle, or 
when necessary due to an emergency. 

• Use their best efforts to prescribe generic drugs, as appropriate, and drugs 
contained in the Angle Outpatient Prescription Drug Formulary to members. See 
the Pharmacy Program and Guidelines section of this Manual for further 
information. 

 
C. Role of the Primary Care Physician (PCP) 

Primary Care Physicians (PCP) are responsible for providing certain basic health care 
services to Angle’s Health Plan members. The PCP has primary responsibility for 
coordinating the member’s overall health care, which may include care planning during 
the member’s transition of care from one care setting to the next, as well as ensuring 
the appropriate use of pharmaceutical medications. Angle recommends all plan 
members choose a PCP or clinic.  

 
The PCP provides primary care, including preventive health care, treatment for acute 
illnesses, minor accidents, and follow-up care for ongoing medical conditions. In 
addition, the PCP manages all of the health care provided to the member, such as 
initiating referrals for specialty care and coordinating follow up after inpatient 
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discharge to assure continuity of care. The PCP’s responsibilities include the following 
services: 
 
• Provide member’s primary health care services. 
• Members are encouraged to contact their PCP prior to seeking care in all cases 

except emergencies. 
• Members should be referred to the nearest emergency department for Emergency 

Services and to the nearest contracted Urgent Care facility for Urgent Care 
Services that cannot be addressed in the PCP’s office. PCPs are not responsible for 
identifying a contracted Urgent Care facility when a member is outside Angle’s 
Service Area). 

• Refer members to a participating specialist when specialized care is indicated. 
(Women enrolled in Angle’s Health Plan may self-refer directly to an OB/GYN 
affiliated with the member’s Plan Medical Group (PMG) for obstetric and 
gynecologic services). 

• Request Authorization for referrals, services, procedures, and medications when 
required by Angle. 

• Review and incorporate the specialist’s documentation into the member’s primary 
medical record. 

• Use contracted network laboratories and radiology services. 
• Notify members of test results and document the notification in the medical record. 
 

D. On-Call Physicians Coverage 
In the event of the PCP’s absence, the Provider shall make coverage arrangements with 
another physician (preferably one who is also contracted with Angle’s Health Plan). A 
PCP contracted directly with Angle Plan shall notify Angle in advance, or as soon as is 
reasonably possible, of the use of a non-participating physician in a coverage 
arrangement. 

 
It is the responsibility of the PCP to ensure that the covering physician will comply 
with Angle’s peer review procedures and accept the fee from Angle Plan as payment in 
full for services delivered to the member (except applicable Copayments). Capitated 
Providers must make arrangements directly with the covering physician for payment 
of all Covered Benefits provided to Angle plan members. Covering physicians must not 
bill Angle plan members for covered benefits. 
 

E. Role of the Specialty and Ancillary Provider 
Collaboration between the PCP and specialty or ancillary providers is crucial to 
achieve continuity of care. When a member requires or requests specific services, 
treatment, or referral for specialty or ancillary services, the PCP is responsible for 
reviewing the request for medical necessity and referring the member to the 
appropriate participating provider defined by Angle. 
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The specialty provider may provide treatment authorized by the referral, which may 
include ordering appropriate lab tests, imaging services, or therapies. Services must be 
performed at a contracted facility with appropriate authorization, if required. The 
specialist is responsible for contacting Angle for necessary authorizations. The 
specialist is responsible for documentation of the services provided, including results 
of any diagnostic studies or procedures and recommendations for treatment or follow-
up. The specialist is also responsible for sharing records with the member’s PCP. 
 

F. Health Plan: Contract Terminations  
1. Primary Care Physician (PCP) 

Termination notice is pursuant to the termination provision in the Provider 
Agreement. Terminations will be processed for the last day of the month. PCPs 
contracted directly with Angle should send written notifications to the Angle’s 
Operations Center via fax at (855) 938-4540 or email 
providers@anglehealth.com.  
 

2. Specialty and Ancillary Provider 
Termination notice is pursuant to the termination provision in the Provider 
Agreement. Members with open authorizations will receive instructions for 
continuity of care. Specialty and Ancillary Providers contracted directly with 
Angle should send written notifications to the Angle’s Provider Operations 
Center via fax at (855) 938-4540 or email providers@anglehealth.com.  

 
3. Plan Medical Group (PMG) Practice Termination of Participating Provider 

Termination notice is pursuant to the termination provision in the Provider 
Agreement. PMG contracted directly with Angle should send written 
notifications to the Angle’s Operations Center via fax at (855) 938-4540 or 
email providers@anglehealth.com.  

 
4. Hospital 

It is not necessary for termination dates of Hospitals to be strictly at the end of 
the month; they are pursuant to the termination provision in the Provider 
Agreement. Hospitals contracted directly with Angle should send written 
notifications to the Angle’s Operations Center via fax at (855) 938-4540 or 
email providers@anglehealth.com.  

 
G.  Disabled Member Services 

The Americans with Disabilities Act (ADA) requires public accommodations, 
including the professional office of a healthcare provider, to provide goods and services 
to people with disabilities on an equal basis as people without disabilities. For inquiries 
or assistance, please contact Angle’s Operations Center at (855) 937-1811. 
 

mailto:providers@anglehealth.com
mailto:providers@anglehealth.com
mailto:providers@anglehealth.com
mailto:providers@anglehealth.com


 

Page 55 

 

H.  Emergency Services 
An emergency medical condition is a medical condition, manifesting itself by acute 
symptoms of sufficient severity, including severe pain that a reasonable layperson 
could reasonably expect the absence of immediate attention to result in: 
 
• Placing the member’s health in serious jeopardy 
• Serious impairment to bodily functions 
• Serious dysfunction of any bodily organ or part 

 
Emergency Services are those covered benefits, including emergency services and care 
provided inside or outside the service area that are medically required on an immediate 
basis for treatment of an emergency medical condition. 

 
The review of emergency service claims for a potential retrospective denial must take into 
consideration the presenting and discharge diagnosis. Retrospective denial of services for 
what appears to be the reasonable layperson to be an emergency is prohibited. 
 

I. Provider Responsibilities for Accurate Provider Directory and 
Demographic Data 

 
1. Online Provider Directories and Demographic Data Integrity 
Participating providers can confirm their network participation status by using the 
browse our network tool. You can search by a specific provider name, or view a list of 
local in-network providers and facilities using search features such as provider 
specialty, zip code, and plan type. 

 
Providers and Facilities who have questions on their participation status are 
encouraged to contact the Operations Center at providers@anglehealth.com, or by 
phone at 855-937-1811. 

 
If you are directing a member to another provider, please verify that the provider is 
participating in the member’s specific network by accessing Angle’s online provider 
directory at www.anglehealth.com.  

 
2. Participating Provider Updates 
Angle must be notified in writing within fifteen (15) business days when any of the 
following changes occur: 
• There is a new or additional office location 
• There is a new, modified billing or mailing address (updated W-9 also required) 
• There are new or modified office email addresses 
• A participating provider leaves (terminates) or joins a clinic or medical group, 

including employment by a federally qualified health (FQHC) center or primary 
care clinic 

• Participating provider specialty or board certification status changes 

mailto:providers@anglehealth.com
http://www.anglehealth.com/
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• Changes in non-English languages spoken by provider or in-office staff 
• Federal Tax Identification Number (TIN) change (see requirements below) 
• Change in participating provider’s panel status 
• Change in Practice Name or ownership 

 
Notice of the change and the applicable effective date shall be submitted to Angle via 
email to providers@anglehealth.com, or updated via the Angle Provider portal. 

 
3. Tax Identification Number (TIN) Changes 

 
TIN changes shall be submitted in writing including an updated IRS Form W-9. 
Federal guidelines require Angle to have this form before any payments can be made 
using the new TIN. In some instances, a new agreement or addendum between Angle 
and the participating provider may be required. 

 
4. Health Plan Provider’s Panel Status 

 
The PCP for an Angle Plan may close his or her panel to new members with notice 
provided within five (5) Business days. Notice should be sent to the Angle’s Provider 
Operations Center, if the provider is part of the Independent Network. The closed 
panel will be noted in the next printing of the Provider Directory and the next 
scheduled update of the on-line directory. The PCP shall notify Angle in writing within 
fifteen (15) Business days when he/she elects to reopen the panel to new members. If a 
participating provider is contacted by an enrollee or potential enrollee seeking to 
become a new patient and Angle’s participating provider is not accepting new patients, 
participating provider or his/her staff member shall direct the enrollee or potential 
enrollee, to both Angle for additional assistance in finding a provider with an open 
panel. 

 
5.Provider’s Response to Directory Verification Inquiries 
Angle will contact provider groups no less than every 90 days to verify provider 
information listed in Angle’s directories. Providers must respond affirmatively or with 
changes within thirty (30) days of the request or risk deletion from the next edition of 
the Provider Directory. Failure to respond to the request may result in delay of 
payment. Angle will notify Providers within ten (10) days prior to deletion from the 
directory, but will revoke the action if the participating provider responds within the 
ten (10) day notification period. 

 
  

mailto:providers@anglehealth.com
https://www.irs.gov/pub/irs-pdf/fw9.pdf
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SECTION XII. | CREDENTIALING PROGRAM  
 

Credentialing and re-credentialing files are processed by Angle’s NCQA-certified Credentials 
Verification Organization (CVO). Final credentialing approval is coordinated through Angle’s 
Credentialing Committee, under the guidance of the Chief Medical Officer. Angle retains the 
right to approve, suspend, and terminate individual participating providers and sites. Angle’s 
process meets the relevant state and NCQA credentialing requirements. 
 
A. Credentialing 

Angle, or a delegated entity, credentials all providers, unless the provider group 
executes a delegated credentialing addendum to the Provider Agreement. Providers 
must meet Angle’s criteria for acceptance and are required to maintain compliance 
with all standards as a condition for continued participation. 

 
To begin the credentialing process, providers must provide a roster approved by 
Angle’s CVO with the required information and documents on file. Providers who are 
not already credentialing by the CVO will need to complete a credentialing application, 
with the following attachments: 
• Licensure to practice 
• Drug Enforcement Agency (DEA) certificate, if applicable 
• Proof of professional liability insurance 
• An explanation of malpractice suits filed against the Provider to include case 

number; court number; a brief narrative case summary of the charge, facts, status, 
and outcome 

• A signed release granting Angle access to records of any medical society, medical 
board, college of medicine, hospital, or other institution, organization, or entity that 
does or may maintain records concerning the applicant 

• A signed attestation by the provider at the time of application regarding any 
physical or mental health problems, any history of chemical dependency/substance 
abuse, history of loss of license and/or felony convictions, and/or history of loss or 
limitation of privileges or disciplinary actions 

• Work history with explanation of any gaps in employment that exceed 6 months 
• Angle’s-contracted NCQA-certified Credentials Verification Organization (CVO), 

initiates the credentialing process and completes the primary source verification in 
accordance with NCQA standards and other pertinent information supplied or 
collected during the application process. 
 

B.  Provider Rights during Credentialing 
 

Providers have the following rights during the credentialing process. 
 
1. The right to review information submitted to support an application. Providers 

and applicants have the right to review information obtained from outside 
sources, such as malpractice insurance carriers or state licensing boards, to 
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support their credentialing application. Angle’s credentialing verification 
services delegate (CVO) is not required to make available information obtained 
from references, recommendations, or peer-review protected information. 

2. The right to correct erroneous information. If information is obtained during 
the credentialing process that varies substantially from the information 
submitted by the provider, Angle or CVO notifies the provider of the 
discrepancy via certified letter sent within 30 calendar days of receipt of the 
discrepant information. The notification includes a description of the 
discrepancy, the source of the information as appropriate and the provider’s 
right to correct erroneous information submitted by another party. Neither 
Angle nor the CVO is required to reveal the source of information that was not 
obtained to meet verification requirements or if federal or state law prohibits 
disclosure. 

3. The right to receive status of a credentialing or re-credentialing application, 
upon request. Providers and applicants are notified of the right to receive status 
information from a statement on the provider application stating requests may 
be made in writing or by telephone. The CVO staff responds to requests in 
writing within 10 Business days after the receipt of the request. The response to 
Providers does not include disclosure of information prohibited by law, 
references, recommendations, or other information that is peer-review 
protected. 
 

C.  Credentialing Process 
The credentialing information is presented to Angle’s Credentialing Committee for 
review and approval. The Credentialing Committee meets at least quarterly. Providers 
are notified in writing of the Credentialing Committee’s decision. Final credentialing 
approval is granted by the Angle Board of Directors, which also meets at least on a 
quarterly basis. 

 
No applicant is automatically entitled to participate with Angle via participation with a 
medical group or professional organization, via board certification or via staff 
membership or privileges for a particular health facility or practice setting. 

 
D.  Standards and Guidelines 

At a minimum, the following requirements must be met for Angle to consider 
acceptance of the applicant for participation in Angle’s network: 
• Acceptable compliance with general guidelines 
• A participation agreement in the form prescribed by Angle and signed by the 

provider 
• The physician applicant has not been rejected or terminated by Angle within the 

previous twelve (12) months 
• No felony, misdemeanor convictions nor evidence of committing other act 

involving moral turpitude, dishonesty, fraud, deceit, or misrepresentation, use of 
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illicit drugs, active sanctions from participation in any state or federal programs, 
active licensure restrictions or limitations of privileges 

• Unrestricted license to practice in the state where the applicant will practice  
• Current, valid federal DEA certificate if needed for the services the applicant will 

provide 
• Compliance with state continuing education requirements 
• Sound moral character and is in good professional standing in the community 
• Listing of office locations, names, and addresses of associates in the practice of 

medicine or osteopathy, and any physician or other participating provider who 
provides on- call services. 

• Current staff membership, clinical privileges, and admitting privileges granted by a 
Participating Hospital within the service area or arrangements with a participating 
provider who has such privileges 

• Graduation from medical school and completion of a residency for MDs and DOs. 
(An exception may be made for a Provider who has only completed a rotating 
internship, if the Provider agrees to be classified as a General Practitioner and 
practices in an underserved area of the county.) 

• Documentation of board certification (if applicable). Physicians will provide 
ongoing documentation of certification, at the time of application and at a 
minimum of every three years thereafter, by the appropriate Board for physician 
specialty or of active and current involvement in the Board certification and 
examination process. 

• Professional liability insurance policy of not less than one million dollars per 
incident and 3 million dollars aggregate per year. 

• PCPs and specialty physicians are required to meet the following standards to be 
considered for participation in Angle’s Health Plan network: 
o In the event of absence, coverage for all plan members with another 

participating PCP or with another PCP who agrees to abide by the guidelines of 
Angle. 

o PCPs contracted with the Angle Plan must be able to perform the following in 
the office setting: 
− EKG (pediatric offices as appropriate) 
− Office gynecology including routine pelvic and pap smears (pediatric 

office excepted) 
− Blood draws (not applicable if using national lab contract) 
− Minor surgery to include incision and drainage of abscess and suture of 

superficial lacerations 
• Availability and accessibility for physicians contracted with the Angle Plan to 

include: 
− Minimum of 20 hours each week of regularly scheduled office hours for 

treatment of members for a one-physician practice and minimum of 30 
hours for a practice of two (2) or more physicians. 

− Response time to calls not greater than 30 minutes after notification. 
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− No more than an average of five patients scheduled and seen each hour 
for routine office visits for adult medicine and six (6) patients per hour 
for pediatrics. 

− Supportive of the philosophy and concept of managed care and of Angle 
Plan. 

− Good standing with Centers for Medicare and Medicaid Services (CMS) 
in any state in where they have been licensed. 

 
As documented in Angle’s Credentialing policy, the following grid demonstrates 
additional documents required, by specialty, during the credentialing process. 

 
E.  Insurance Requirements 

Providers and facilities shall, during the term of this Agreement, keep the following 
coverage in force either with insurers having an A.M. Best rating of A minus or better, 
or with self-insurance: 

 
1. Professional liability/medical malpractice liability insurance with the greater of 

$1,000,000 per occurrence and $3,000,000 in the aggregate or any higher limits 
required by applicable state laws and/or regulations, which provides coverage 
for claims arising out of acts, errors or omissions in the rendering or failure to 
render those services addressed by this Agreement.  

 

Specialty
Require 
Medical 
License

License 
Verification 
Produced

Require 
Hospital 
Privilege

Require DEA 
License**

Require Board 
or Certificate 
Certification

Addiction or Substance Abuse Counselor (LAC) YES YES NO NO NO
Advanced Practice Nurse (APRN) YES YES NO YES YES
Allopathic Physicians (MD)* YES YES YES YES YES
Audiologist (AUD) YES YES NO NO NO
Behavioral Analysts (BCBA) YES YES NO NO YES
Certified Diabetes Educators (CDE, RD) YES YES NO NO YES
Clincal Nurse Specialists (CNS) YES YES NO YES YES
Clinical Practice Nurse Practitioner (CPNP) YES YES NO YES YES
Clinical Psychologist (PhD, PSYD) YES YES NO NO NO
Dental Surgeon (DMD) YES YES NO YES YES
Dentist (DDS) YES YES NO YES YES
Family Nurse Practitioner (FNP) YES YES NO YES YES
Licensed Clinical Social Workers (LCSW) YES YES NO NO NO
Mental Health Counselors (MHC, CMH) YES YES NO NO NO
Nurse Midwife (CNM) YES YES YES YES YES
Nurse Practitioners (NP) YES YES NO YES YES
Occupational Therapist (OT) YES YES NO NO NO
Optometrists (OD) YES YES NO NO NO
Osteopathic Physicians (DO)* YES YES YES YES YES
Physical Therapists (PT, MPT, DPT) YES YES NO NO YES
Physician Assistants (PA, PA-C) YES YES NO YES YES
Podiatrists (DPM) YES YES NO YES NO
Professional Counselors (LCPC, PC) YES YES NO NO NO
Speech Language Pathologists (SLP) YES YES NO NO NO
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If this insurance policy is written on a claims-made basis, and said policy 
terminates and is not replaced with a policy containing a prior acts 
endorsement, Providers and Facilities agree to furnish and maintain an 
extended period reporting endorsement ("tail policy") for the term of not less 
than three (3) years. 

2. Workers’ Compensation coverage with statutory limits and Employers Liability 
insurance. 

3. Commercial general liability insurance for Providers and Facilities for bodily 
injury and property damage, including personal injury and contractual liability 
coverage. 

 
For ambulance/medical transportation providers only, in addition to the above: 

 
o Auto liability insurance which complies with all applicable state laws and/or 

regulations, and shall provide coverage for claims arising out of acts, errors or 
omissions in the rendering or failure to render services. 

 
• For air ambulance providers only, in addition to the above: 

 
o Aviation liability insurance with limits of not less than $1,000,000 per 

occurrence and $3,000,000 in the aggregate. 
 

Providers and Facilities shall provide Angle with Certificate of Coverage (COC) 
certificates at the time of executing their Provider Agreements and at the time of any 
recertification thereafter. Providers and Facilities shall notify Angle of a reduction in, 
cancellation of, or lapse in coverage within ten (10) Business days of such a change. 

 
F.  Delegated Credentialing/Recredentialing 

Angle will delegate credentialing and recredentialing to certain provider groups and 
facilities. Delegation status is granted only to entities that perform the 
credentialing/re-credentialing activities according to NCQA standards. Quarterly 
credentialing delegation oversight audits are conducted by Angle or by NCQA-
accredited health plans via the Industry Collaborative Effort (ICE) shared delegation 
oversight credentialing audit process. 

 
G.  Credentialing Appeals Process 

Angle’s appeal process allows for adverse credentialing decisions to be discussed and 
understood, and for any errors to be corrected. This process ensures providers will be 
treated fairly and uniformly based on Angle’s Fair Hearing Policy. 

 
H.  Re-Credentialing 

According to NCQA standards, review of credentials for re-credentialing participating 
providers is performed no less than every thirty-six (36) months. Recredentialing 
applications are distributed approximately six (6) months prior to the recredentialing 
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period. Angle or Credentialing Verification Organization (CVO) can take up to 120 days 
to process a re-credentialing application. In order for a provider to keep the application 
in active status, the provider must supply the needed information within three (3) 
months prior to their re-credentialing date. Providers who fail to respond will be 
considered “non-responders'', which can result in termination from the Angle’s 
network. 

 
Participating providers are responsible for producing adequate information for a 
complete evaluation of experience, background, training, and ability to perform as a 
clinician without limitations, including physical and mental health status as allowed by 
law. Angle uses a universal reapplication and only information that may have changed 
since the last credentialing will be requested. Providers encouraged to update their 
CAQH profile every 30 days, as necessary.  

 
I. Notifications to Authorities and Plan Provider’s Appeal Rights 

If, through a formal peer review process, an adverse action is taken against clinical 
privileges for an applicant or participating provider, Angle will report such adverse 
action to the state licensing board and to the National Practitioner Data Bank (NPDB) 
in accordance with Angle’s policies and procedures, and applicable state and federal 
law. Angle will also report health care related civil judgments and other adjudicated 
actions or decisions against network health care practitioners, providers, or suppliers 
to the state licensing board and NPDB, in accordance with Angle’s policies and 
procedures, and applicable state and federal law. Angle will promptly notify affected 
practitioners, providers, or suppliers in the event of such reporting, and in the case of 
adverse actions, will include information on appeal rights in these communications in 
accordance with Angle’s policies and procedures, and applicable state and federal law. 
 

 J.  Credentialing Scope 
Angle will credential the following licensed/state certified independent health care 
practitioners, as required by scope of practice within the state of credentialing: 

 
• Medical Doctors (MD) 
• Doctors of Osteopathic Medicine (DO) 
• Doctors of Podiatry 
• Optometrists 
• Doctors of dentistry providing Health Services covered under the Health Benefit 

Agreement including oral and maxillofacial surgeons 
• Psychologists who have doctoral or master’s level training 
• Clinical social workers who have master’s level training 
• Psychiatric or behavioral health nurse practitioners who have master’s level 

training 
• Other behavioral health care specialists who provide treatment services under the 

Health Benefit Agreement 
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• Telemedicine practitioners who provide treatment services under the Health 
Benefit Agreement 

• Medical therapists (e.g., physical therapists, speech therapists, and occupational 
therapists) 

• Genetic Counselors 
• Audiologists 
• Certified nurse midwives 
• Nurse practitioners  
• Physician assistants  
• Registered Dieticians 

 
Specific minimum requirements that non-physician health practitioners must meet in 
order to be considered for approval are set forth in the policy and procedure on Health 
Professionals Required Minimum Professional Qualifications which can be found at 
www.anglehealth.com.  

 
Angle credentials the following Health Delivery Organizations (“HDOs”): 

 
• Hospitals 
• Home Health agencies 
• Skilled Nursing Facilities (Nursing Homes) 
• Ambulatory Surgical Centers 
• Behavioral Health Facilities providing mental health and/or substance abuse 

treatment in inpatient, residential or ambulatory settings, including: 
− Adult Family Care/Foster Care Homes 
− Ambulatory Detox 
− Community Mental Health Centers (“CMHC”) 
− Crisis Stabilization Units 
− Intensive Family Intervention Services 
− Intensive Outpatient – Mental Health and/or Substance Abuse 
− Methadone Maintenance Clinics 
− Outpatient Mental Health Clinics 
− Outpatient Substance Abuse Clinics 
− Partial Hospitalization – Mental Health and/or Substance Abuse 
− Residential Treatment Centers (“RTC”) – Psychiatric and/or Substance 

Abuse 
• Birthing Centers 
• Home Infusion Therapy when not associated with another currently credentialed 

HDO 
 

The following HDOs are not subject to professional conduct and competence review 
under Credentialing Program, but are subject to a certification requirement process 
including verification of licensure by the applicable state licensing agency and/or 

http://www.anglehealth.com/
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compliance with regulatory or state/federal contract requirements for the provision of 
services: 
• Clinical laboratories (CLIA Certification of Accreditation or CLIA Certificate of 

Compliance) 
• End Stage Renal Disease (ESRD) service providers (dialysis facilities) (CMS 

Certification) 
• Portable x-ray Suppliers (FDA Certification) 
• Home Infusion Therapy when associated with another currently credentialed HDO 

(CMS Certification) 
• Hospice (CMS Certification) 
• Federally Qualified Health Centers (FQHC) (CMS Certification) 
• Rural Health Clinics (CMS Certification) 

 
The following provider types will never require credentialing: 
• Hospital-based Anesthesiologists 
• Emergency Room Physicians 
• First Surgical Assistants (Hospital-based only) 
• Hospitalists 
• Licensed Practical Nurse (LPN) 
• Medical Assistant (MA) 
• Pathologists 
• Registered Nurses (RN) 
• Hospital Based Radiologists 
• Dentists  
• Pharmacists 
• Covering Practitioners and Locum Tenens 
• Rental Network Practitioners who provide out-of-area care only 
• Any provider that is included in a delegated agreement, where the provider is 

responsible for completing the credentialing process. 
 

K.  Credentialing Committee 
Angle’s Credentialing Committee with oversight from the Medical Management 
Committee shall be comprised of the Chief Medical Officer (“CMO”), an advanced 
nurse leader, at least one physician from each state where the providers to be reviewed 
practice, Angle’s President or designated officer and such other members as may be 
appointed from time to time by the Chief Medical Officer. The Chair must be Angle’s 
Chief Medical Officer or a state or regional lead medical director.  
 
In general, the following specialties or practice-types may be represented:  

• Pediatrics 
• Obstetrics/gynecology 
• Family medicine 
• Internal medicine 
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• Surgery 
• Behavioral health 

 
Membership may also include one (1) to two (2) other types of credentialed health 
providers (e.g., nurse practitioner, chiropractor, social worker, podiatrist) to meet 
priorities of the geographic region as per CMO discretion. The Credentialing 
Committee  will access various specialists for consultation, as needed to complete the 
review of a practitioner’s credentials.  

 
Conflict of Interest:  A team member will disclose and abstain from voting on a 
practitioner if the team member (i) believes there is a conflict of interest, such as direct 
economic competition with the practitioner; or (ii) feels his or her judgment might 
otherwise be compromised. A team member will also disclose if he or she has been 
professionally involved with the practitioner.  

 
Manner of Action:  Determinations to deny an applicant’s participation or terminate a 
practitioner from participation in one (1) or more Networks or Plan Programs, require 
a majority vote of the voting members of the Credentialing Committee in attendance, 
the majority of whom are Network practitioners. 

 
Duties:  Angle’s Credentialing department shall perform the credentialing and re-
credentialing review of applicants and Angle providers, as well as address quality of 
care and peer review matters including those referred from the Grievance and Appeals 
process.  

 
Confidentiality. Information obtained, reviewed, and developed in the credentialing 
and peer review process is confidential and not subject to review by third parties except 
to the extent permitted or required by law. Access to information will be restricted to 
those individuals who are deemed necessary to attain the objectives of the 
Credentialing and Peer Review. Information supplied by the Practitioner or HDO in the 
application, as well as other non-publicly available information will be treated as 
confidential. Confidential written records regarding deficiencies found, the actions 
taken, and the recommended follow-up will be kept in a secure fashion. Security 
mechanisms include secured office facilities and locked filing cabinets, a protected 
computer infrastructure with password controls and systematic monitoring, and staff 
ethics and compliance training programs. The procedures and minutes of the 
Credentialing Committee will be open to review by state and federal regulating 
agencies and accrediting bodies to the extent required by or permitted by law. 

 
Practitioners and HDOs are to be notified that they have the right to review 
information submitted to support their credentialing applications. If credentialing 
information cannot be verified, or if there is a discrepancy in the credentialing 
information obtained, Angle’s credentialing staff (“Credentialing Department”) will 
contact the practitioner or HDO within thirty (30) calendar days of the identification of 
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the issue. This communication will notify the practitioner or HDO of the right to 
correct erroneous information or provide additional details regarding the issue in 
question. This notification will also include the process for submission of this 
additional information, including where it should be sent. Depending on the nature of 
the issue in question, this communication may occur verbally or in writing. If the 
communication is verbal, written confirmation will be sent at a later date. All 
communication on the issue(s) in question, including copies of the correspondence or a 
detailed record of phone calls, will be documented in the practitioner or HDO’s 
credentials file. The practitioner or HDO will be given no less than fourteen (14) 
calendar days in which to provide additional information. On request, the practitioner 
or HDO will be provided with the status of his or her credentialing or re-credentialing 
application. 

 
Angle may request and will accept additional information from the applicant to correct 
or explain incomplete, inaccurate, or conflicting credentialing information. The 
Credentialing Committee will review the information and rationale presented by the 
applicant to determine if a material omission or misstatement has occurred or if other 
credentialing criteria are met. 

 
During the review of a physician or facility’s primary source verification 
documentation, Angle’s Credentialing Department will send all providers with findings 
on their National Practitioner Data Bank profile or any positive attestations on their 
credentialing applications for review by Angle’s Credentialing Committee. 
 
During Credentialing Committee review, the Committee will review and make network 
determinations based on the following criteria: 

a. Age of incident(s) 
b. Status of incident(s) 
c. Amount of settlement payout(s) 
d. Type(s) of allegation(s) 
e. Severity of patient outcome(s) 
f. Provider specialty(ies) 

 
L.  Nondiscrimination Policy 

Angle will not discriminate against any applicant based on race, gender, color, creed, 
religion, national origin, ancestry, sexual orientation, age, veteran, gender identity, 
marital status or any unlawful basis not specifically mentioned herein. Additionally, 
Angle will not discriminate against any applicant based on the risk of the population 
the applicant serves or against those who specialize in the treatment of costly 
conditions. Other than gender and language capabilities which are provided to the 
Members to meet their needs and preferences, this information is not required in the 
credentialing and recredentialing process. Determinations as to which practitioners 
and providers require additional individual reviews by the Credentialing Committee 
are made according to predetermined criteria related to professional conduct and 
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competence. The Credentialing Committee decisions are based on issues of 
professional conduct and competence as reported and verified through the 
credentialing process. Angle will audit credentialing files annually to identify 
discriminatory practices, if any, in the selection of practitioners. In the event 
discriminatory practices are identified through an audit or through other means, Angle 
will take appropriate action(s) to track and eliminate those practices. 

 
M.  Ongoing Sanction Monitoring 

Angle’s Credentialing Department performs ongoing monitoring to help ensure 
continued compliance with Credentialing Standards and to assess for occurrences that 
may reflect issues of substandard professional conduct and competence. To achieve 
this, the Credentialing Department will review periodic listings/reports within thirty 
(30) calendar days of the time they are made available from the various sources 
including, but not limited to, the following: 

 
1. Office of the Inspector General (“OIG”) 
2. Federal Medicare/Medicaid Reports 
3. Office of Personnel Management (“OPM”) 
4. State licensing Boards/Agencies 
5. Member/customer services departments 
6. Clinical Quality Management Department (including data regarding 

complaints of both a clinical and non-clinical nature, reports of adverse clinical 
events and outcomes, and satisfaction data, as available) 

7. Other internal Angle departments 
8. Any other information received from sources deemed reliable by Angle. 

 
When an applicant or participating provider has been identified by these sources, the 
credentialing staff and Credentialing Committee may request additional information 
to help it evaluate the applicant or participating provider’s professional conduct and 
competency and assess the appropriate response. 
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SECTION XIII. | QUALITY IMPROVEMENT PROGRAM 
A. Quality Improvement Program Mission 

Angle’s Quality Improvement (QI) Program is based on the mission of Angle – to offer 
quality care and services that set community standards, fulfill members’ expectations, 
and ensure that medical services are provided in a caring, effective, cost efficient, and 
accessible manner. Angle uses the Continuous Quality Improvement (CQI) process to 
achieve excellence in quality of care and services. The purpose of the QI Program is to 
promote organization-wide commitment to quality of care and services through 
ongoing performance improvement activities to identify opportunities for 
improvement, implement change and reevaluate actions taken. The following CQI 
processes are employed to achieve this goal: 
• Continuous improvement and enhancement of quality care and services through 

ongoing, objective, and systematic monitoring of both medical and behavioral 
health care. 

• Proactive identification of opportunities for improvement in both the clinical and 
administrative aspects of Angled operations. 

• Change management to address identified opportunities for improvement in a 
systematic manner and an iterative cycle of re-evaluation to measure/monitor 
improvement. 

 
B. QI Goals and Objectives 

The goals of the QI Program are to: 
• Promote an organization-wide commitment to quality of care and ongoing 

performance improvement; 
• Continuously improve and enhance the quality of member care through ongoing, 

objective, and systematic monitoring of both medical and behavioral health care; 
• Proactively identify opportunities for improvement in both clinical and 

administrative aspects of Angle’s operations; 
• Implement change in a well-defined, systematic manner and re-evaluate processes 

to ensure that improvement has occurred; 
• Provide comprehensive oversight of delegated functions to ensure member care 

delivery and delegated processes are consistent with the values and standards of 
Angle 

• Facilitate the achievement of public health goals and initiatives 
• Provide an objective and systematic approach to continuous quality improvement 

that complies with community standards of care and meets applicable regulatory 
requirements and standards 

• Establish standards and monitoring mechanisms to assure access and availability 
of primary care, specialty care, urgent care, and member services 

• Promote provider and member satisfaction. 
 

The QI Program includes implementation and evaluation of improvement activities for 
both clinical care and administrative services provided to members. The scope of the 
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program includes the important aspects of care related to member population 
demographics and risk status. All departments within Angle are involved in the 
continuous quality improvement process. 

 
C. Medical Management Committee 

The Mission of the Angle Medical Management Committee (MMC) is to monitor the 
quality of care and services rendered to Angle members by participating and non-
participating providers, to identify opportunities for improvement and to ensure that 
interventions addressing those opportunities are implemented and effective. Quality 
care and service is defined as medical care and service which is accessible, meets 
standards of performance, is provided in the. Most timely and appropriate setting, and 
results in a high level of member satisfaction and improved health outcomes. 

 
The Committee has oversight of Utilization Management (UM), Care Management 
(CM), Quality Improvement (QI), and Credentialing programs. This oversight includes 
clinical care and service oversight of practitioners, institutional providers, 
organization providers, ancillary providers, and delegated vendors. 

 
Chair: 
• Chief Medical Officer (CMO) or Designee  

 
Members: 
• Head of Clinical Operations and/or designee 
• Head of Claims/Provider Relations and/or designee 
• Head of Regulatory/Compliance and/or designee 
• Vice President Network and/or designee 
• Head of Operations 
• Others as appointed by the Chief Medical Officer or his delegate, including 

Network providers which include providers for various specialties   
 

Responsibilities of the Medical Management Committee: 
• On an annual basis, review, and approve the Program descriptions, and work plans 

to assure compliance with regulatory standards. 
• Review and monitor QI activities to assure implementation and continuous 

execution of the QI program and QI work plan.  
• On an annual basis, evaluate the results and effectiveness of the QI and UM case 

management work plans. Identify and analyze met/unmet goals, barriers to 
achievement of goals, missed or failed opportunities and their reasons, and new 
opportunities for improvement. Ensure that these findings are integrated into the 
ensuring year’s work plans.  

• Review, approve and monitor performance indicators that measure the quality of 
care, quality of service, and health outcomes of members. Determine benchmarks 
and thresholds for these indicators. Identify indicators that are at variance with 
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benchmarks or thresholds and recommend actions for improvement and follow-up. 
Monitor implementation and outcomes of improvement activities.  

• Review, approve and recommend follow-up on focused health plan and provider 
network QI activities which include, but are not limited to, the following issues: 

• Provider key performance metrics 
• Accessibility and availability of care 
• Trended appeals and grievances data 
• Cultural competence in member service and clinical care 
• Health promotion and preventative care 
• Performance of delegated activities  
• Member/provider satisfaction 
• Review, approve, and evaluate the effectiveness of UM management programs. 
• Oversee and review activities of other committees that are encompassed in the QI 

committee structure. 
• Identify quality improvement collaboration opportunities with providers that 

benefit Angle members through institutional profiles, and medical group key 
performance metrics. 

• Maintain the confidentiality of committee deliberations and records in accordance 
with regulation of provider performance outcomes and vendor service parameters. 

• Oversee the care management process, including inter-rater reliability and review 
of data from care manager and medical director audits. 

• Review audits of delegation of UM activities. 
• Oversee credentialing and re-credentialing of providers, and report on status of 

providers who are not meeting the requirements for credentialing. Escalate to CMO 
as necessary for final determination.  

 
D. Participating Provider Participation in the QI Program 

Participation in QI Program activities is required for all participating providers. 
Participation may include providing medical records for various studies. 

 
Participating provider participation may also include providing evidence of preventive 
health care as appropriate to their membership. Participating providers may be invited 
to participate in the review and provide feedback on potential new and/or ongoing QI 
activities. Participating providers allow Angle to use their performance data for public 
reporting, Pay for Performance and other quality improvement activities as needed. 

 
E.  Quality Measurement 

Angle intends to seek National Committee for Quality Assurance (NCQA) health plan 
accreditation. 

 
Member satisfaction is measured by the Consumer Assessment of Healthcare 
Providers and Systems (CAHPS) survey and the Enrollee Experience Survey (ESS) on 
an annual basis. The CAHPS survey and EES sample frames are audited and validated 
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by our certified HEDIS compliance auditor and reportable results are submitted 
directly to NCQA and CMS by our certified survey vendor each June. CAHPS survey 
and EES results are analyzed and reported to the QMC annually. Action plans are 
implemented as needed to address opportunities for improvement. 

 
F. HEDIS 

Healthcare Effectiveness Data and Information Set (HEDIS) is a set of standardized 
performance measures used by purchasers of health care to evaluate the quality of care 
and service provided by health plans and their contracted networks. The National 
Committee for Quality Assurance (NCQA) HEDIS measures are considered to be the 
national standard in performance measurement for health plans. HEDIS measures are 
related to many significant public health initiatives such as: 

 
• Childhood immunizations 
• Adolescent immunizations 
• Well-child and adolescent visits 
• Timely prenatal and postpartum care 
• Cervical cancer screening 
• Comprehensive diabetes care 
• Breast cancer screening 
• Chlamydia screening 
• Colorectal cancer screening 
• Body mass index (BMI) measurement for children and adults 
• Potentially inappropriate use of opioids 

 
Angle uses HEDIS rates to guide QI efforts to target areas for opportunity to improve 
quality of care for our members. Providers are central to Angle’s efforts to improve 
quality of care and access. We share the same goal to improve overall member health by 
improving patient care. 
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SECTION XIV. | CULTURALLY & LINGUISTICALLY APPROPRIATE 
SERVICES 
 
A. Angle Language Assistance Program 

Participating providers are required to cooperate and comply with Angle’s Language 
Assistance Program (LAP) by facilitating Limited English Proficiency (LEP) 
enrollment to access LAP services. Angle provides the following language assistance 
services at no cost to the member or participating provider: 

 
1. Access to Interpreters: participating providers may request interpreters for 

members whose primary language is other than English by calling Angle at 
(855) 937-1811. The Operations Center will request the following information: 

• Member demographics, including name, member identification number, age, 
sex, language, and country of origin (to determine the appropriate version of the 
requested language) 

• Participating Provider information, including appointment date and time, office 
location, physician’s name and phone number, and type of appointment (e.g., 
OB/GYN, well-care, etc.) 

• Angle can plan for telephone interpreting services. 
2. Translation of Written Material: Written informational material including the 

member handbook, form letters, member newsletters, and medical care 
reminders are translated into Spanish and other languages as requested, at no 
cost to the member. Please inform our members that they may request such 
translated materials by calling Angle at (855) 937-1811. 

3. Notices: Informational notices explaining how members may contact Angle, file 
a complaint with Angle, obtain assistance from the appropriate state regulatory 
agency and seek an Independent Medical Review are available in non-English 
languages through Angle’s website, www.anglehealth.com.  

 
B. Provider Responsibilities for Cultural and Linguistic Services 

Health care providers are responsible for ensuring that members fully understand their 
diagnosis and treatment guidelines regardless of their preferred language. To ensure 
that all LEP members receive appropriate access to covered benefits, participating 
providers are expected to comply with federal and state requirements regarding 
cultural and linguistic services. It is not permissible to turn a member away or limit 
participation because of language barriers, to subject a member to unreasonable delays 
due to language barriers, or to provide services to LEP members that are lower in 
quality than those offered in English. 

 
Following the tips below will help Providers and their staffs communicate effectively 
with Limited English Proficient (LEP) members and ensure compliance with federal 
and state regulations: 

 

http://www.anglehealth.com/
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• Prior to meeting with a member, look to see if a member’s language needs have been 
documented in the file. 

• Document members’ language requirements in medical charts. 
• Inform members of their right to interpreter services, at no cost to the member, 

even when a member is accompanied by a family member or friend who can provide 
interpretation services. Document all requests and refusals in members’ charts. 

• Remember that a member should never be required to bring his or her own 
interpreter, and a member’s family members should not be encouraged to serve as 
interpreters. In addition, minors should not be used as interpreters. 

• To decrease the wait time and to provide timely access to care, arrange for 
interpreting services at the time appointments are made. 

• Post signs in appropriate languages informing members of the availability of free 
interpreter services. 

• Inform members that they may call Angle to request translated documents at no 
cost to the member and to register their preferred languages with Angle. 

• Provide periodic training to office staff on cultural competency and use of 
interpreters. 

• Call the Provider Operations Center at (855) 937-1811 if you need assistance 
providing language assistance services (interpretation, translated documents, etc.) 
for any of your Angle patients. 

 
For additional information or resources about Angle’s Language Assistance Program, 
contact Provider Relations at (855) 937-1811 or providers@anglehealth.com or visit 
the “Language Assistance” link on the Provider page at www.anglehealth.com.  

  

mailto:providers@anglehealth.com
http://www.anglehealth.com/
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SECTION XV. | MEDICAL RECORDS 
 
A. Confidentiality and Disclosure of Medical Information 

The federal Health Insurance Portability and Accountability Act (HIPAA) Privacy 
Rule and relevant state laws require all physicians and healthcare professionals to 
make reasonable efforts to limit the disclosure of Protected Health Information (PHI), 
or individually identifiable health information that is transmitted or maintained, in any 
form or medium. In general, written member authorization is required for any use or 
disclosure of PHI that is not related to treatment, payment, or health care operations. 
The person or entity that is seeking to obtain medical information must obtain 
authorization from the member and is to use that information only for the purpose it 
was requested and retain it only for the duration needed. At all times, disclosures of 
PHI should be limited to the minimum necessary to achieve the purpose for the 
disclosure.  

 
Participating providers need to review the policies and procedures related to protecting 
the confidentiality of medical information and ensure they and their staff are trained to 
and do comply with the confidentiality guidelines and are up to date.  

 
B. Medical Record Standards 

Angle medical records standards are measurable and are based on relevant regulatory 
requirements and evidence-based best practices. These medical record documentation 
standards promote consistency in practice and support the communication of clinical 
information among practitioners for continuity and coordination of care. The 
standards are: 

 
1. All medical record entities must be legible and should establish the stated 

diagnosis including history and physical findings. 
2. The therapies noted should be current therapies. 
3. Drug allergies and idiosyncratic medical problems are conspicuously noted. 
4. Pathology, laboratory, and other diagnostic and screening reports are available. 
5. The health professional responsible for each entry is identifiable and each entry 

is dated. 
6. Consultation and progress notes are available. 
7. Health care treatment recommendations are noted as having been provided to 

the patient. 
8. Appropriate preventative care is documented. 
9. Discussion about advance directives or a copy of the advance directives is in the 

chart. 
10. Two patient identifiers are on each page of the medical record. 

 
Medical records shall reflect the following: 
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1. All services provided directly by a provider who provides health care services. 
2. All ancillary services and diagnostic tests ordered by a provider. 
3. All diagnostic and therapeutic services for which a member was referred by a 

provider, such as: 
a. Home health nursing reports 
b. Specialty physician reports 
c. Hospital discharge reports 
d. Physical therapy reports 

4. Each provider visit shall include the documentation of: 
a. Medical history and physical 
b. Vital signs 
c. Height and weight measurements 
d. Allergies and adverse reactions 
e. Problem list 
f. Medications 
g. Clinical finding, evaluation, and plan for each visit 
h. Preventive services/high-risk screening 
i. Social determinants of health (SDOH), as applicable 

 
C. Amendment to Member Medical Record 

State and Federal laws allow patients to request amendments to their records. In 
general, when a request is made to amend a record, the patient should be allowed to 
write an "Addendum" to their medical file and request that it be placed in his or her 
medical record. Patients shall have the right to provide to the health care provider a 
written addendum with respect to any item or statement in his or her record that the 
patient believes to be incomplete or incorrect. The addendum shall clearly indicate in 
writing that the patient wishes the addendum be a part of his or her medical record. 

 
Participating providers shall add the addendum to the patient's record and include the 
addendum whenever the health care provider makes a disclosure of the allegedly 
incomplete or incorrect portion of the patient's record to any third party. The new 
information, signed and dated by the patient, shall be placed in the file and the original 
information should not be removed. 

 
D. Confidentiality and Availability of Medical Records 

All medical records are required to be organized and stored in a manner that allows 
easy retrieval. Medical records should be kept in a secure location that allows access to 
authorized personnel only. participating providers and their employees are required to 
receive periodic training in member information confidentiality and must sign 
confidentiality statements. Participating providers must also have policies and 
procedures in place to always protect and ensure the confidentiality of member 
information. In addition, participating providers must have a written policy regarding 
the release of medical records. 
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E. Retention of Medical Records 
Medical records and patient related data shall be retained in a locked storage area 
according to the following time periods: 

   
Chart Type Retention Requirement 
Adult Patient 10 years 
Minor Patient  
(< 18 years of age) 

Until 1 year after the 18th birthday, but not less than 10 years 

X-rays/Radiology 10 years 
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SECTION XVI. | UTILIZATION MANAGEMENT PROGRAM 
Angle’s Utilization Management (UM) Program ensures Medically Necessary services are 
rendered at the appropriate level of care in a timely and cost-effective manner. UM Program 
activities include prospective or preauthorization, concurrent and retrospective review of 
medical care and services as well as assistance with discharge planning. Angle may delegate 
UM activities to qualified Plan Medical Groups (PMGs) which meet specific applicable 
regulatory requirements. 
 
All UM decision-making is based solely on the appropriateness of care and existence of 
coverage. Angle shall not reward providers or other individuals for issuing denials of coverage 
for care or services. There are no financial incentives for UM decision makers to encourage 
decisions that result in underutilization. 
 
Angle requires all Authorization requests to be screened by qualified health professionals 
using decision-making criteria that are objective and based on accepted medical evidence. 
Medical necessity criteria must be reviewed annually and updated as appropriate. Medical 
necessity criteria must be available to participating providers and members upon request. 
Services not meeting standard medical necessity criteria are forwarded to the Medical 
Director or physician designee for review. 
 
A. Referral and Authorization Process 

1. Medical and Behavioral Health Services 
Prior Authorization requests for medical and behavioral health services, referrals 
and notifications to Angle may be submitted: 
• By phone: (855) 937-1811  
• By fax: (855) 938-4540  

 
Prior Authorization forms are also available on www.anglehealth.com.  

 
Urgent requests may be submitted by fax or by calling our Provider Operations Center 
at (855) 937-1811. 

 
PLEASE NOTE: Pharmacy authorization requests must be sent directly to our 
Pharmacy Benefit Manager (PBM), MagellanRx Pharmacy. 

 
The Prior Authorization Guide for providers contracted directly with Angle is available 
on www.anglehealth.com and outlines two different types of referral processes for 
covered services: 
 
2. Direct Referral 

Referral, authorization, or notification to Angle is not required for direct referrals. 
Services must be medically necessary and ordered by the member’s PCP or an 
Angle contracted specialist, and services must be referred from and provided by a 

http://www.anglehealth.com/
http://www.anglehealth.com/
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member’s network plan participating provider. No referral form or referral number 
is required for direct referrals. 

 
3. Prior Authorization Required 

Prior Authorization is the process of evaluating medical services prior to the 
provision of services to determine medical necessity, appropriateness, and benefit 
coverage. Services requiring Prior Authorization should not be scheduled until a 
Provider receives approval from Angle. Angle reserves the right to deny payment 
for authorized services if it is determined that inaccurate information was provided 
to support the Authorization request. Requests should be submitted by the 
requesting provider via Angle’s online referral management system. 

 
Requests must be accompanied by all pertinent medical records and supporting 
documents to avoid unnecessary delays. Medical information, including but not 
limited to the following, should accompany all prior authorization requests, as 
appropriate (the records should also be provided to the “refer to” Provider to ensure 
that consulting physician has all pertinent clinical information prior to a member 
visit: 
• Medical history related to the diagnosis 
• Results of any diagnostic tests previously performed (including lab and 

radiology reports) 
• Consultation reports related to the diagnosis from other physicians 
• Information on referrals pending for other Providers 

 
Experimental/investigational services are not a Covered Benefit. Providers may 
submit a completed Prior Authorization request to Angle to determine whether a 
requested service is considered experimental or investigational. 

 
Certain services require a Service Specific Prior Authorization form. These forms 
are available under the Provider Forms section of the Provider page on 
www.anglehealth.com. Prior authorization requests may be faxed to (855) 938-
4540. Urgent requests may be submitted via fax at (855) 938-4540 or by calling the 
Provider Operations Center at (855) 937-1811. 

 
B. Utilization Review Tools 

Angle’s UM staff uses a wide range of approved criteria, guidelines, and reference tools 
to assist in the review of medical necessity including, but not limited to, in the following 
sequence: 

• Angle Medical Benefit Policies 
• MCG Nationally Recognized Evidence-Based Criteria 
• National Comprehensive Cancer Network (NCCN) 
• Hayes Technology Assessment Criteria 
• Recognized Standards of Care from National Professional Organizations 
• Peer Reviewed Published Articles 

http://www.anglehealth.com/
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C. UM Contact Information 
• Angle Utilization Management staff is available 8:00 AM to 6:00 PM MST. Monday 

through Friday to answer questions from providers and members regarding 
Utilization Management issues. 

• After office hours, providers may call the Provider Operations Center at (855) 937-
1811 to be transferred to a representative who can handle Urgent medical requests 
or to Pharmacy Benefit representative for Urgent prescription drug requests. 

• Angle staff will identify themselves by name, title and organization name when 
making inbound or outbound calls about Utilization Management issues. 

• The toll-free number (855) 937-1811 is available 24 hours a day, 7 days a week to 
accept calls regarding Utilization Management issues. 

• Language Assistance is available through our toll-free Member Operations line at 
(855) 937-1855. 
 

D. Prior Authorization Review Time Frames 
Angle adheres to turnaround times (TAT) in accordance with state specific guidelines, 
as well as NCQA criteria. Requests regarding the specifics of our turnaround times can 
be requested via our Provider Operations team by calling (855)-937-1811. 

 
E. Provider Notification of UM Decision 

The requesting Provider is informed via fax, telephone, or email of the final status of 
any authorization request. When a requested service is approved, notification is sent to 
both the provider and the member. The notification of approval specifies the servicing 
provider the service authorized, number of treatments, date range for which the 
authorization is valid, and expected length of stay (if appropriate). Notification is also 
sent regarding any services that are denied or modified. A copy of the denial or 
modification letter is sent to the member, facility (if applicable), PCP, and/or specialist. 
The denial or modification letter includes a clear and concise description of the criteria 
used to deny or modify the Authorization. All letters of denial or modification include 
an explanation of the reason for denial or modification as well as a description on how 
to file an Appeal. For questions regarding the status of a Prior Authorization request, 
contact Angle by phone at (855) 937-1811 or using the contact information provided in 
the UM notice of decision. 

 
F. Concurrent Hospitalization Review 

All inpatient stays are reviewed to determine the appropriate level of care in 
accordance with MCG Length of Stay guidelines. Participating Hospitals and Skilled 
Nursing Facilities will be reviewed by licensed UM staff. An initial review of all 
hospitalizations will occur within one business day of the notification of admission to 
Angle. Subsequent reviews are conducted in accordance with the MCG Length of Stay 
Guidelines and as deemed necessary by the UM staff to ensure that the length of stay 
and level of care meet clinical criteria. If the criteria have not been met or medical 
record documentation is inadequate to authorize continued stay, the nurse reviewer 
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will consult with the member’ s attending physician, physician advisors, or other 
appropriate hospital staff to obtain additional information. 
 

G. Observation Care  
Observation care is a set of clinically appropriate services that includes short-term 
treatment, assessment and reassessment before a decision can be made as to whether a 
patient can be discharged or requires further treatment in an inpatient setting. Angle 
does not require authorization for observation care during the first 48 hours of 
treatment, unless the diagnosis is related to maternity. If the patient remains in 
observation care after 48 hours, the facility must obtain authorization from Angle to 
admit the patient at the level of care indicated by the treating physician or discharge 
the patient from observation. If observation exceeds 48 hours and authorization is not 
obtained, services rendered past hour 48 will be denied. Additional details regarding 
this specific topic can be found in Angle’s Observation Care policy. 

 
H. Discharge Planning 

Discharge planning is a process that begins at the time of an inpatient admission and 
includes an assessment of each member’s potential discharge needs. Discharge 
planning activities are carried out by Angle in coordination with hospital staff, which 
may include discharge planners, social workers, or nurse case managers in conjunction 
with the treatment team. 
 

I. Retrospective Authorization Review 
Medical record reviews to determine appropriate utilization of services may be 
conducted for cases in which Angle was not notified before or during the provided 
service. Cases for retrospective review are often identified upon receipt of an 
unauthorized claim. Cases may also be identified through requests for retrospective 
Authorization from Out- of-Network Providers. Retrospective reviews will be 
processed within thirty (30) Business days of receipt. 
 

J. Emergency Services 
Emergency Service Providers may screen and stabilize a member without prior 
authorization in cases where a member, acting reasonably, would have believed that an 
emergency existed. Angle must be notified within 24 hours of stabilization by 
contacting Angle’s Provider Operations Center at (855) 937-1811. 
 

K. Denial of Services 
A denial may occur at any time during the review process, prospective, concurrent, or 
retroactive to services being rendered. Only a Peer Reviewer (Medical Director) may 
issue a denial for reasons of Medical Necessity. Nurse reviewers or designated UM 
Department staff under the supervision of an RN may issue denials for other reasons, 
such as lack of benefit coverage or member ineligibility. Providers requiring additional 
information on denials may contact Angle UM personnel to discuss the case.  
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L. Communication to Providers About UM 

Angle communicates changes or updates to policies, procedures, and regulatory 
requirements to participating providers through this provider manual, which is 
provided upon contracting with Angle, and for which updates are posted online at 
www.anglehealth.com.  

 
M. Second Medical Opinions 

When requested by the member or a participating provider, a second medical or 
surgical opinion will be considered by Angle. A second opinion may be requested for 
any of the following reasons: 
• The member questions the reasonableness or necessity of recommended surgical 

procedures. 
• The member questions a diagnosis or plan of care for a condition that threatens loss 

of life, limb, or bodily function, or substantial impairment, including, but not limited 
to, a serious chronic condition. 

• The clinical indications are not clear or are complex and confusing, a diagnosis is in 
doubt due to conflicting test results, or the treating health professional is unable to 
diagnose the condition and the member would like to request an additional 
evaluation. 

• The treatment plan in progress is not improving the member’s medical condition 
within an appropriate period of time given the diagnosis and plan of care, and the 
member would like a second opinion regarding the diagnosis or continuance of the 
treatment. 

• The member has attempted to follow care or consulted with the initial provider 
concerning serious concerns about the diagnosis or plan of care. 

• The member or participating provider treating the member has serious concerns 
regarding the accuracy of the pathology results and requests a specialty pathology 
opinion. 
  

http://www.anglehealth.com/
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SECTION XVII. | CASE MANAGEMENT PROGRAM 
A. General 

Angle’s Case Management Program uses a client/caregiver approach to promote 
availability of appropriate care and resources while maximizing the member’s quality 
of life and health care benefits. Case Management is a collaborative process with the 
member, family, provider, and other treating entities, designed to meet the individual’s 
needs while promoting quality outcomes. 

 
B. Case Management and Disease Management 

Details regarding Angle’s Case Management and Disease Management processes will 
be released in a future update to this provider manual. 

 
C. Out-of-Network Services 

For services that are the financial responsibility of Angle, members must be directed to 
a participating provider within Angle’s contracted network. If a member requires out-
of-network services because Angle is not contracted with a provider of a specific or 
unique specialty, a single case agreement (SCA) is recommended for the non-
contracted provider. 
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SECTION XVIII. | FRAUD, WASTE, & ABUSE (FWA) PREVENTION  
Angle is committed to complying with all federal and state statutory, regulatory, and other 
requirements related to health plan operations. In accordance with state and federal 
regulations, Angle has a comprehensive plan to detect, correct, and prevent FWA. 
 
A. Fraud, Waste and Abuse Definitions  

Fraud, waste, and abuse are defined as: 
• Fraud – Knowingly and willfully executing, or attempting to execute, a scheme or 

artifice to defraud Angle or any health care benefit program or to obtain (by means 
of false or fraudulent pretenses, representations, or promises) any of the money or 
property owned by, or under the custody or control of, Angle or any health care 
benefit program. 

• Waste – Overutilization of services, or other practices that, directly or indirectly, 
result in unnecessary costs to Angle or any health benefit program. Waste is 
generally not considered to be caused by criminally negligent actions but rather by 
the misuse of resources. 

• Abuse – Actions that may, directly or indirectly, result in unnecessary costs to 
Angle or any health care benefit program. Abuse involves paying for items or 
services when there is no legal entitlement to that payment, and the provider has 
not knowingly or intentionally misrepresented facts to obtain payment. The 
distinction between “fraud” and “abuse” depends on specific facts and 
circumstances, intent and prior knowledge, and available evidence, among other 
factors. 

 
B. Purpose and Goals of the FWA Plan 

The purpose of Angle’s FWA Plan is to detect, prevent, and control FWA to reduce the 
cost caused by fraudulent activities, and to protect members in the delivery of health 
care services. The FWA Plan is designed to establish methods to identify, investigate, 
and report incidents of suspected fraud and/or abuse in Angle’s delivery systems. 

 
It is the goal of Angle to improve the detection and investigation of fraud. In pursuit of 
that goal, we have joined forces with the legal and regulatory community to prosecute 
those parties attempting to abuse the health care system. Angle monitors, investigates, 
and corrects possible fraud, waste, and abuse issues. 

 
C. Reporting 

Help us stop health care fraud. Your support in this area helps us all. If you suspect 
fraud, please contact the Angle Regulatory Affairs Department. 

 
Phone: (855) 544-0036    Email:  fwa@anglehealth.com  
Mail:  Angle Insurance Company of Utah 

Attn: Fraud, Waste, and Abuse 
     PO Box 21428, Eagan, MN 55121 

mailto:fwa@anglehealth.com
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Reporters of suspected fraud have the right to remain anonymous, if desired. Just tell 
us why you think fraud is occurring. Give us the name of the provider or member and 
tell us about your concerns. We take your questions and input seriously. You can help 
us stop healthcare fraud. 
 

D. Investigation Process 
Angle investigates suspected incidents of FWA for all types of services. We may take 
corrective action with a Provider, which may include, but is not limited to: 
• Written warning and/or education: We send letters to the Provider advising the 

Provider of the issues and the need for improvement. Letters may include 
education or requests for repayment or may advise further action. 

• Medical record review: We review medical records to investigate allegations or 
validate the appropriateness of claim submissions. 

• Edits: A certified professional coder or investigator evaluates claims and places 
payment or system edits in Angle’s claims processing system. This type of review 
prevents automatic claims payments in specific situations. 

• Recoveries: We recover overpayments directly from the Provider. Failure of the 
Provider to return the overpayment may result in reduced payment for future 
claims, termination from our network, and/or legal action. 

 
E. Pre-Payment Review 

One method Angle uses to detect FWA is through pre-payment claim review. Through 
a variety of means, certain Providers or Facilities, or certain claims submitted by 
Providers or Facilities, may come to Angle’s attention for behavior that might be 
identified as unusual, for coding documentation and/or billing issues or claims activity 
that indicates the Provider is an outlier compared to his/her/its peers. 

 
Once a claim, or a provider, is identified as an outlier or has otherwise come to Angle’s 
attention for reasons mentioned above, further review may be conducted by Angle’s 
investigators to determine the reason(s) for the outlier status or any appropriate 
explanation for unusual coding documentation, and/or billing practices. If the review 
results in a determination that the Provider’s actions may involve FWA, the Provider is 
notified of his/her/its placement on prepayment review and given an opportunity to 
respond. 

 
When a provider is placed on pre-payment review, the Provider will receive written 
notice of being placed on pre-payment review. This means that the Provider will be 
required to submit medical records and any other supporting documentation with each 
claim so Angle can review the appropriateness of the services billed, including the 
accuracy of billing and coding, as well as the sufficiency of the medical records and 
supporting documentation submitted. Failure to submit medical records and 
supporting documentation to Angle in accordance with this requirement will result in a 
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rejection of the claim under review. The Provider will be given the opportunity to 
request a discussion of his/her/its pre-payment review status. 

 
Under the prepayment review program, Angle may review coding, documentation, and 
other billing issues. In addition, we may use one or more clinical utilization 
management guidelines in the review of Claims submitted by the Provider, even if 
those guidelines are not used for all Providers delivering services to Plan members. 

 
The provider will remain subject to the prepayment review process until Angle is 
satisfied that all inappropriate billing, coding, or documentation activity has been 
corrected. If the inappropriate activity is not corrected, the provider could face 
corrective measures, up to and including termination from our network. 

 
Finally, Providers are prohibited from billing a member for services Angle has 
determined are not payable because of the prepayment review process, whether due to 
FWA, any other coding or billing issue or for failure to submit medical records as set 
forth above. Providers whose claims are determined to be not payable may make 
appropriate corrections and resubmit such claims in accordance with the terms of 
their Provider Agreement, proper billing procedures and state law. Providers or 
Facilities also may appeal such a determination in accordance with applicable 
grievance and appeal procedures. 
 

F.  Acting on Investigative Findings 
In addition to the previously mentioned actions, Angle may refer to suspected criminal 
activity committed by a member, provider, or facility to the appropriate regulatory 
and/or law enforcement agencies. 
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SECTION XIX. |  GLOSSARY 
 

Accreditation An evaluative process in which a healthcare organization 
undergoes an examination of its operating procedures to 
determine whether the procedures meet designated criteria as 
defined by the accrediting body, and to ensure that the 
organization meets a specified level of quality. 

Active Labor An Emergency Medical Condition that results in a labor at a 
time at which any of the following would occur: 

a) A woman experiencing contractions. (A woman 
experiencing contractions is presumed to be in true 
labor unless a physician or qualified individual certifies 
after a reasonable time of observation that the woman 
is in false labor. 

b) There is inadequate time to affect a safe transfer to 
another hospital prior to delivery  

c) A transfer may pose a threat to the health and safety of 
the patient or the unborn child. 

Acute Rehabilitation Rehabilitation is defined as restoration of a disabled person to 
self-sufficiency or maximal possible functional independence. 
An inpatient rehabilitation program utilizes an 
interdisciplinary coordinated team approach that involves a 
minimum of three (3) hours rehabilitation services daily. 
These services may include physical therapy, occupational 
therapy, speech therapy, cognitive therapy, respiratory 
therapy, psychology services, prosthetic/orthotic services, or a 
combination thereof. 

Affiliate(s) A corporation or other organization owned or controlled, either 
directly or through parent or subsidiary corporations by Angle. 

• Angle Refers to Angle, Inc., and its Affiliates, including 
Angle Insurance Plan of Utah and all other subsidiaries 
that offer health plans or insurance plans. 

• Angle, Inc. A Delaware Corporation with its principal 
place of business in San Francisco, CA. 

• Angle Insurance of Utah. An insurance company 
regulated by the Utah Department of Insurance (CDI), 
and an affiliate of Angle Inc. 

Angle Managed Care 
Network 

The network of physicians, hospitals, facilities, and other 
health care professionals that have contracts with Angle and 
one or more of its affiliates. Under these contracts, the 
physicians, hospitals, facilities, and other healthcare 
professionals agree to participate in Angle HMO, Angle PPO, 
and other programs conducted according to the Benefit 
Agreement. 
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Appeal A written or oral expression requesting a re-evaluation of a 
specific determination made by Angle or any of its authorized 
Subcontractors (Plan Medical Groups). The determination in 
question may be a denial or modification of a requested service. 
(It may also be called an adverse benefit determination.) 

Approved Screening 
Criteria 

The written and/or online clinical guidelines and medical 
policies used to screen health care services for medical 
appropriateness. Inpatient guidelines include severity of 
illness, intensity of service and length of stay. Criteria are 
reviewed and approved at least annually by Angle oversight 
committees. Oversight committees are primarily made up of 
practicing physicians. Criteria and guidelines are national in 
scope; developed with actively practicing physicians, hospitals, 
facilities, or other healthcare professionals; and are reviewed 
and updated at least annually. 

ASC X12 An Accredited Standards Committee (ASC) of the American 
National Standards Institute (ANSI), founded in 1979. Its 
objective is to develop consensus standards to facilitate 
Electronic Data Interchange (EDI). A subcommittee of ASC 
X12 develops EDI standards for insurance. 

ASC X12N Standard 
Format 

The standards for electronic data interchange within the 
health care industry developed by the Accredited Standards 
Committee (ASC) X12N Insurance Subcommittee of the 
American National Standards Institute (ANSI). 

Assignment Agreement by the practitioner to accept any reimbursement 
from a third-party payor as payment in full for the services 
rendered. When a practitioner accepts assignment, balance 
billing for charges that were not paid in full is not permitted 
(except for collection of any deductible, copayment and/or 
coinsurance that the patient is required to pay). 

Authorization A general term used for clarity in this Facility Manual that 
refers to the review, approval and/or approval process inherent 
in the Angle Medical Management Program. This includes pre-
service, concurrent, and post-service reviews. Authorization 
should be requested prior to services being rendered. Common 
synonyms include “certification,” “prospective” and “review.” 

Authorized 
Representative 

An individual designated by the member to receive Protected 
Health Information about the member for purposes of 
assisting with a claim, appeal, grievance, or other matter. The 
authorized representative must be designated by the member 
in writing on a form approved by Angle 

Behavioral Health or 
Mental Health Facility 

Any general acute hospital, psychiatric hospital, psychiatric 
health facility, chemical dependency recovery hospital, 
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residential treatment center, day treatment facility, or other 
Angle care Facility or outpatient setting approved by Angle. 

Behavioral Health 
Provider 

Behavioral health care practitioners, including psychiatrists, 
psychiatric mental health nurse practitioners, psychiatric 
mental health nurses, psychologists, licensed clinical social 
workers, marriage and family therapists, and professional 
clinical counselors. Angle’s Facility network includes hospital 
inpatient units, residential treatment centers, partial 
hospitalization programs, and intensive outpatient services 
and programs. 

Behavioral Health 
Services 

Acute care patients, residential, rehabilitation, and hospital 
day treatment outpatient services for the evaluation and 
treatment of mental disorders and substance abuse conditions, 
which are covered by a Benefit Agreement providing coverage 
for mental or nervous disorders, psychiatric disorders, 
substance abuse, or ABA. Hospital/facility services do not 
include long-term, non- acute care 

Benefit Period The maximum length of time for which benefits will be paid, 
typically renewable annually. 

Benefits The types of care or services an insurance plan will pay for 
certain types of medical care 

Benefit Substitution An alternative treatment plan for a member under case 
management that may include medical services not covered 
under the Member’s Benefit Agreement. If approved by Angle, 
the alternative benefit is offered in lieu of a standard benefit 
under the Member’s Benefit Agreement. 

Capitation A prepaid PMPM age/sex and plan adjusted rate paid to PMG 
for providing covered services 

Case Management 
Program 

A program that assesses the member’s medical needs. It 
includes working with the PMG/IPA and other participating 
physicians, Hospitals, Facilities, or other health care 
professionals to explore and coordinate treatment alternatives 
that may: 

1. Increase member satisfaction 
2. Achieve benefit savings 
3. Result in better medical outcomes 
4. Be more cost-effective 

Chronic Condition A medical condition due to a disease, illness, or other medical 
problem or medical disorder that is serious in nature and that 
persists without full cure, or worsens over an extended period 
of time, or requires ongoing treatment to maintain remission 
or prevent deterioration. 
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Clean Claim A claim that has no defect or impropriety. Clean claims include 
the substantiating documentation needed to meet the 
requirements for risk adjustment submission. 

Clinical Laboratory Health care professionals, who collect, test, and evaluate 
specimens 

Coinsurance The portion of the cost of a covered health care service, 
calculated as a percent (IE: 20%) that is the financial 
responsibility of the member. The member pays coinsurance 
plus any deductibles owed.  

Continuous Care Means the hospice nursing care needed on a continuous basis, 
for a minimum of eight hours a day, during a period crisis, to 
maintain a terminally ill patient at home through palliation or 
management of the patient’s acute medical symptoms. 

Coordination of Benefits A specific method of determining primary responsibility for 
paying covered services under the terms of the applicable 
Benefit Agreement or insurance policy, and applicable law and 
regulations, when more than one payor may have liability for 
payment for services received by a member. 

Copayment A fee that a Plan Provider or its subcontractors may collect 
directly from a member, and which a member is required to 
pay, for a particular Covered Benefit at the time service is 
rendered. 

Covered Benefits Medically necessary services and supplies that members are 
entitled to receive under an employer group or individual 
agreement, and which are described in the member handbook. 

Covered Services Medically necessary services or supplies for which benefits are 
offered in the member’s Evidence of Coverage (EOC). 

Credentialing The review and verification process used to determine the 
current clinical competence of a Provider and whether the 
Provider meets the managed care organization’s pre-
established criteria for participation in the network. 

Deductible The amount a member must pay in a benefit year under some 
plans for certain Covered Benefits before the Plan will start to 
pay for those Covered Benefits in that benefit  
year. Once the member has met either the family or individual 
yearly Deductible, the member pays the applicable copayment 
or coinsurance for covered benefits, and Angle pays the rest. 
 

Dependent An enrollee’s legally married spouse, domestic partner, or child 
(including an adopted child or stepchild), who meets the 
eligibility requirements set forth in the member handbook, 
who is enrolled in the Plan, and for whom Angle receives 
premiums. 
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Detoxification The medical supervision of withdrawal from alcohol and/or 
drugs to which a patient was addicted or habituated. These 
substances do not include tobacco or food substances. 
Detoxification must require active medical supervision of a 
brief, protocol-specific substance withdrawal program. 
Detoxification may occur in a 24-hour Facility or on an 
outpatient basis, depending upon severity and medical 
necessity according to the patient's condition and 
circumstances. 

Diagnostic Imaging Health care professionals who perform radiological 
procedures, such as X-rays, computerized axial tomography 
(CAT) scans and magnetic resonance imaging (MRI) scans. 

Dialysis Facility Freestanding renal dialysis facilities provide services for 
hemodialysis, intermittent peritoneal dialysis, continuous 
ambulatory peritoneal dialysis, continuous cycling peritoneal 
dialysis and other miscellaneous dialysis services. 

Disease Management A coordinated system of preventive, diagnostic and therapeutic 
measures intended to provide cost-effective, quality health 
care for a patient population who have, or are at risk for, a 
specific chronic illness or medical condition. Also known as 
disease state management. 

Disposable Medical 
Supplies 

Medical supplies that are consumable or expendable in nature 
and cannot withstand repeated use by more than one 
individual, such as bandages, elastic bandages, incontinence 
pads, and support hose and garments. 

Domestic Partner A person who has established a domestic partnership by 
meeting all the following requirements. 

a. Both persons agree to be jointly responsible for each 
other’s basic living expenses incurred during the 
domestic partnership. 

b. Neither person is married or a member of another 
domestic partnership. 

c. The two persons are not related by blood in a way that 
would prevent them from being married to each other 
in this state. 

d. Both persons are at least 18 years of age. 
e. Both persons are capable of consenting to the domestic 

partnership.  
f. Either of the following:  

i. Both persons are members of the same sex. 
ii. One or both persons meet the eligibility criteria 

under Title II of the Social Security Act as 
defined in 42 U.S.C. Section 402(a) for old-age 
insurance benefits or Title XVI of the Social 
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Security Act as defined in 42 U.S.C. Section 1381 
for aged individuals. Notwithstanding any other 
provision of this section, persons of opposite 
sexes may not constitute a domestic partnership 
unless one or both persons are over the age of 62. 

g. Neither person has previously filed a Declaration of 
Domestic Partnership with the Secretary of State 
pursuant to this division that has not been terminated 
under Section 299. 

h. Both file a Declaration of Domestic Partnership with 
the Secretary of State pursuant to this division. If 
documented in the agreement with Angle, Domestic 
Partner also includes individuals who meet criteria 1–5 
above and who sign an affidavit attesting to that fact. 
Document Control Number (DCN). A number that is 
assigned to each claim for reference and payment 
purposes. 

Drug Formulary 
(Drug List) 

The continuously updated list of drugs that are covered by the 
Plan. A Drug Formulary enhances quality of care by 
encouraging the use of those prescription medications that are 
demonstrated to be safe and effective and produce superior 
patient outcomes. The Drug Formulary consists of brand and 
generic drugs. Prescription drugs must be dispensed in generic 
form when one is available, provided that no medical 
contraindication exists. Brand-name drugs are charged a 
higher Copayment. Medications that are not listed on the Drug 
Formulary are not covered, unless Authorized by the Plan. 

Durable Medical 
Equipment. 

Medical equipment appropriate for use in the home which is 
intended for repeated use; is generally not useful to a person in 
the absence of illness or injury, and primarily serves a medical 
purpose. 

EDI (Electronic Data 
Interchange) 

Computer-to-computer transfer of transactions and 
information. Angle Providers may use EDI for submitting 
claims, receiving ERAs, verifying benefits, eligibility, claim 
status inquiries, and more. 

ERA (Electronic 
Remittance Advice 

Allows providers the option to print or to automatically post 
payments utilizing their practice management software. 

Emergency A sudden onset of a medical or psychiatric condition 
manifesting itself by acute symptoms of sufficient severity 
(including, without limitation, severe pain); such that the  
patient may reasonably believe that the absence of immediate 
medical attention could result in any of the following:  
1. Placing the patient’s health in serious jeopardy 
2. Serious impairment to bodily functions 
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3. Other serious medical or psychiatric consequences 
4. Serious and/or permanent dysfunction of any bodily 

organ or part 
 

Emergency Services Covered Benefits, including Emergency Services and Care, 
provided inside or outside the Service Area that are medically 
required on an immediate basis for treatment of an Emergency 
Medical Condition.  
Emergency Services and Care.  
1. Medical screening, examination, and evaluation by a 
physician, or, to the extent permitted by applicable law and 
within the scope of their licensure, by other appropriate 
personnel under the supervision of a physician, to determine if 
an Emergency Medical Condition or Active Labor exists and, if 
it does, the care, treatment, and surgery by a physician if 
necessary to relieve or eliminate the Emergency Medical 
Condition, within the capability of the facility    
2. An additional screening, examination, and evaluation by a 
physician, or other personnel to the extent permitted by 
applicable law and within the scope of their licensure and 
clinical privileges, to determine if a psychiatric Emergency 
Medical Condition exists, and the care and treatment 
necessary to relieve or eliminate the psychiatric Emergency 
Medical Condition within the capability of the facility. 

Extension of Benefits Extended benefits that may be available to members who are 
totally disabled on the termination date of their Benefit 
Agreement. Extended benefits have the meaning set forth in 
the Benefit Agreement applicable to the member. 

Follow-Up Care Care that is provided to the member after the initial medical 
emergency service. 

Grievance A written or oral expression of dissatisfaction regarding the 
Plan and/or Provider, including quality of care concerns. 

Hemodialysis Services Services rendered by a Medicare-certified hemodialysis 
Facility. Hemodialysis services include Facility charges, using 
Facility equipment and supplies, laboratory tests, and drugs 
administered in conjunction with on-site treatment. 

Health Care Professional Any of the following: doctor of medicine or osteopathy who is 
licensed to practice medicine or osteopathy where the care is 
received, or audiologist, chiropractor, clinical psychologist, 
clinical social worker, dentist, marriage and family therapist, 
nurse midwife, nurse practitioner, occupational therapist, 
optometrist, physical therapist, physician assistant, podiatrist, 
registered nurse, and/or speech pathologist providing services 
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within the scope of practice, as defined by the appropriate 
clinical license and/or regulatory board 

Health Maintenance 
Organization (HMO) 

A prepaid plan program that provides or arranges for health 
services to its members on a prepaid, monthly basis (i.e., 
capitation). 

Home Infusion Therapy 
(HIT) 

Pharmacies that provide pharmaceuticals, supplies and 
equipment for infusing medication, such as antibiotics, 
chemotherapy, total parenteral nutrition, pain management 
and other infusion therapies in the home. 

Hospice A hospice provides palliative care for terminally ill patients. 
Hospice Care An approach to treatment that recognizes the impending death 

of an individual warrants a change in focus from curative care 
to palliative care (relief of pain and other uncomfortable 
symptoms). The goal of hospice care is to help terminally ill 
individuals continue life with minimal disruption to normal 
activities, while remaining primarily in the home environment. 
It includes routine care, continuous care, respite care and 
inpatient hospice care. 

Hospital/Facility 
Services 

Hospital/Facility services means those acute care inpatients, 
residential, rehabilitation and Hospital Day treatment 
outpatient services that are covered by a Benefit Agreement, 
providing coverage for mental or nervous disorders, 
psychiatric disorders, or substance abuse. Hospital/Facility 
services do not include long-term non-acute care. 

ICD-10 (International 
Classification of 
Diseases, 10th Revision) 

ICD-10 Procedures and Diagnosis codes. 

Independent Practice 
Association (IPA) and 
Participating Medical 
Group (PMG) 

A legal entity organized under the state laws that operates 
under a contract with Angle to provide and arrange for 
professional health services to persons who are enrolled in 
Angle commercial HMO plans. 

Infertility The presence of a demonstrated condition recognized by a 
licensed physician as a cause of infertility, or the inability to 
conceive or carry a pregnancy to a live birth after a year or 
more of regular sexual relations without contraception. 

Initial 
Request/Continued Stay 
Review. (Continuation of 
services) 

Review for medical necessity during initial/ongoing inpatient 
stay in a Facility (hospital) or a course of treatment, including 
review for transitions of care and discharge planning. 

Inpatient Hospital 
Services 

Services that include inpatient hospital days for semiprivate 
accommodations, special treatment units, or private room 
accommodations, if specifically authorized as Medically 
Necessary. 
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Inpatient Hospice Care Means an inpatient stay necessary to manage acute symptoms, 
such as uncontrolled pain, severe respiratory distress, 
hemorrhaging, intractable nausea/vomiting, severe 
dysfunction, unmanageable behavior, seizures, and acute 
distress, in the actively dying phase. Inpatient hospice care is 
provided in a Provider-owned or contracted SNF or Hospital 
and includes, but is not limited to, room and board, nursing 
care and hospice services. 
 

Intensive Outpatient 
Program 

A program that has organized and structured services that are 
provided for no less than three hours a day, but usually no more 
than five hours a day, at least three times per week. The 
member should reside in a community setting while receiving 
intensive outpatient program services and is not in a 24-hour 
residential treatment setting. With symptom improvement, a 
gradual decrease in services per week may occur. Components 
of treatment should include a comprehensive clinical 
assessment, a psychiatric evaluation upon admission and upon 
follow up as needed, individual therapy, family therapy, group 
psychotherapy, psycho-educational groups, skills training, and 
expressive/activity therapies. For Substance Use Disorder 
Intensive Outpatient Programs, there should be an evaluation 
for medication that may improve the member's ability to 
remain abstinent or reduce substance use. Treatment should 
include attendance at community-based recovery programs, 
drug screens as clinically appropriate, and family involvement 
in treatment.  
 

Life-Threatening Means either or both of the following: 
• Diseases or conditions where the likelihood of death is 

high, unless the course of the disease is interrupted 
• Diseases or conditions with potentially fatal outcomes, 

where the end point of clinical intervention is survival 
Managed Care Network The network of health care professionals who enter into 

contracts with Angle and/or one or more of its affiliates. 
Health care practitioners agree to participate in the Angle 
programs that are conducted pursuant to Benefit Agreements. 

Medical Advisor A validly licensed physician or other medical expert (e.g., 
physical therapist, psychologist, or licensed clinical social 
worker) who is employed by, or under contract with, a review 
organization to carry out utilization reviews. 

Medically Necessary A treatment or service necessary to protect life; to prevent 
illness or disability; to diagnose, treat, or control illness, 
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disease, or injury; or to alleviate severe pain. The treatment or 
service should be: 
1. Based on generally accepted clinical evidence. 
2. Consistent with recognized standards of practice. 
3. Demonstrated to be safe and effective for the member’s 
medical condition; and 
4. Provided at the appropriate level of care and setting based on 
the member’s medical condition. 

Member An individual, who has enrolled in the Plan under the 
provisions of an employer group or individual plan agreement 
and for whom the applicable premiums have been paid. 

Mental Health Parity 
(MHP) 

Coverage in a plan for mental health (MH) and/or substance 
abuse (SA) benefits provided at “parity” or equal coverage with 
the medical and surgical benefits in the same plan. 

National Committee for 
Quality Assurance 
(NCQA) 

An independent, non-profit organization that accredits 
managed health care plans, by measuring the quality of care 
and service provided by managed-care plans such as HMOs. Its 
standards help ensure HMO customers receive high-quality 
health care and excellent service. The organization also 
encourages health plans to create an environment for 
continuous improvement. 
 

Newborn A baby that is less than 31 days old. 
Out-of-Area Services received while a member is outside the Service Area. 

Out-of-Area coverage includes Urgent or Emergent services 
for the sudden onset of symptoms of sufficient severity to 
require immediate medical attention to prevent serious 
deterioration of a member’s health resulting from unforeseen 
illness or injury or complication of an existing condition, 
including pregnancy, for which treatment cannot be delayed 
until the member returns to the service area. Out-of-area 
medical services will be covered to meet the member’s 
immediate medical needs. Applicable follow-up for the Urgent 
or Emergent service must be Authorized by Angle and will be 
covered until it is prudent to transfer the member’s care into 
the Plan’s Service Area. 

Out-of-Area Emergency 
Services 

Emergency services that are rendered to a member beyond a 
certain distance from the PMG medical offices or the satellite 
Facility to which the member is assigned. When the PMG is 
organized as an IPA, out-of-area emergency services are those 
emergency services that are rendered to a member. 

Outpatient Hospital 
Services 

Services that include the Facility component of outpatient 
surgery, pre-admission testing, laboratory, and radiology 
services. 
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Out-of-pocket maximum Refers to the maximum amount that an insured employee will 
have to pay for expenses covered under the plan. It is a sum of 
deductible and coinsurance amounts. 

Parity Benefits Coverage for mental health and/or substance abuse conditions 
provided on par with medical benefits. Currently mandated by 
many states and the federal legislation. 

Partial Hospitalization 
Program 

Partial hospitalization is a structured, short-term treatment 
modality that offers treatment in a program at a minimum of 
six hours per day, five days per week for members who can 
function in the community at a minimally appropriate level 
and do not present as an imminent potential for harm to 
themselves or others. The member should reside in a 
community setting while receiving partial Hospital program 
services and is not in a 24-hour residential treatment setting. 
With symptom improvement, a gradual decrease in services 
per week may occur. Components of treatment should include 
a comprehensive clinical assessment, a psychiatric evaluation 
upon admission, at least weekly psychiatric follow up visits, 
individual therapy, family therapy, group psychotherapy, 
psycho-educational groups, skills training, and 
expressive/activity therapies. For Substance Use Disorder 
Partial Hospital Programs, there should be an evaluation for 
medication that may improve the member's ability to remain 
abstinent or reduce substance use. Treatment should include 
attendance at community-based recovery programs, drug 
screens as clinically appropriate, and family involvement in 
treatment. 

Participating Hospital A Hospital that has an agreement to provide Hospital services 
as a participating Facility. 

Participating Medical 
Group (PMG) 

A group of physicians who have an agreement with Angle to 
furnish medical services to Angle members. 

Participating Medical 
Group Physician 

A physician who has an agreement with Angle to provide 
medical services as a participating physician. 

Participating Physician A physician who has a written Agreement to provide medical 
services as a participating health care professional and who is a 
“licensee,” as that term is defined in the Business and 
Professions Code, Section 2041. 

Participating Provider or 
Facility 

Hospital, other health care Facility, physician, IPA, PMG or 
medical group, or other health care professional that has 
entered into an Agreement with Angle to provide health care 
services at prospectively determined rates. A participating 
Provider may also be referred to as a “Contracted Provider” or 
an “In-Network Provider”. 
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Patient Stabilization A patient is stabilized, or stabilization has occurred when, in 
the opinion of the treating physician and/or surgeon, or other 
appropriate licensed persons acting within their scope of 
licensure under the supervision of a treating physician and/or 
surgeon, the patient’s medical condition is such that, within 
reasonable medical probability, no material deterioration of 
the patient’s condition is likely to result from, or occur during, 
the release or transfer of the patient. 

Peer Clinical Reviewer A physician or other health care professional who holds a 
current state license in the same state and same licensure 
category as the requesting physician or other health care 
professional and who is clinically competent to evaluate the 
specific clinical issues and render a clinical opinion specific to 
the medical condition, procedure and/or treatment under 
review. 

Per Diem A fixed payment measure for a day of service. 
Physical Therapy Health care Providers specializing in functional activities, 

mobility training, manipulations, instruction, or other 
therapeutic exercises and services, including pediatrics. 

Pre-certification Review for medical necessity prior to service delivery. Some 
common synonyms: pre-service, preauthorization and/or pre-
auth. See Authorization. 

Preferred Provider Plan 
or PPO Plan 

A Benefit Agreement in which members have a financial 
incentive to use participating health care professionals. 

Pre-service Review Review for medical necessity that is conducted on a health care 
service or supply prior to its delivery to the member. 

Primary Care Physician 
(PCP) 

Plan Physician, possibly affiliated with a PMG, who is chosen 
by or for a member from the member’s Plan Network; and who 
is primarily responsible for supervising, coordinating, and 
providing initial care to the member, maintaining the 
continuity of member’s care, and providing or initiating 
referrals for Covered Benefits for the member. Primary Care 
Physicians include general and family practitioners, internists, 
pediatricians, and qualified OB-GYNs who can deliver and 
accept the responsibility for delivering primary care services 

Probation Consists of written notification detailing the cause of action 
and notifying the member that any repetition of the cause of 
action will result in immediate disenrollment. 

Professional Services Professional diagnostic and treatment services which are 
listed in the Member Handbook and supplemental benefits 
brochures, if applicable, and are provided by Plan Physicians 
and other health professionals. 

Prosthetic Devices Appliances that replace all or part of the function of a 
permanently inoperative, absent, or malfunctioning body part. 



 

Page 98 

 

The term “prosthetic devices” includes orthotic devices and 
rigid or semi-supportive devices that restrict or eliminate 
motion of a weak or diseased part of the body. 

Provider Directory A listing of Angle-approved physicians, hospitals, and other 
participating providers, which is updated monthly. 

Qualified Health 
Professional 

A primary care physician (PCP), or a specialist who is acting 
within his or her scope of practice and who possesses a clinical 
background, including training and expertise, related to a 
particular illness, disease or condition, or conditions 
associated with the request for a second opinion 

Referral Any request for authorization by the PCP to the medical group 
for covered services or hospitalization. These services may 
require a medical necessity review by the medical group. 

Related Hospital 
Services 

Services rendered to members as part of, and concurrent with, 
inpatient hospital, outpatient hospital, hemodialysis, skilled 
nursing Facility, alternative birthing center and hospice 
services. These services include the use of facility equipment, 
radiopharmaceuticals, surgical and anesthetic supplies, 
oxygen, drugs (except for take-home drugs), blood and blood 
processing, laboratory procedures, and diagnostic imaging and 
testing. 

Retrocessionaires A reinsurance company or insurance company that assumes 
reinsurance risk ceded by another reinsurance company or 
insurance company acting as a primary reinsurer of an 
insurance company. 

Seriously Debilitating Diseases or conditions that cause major irreversible morbidity. 
Service Area The geographic area in which Angle is licensed to provide 

health services. 
Severe Mental Disorders Severe mental disorders include the following psychiatric 

diagnoses: schizophrenia, schizoaffective disorder, bipolar 
disorder, major depression, panic disorder, obsessive-
compulsive disorder, pervasive development disorder or 
autism, anorexia nervosa, and bulimia nervosa. Severe mental 
disorders also include Serious Emotional Disturbances of a 
child. 

Screening Criteria The written guidelines that are adopted by review 
organizations to determine medical necessity, 
appropriateness, and length of stay. 

Skilled Nursing Facility 
(SNF) 

A comprehensive free-standing rehabilitation facility or a 
specially designed unit within a hospital licensed by the state 
of Utah or state of the SNF’s location to provide skilled nursing 
care. 
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Special Care Units Special areas of a hospital that have highly skilled personnel 
and special equipment for acute conditions requiring constant 
treatment and observation. 

Specialist A physician who is not a general practitioner, internist, family 
practitioner, pediatrician, gynecologist, or obstetrician. A 
physician who limits professional attention to a particular 
specialty for study, research and/or treatment. Examples are 
cardiologists, dermatologists, and neurologists. 

Substance-Related and 
Addictive Disorders 

These include substance use disorders and substance induced 
disorders, as defined in the most current edition of the 
Diagnostic and Statistical Manual of Mental Disorders of the 
American Psychiatric Association (DSM). 

Surcharge An additional fee charged to a member for a medical service 
that is not approved by the applicable state regulatory 
authority and is neither disclosed nor provided for in the 
member’s Benefit Agreement. Examples of surcharges include, 
but are not limited to, concierge or retainer fees, billing fees, 
claim handling fees or other administrative service fees not 
directly related to the provision of health care services to the 
member. 

Totally Disabled A member who is incapable of self-sustaining employment by 
reason of a physically or mentally disabling injury, illness, or 
condition, and who is chiefly dependent upon the Subscriber 
for support and maintenance. The determination as to whether 
a Member is Totally Disabled will be made based upon an 
objective review consistent with professionally recognized 
medical standards. 

Urgent Care Center A Facility that meets Angle HMO’s Urgent Care Center 
criteria, as set forth in this Manual, and is approved by Angle 
prior to being designated as an Angle Urgent Care Center. 

Urgent Care Services Services intended to provide urgently needed care in a timely 
manner when the PCP has determined that the member 
requires these services, or the member is Out-of-Area and 
requires Urgent Care Services. Urgent Care Services means 
those services performed, inside or outside the Plan’s Service 
Area, which are medically required within a short time frame, 
usually within twenty-four (24) hours, to prevent a serious 
deterioration of a member’s health due to an illness or injury or 
complication of an existing condition, including pregnancy, for 
which treatment cannot be delayed. Urgently needed services 
include maternity services necessary to prevent serious 
deterioration of the health of the member or the member’s 
fetus, based on the member’s reasonable belief that she has a 
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pregnancy-related condition for which treatment cannot be 
delayed until the member returns to the service area 
 

Utilization Management The evaluation of the appropriateness, medical need, and 
efficiency of health care services and facilities according to 
established criteria or guidelines and under the provisions of 
the applicable health benefits plan. 

Utilization Review A function performed by Angle to review and determine 
whether medical services provided, or to be provided, are 
Medically Necessary. 

Utilization Review 
Reference Number 

The tracking number given to a physician, Hospital, Facility, or 
other health care professional(s) following creation of a case 
for review. 
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SECTION I. | INTRODUCTION  



Angle Health, Inc. (Angle) welcomes you as a participating provider. This Provider Manual provides important information on topics such as claims and prior authorizations; it also includes protocol information for specific services.  It includes useful contact information, such as websites, phone numbers and addresses.  This Provider Manual and all the policies and procedures it references are available at www.anglehealth.com.    



This Provider Manual, effective July 1, 2021, applies to Covered Services you provide for Angle Members through Angle’s Benefit Plans, and applies to all physicians, healthcare professionals, facilities and ancillary providers currently contracted with Angle Health, Inc., and its affiliates.  



This Provider Manual is subject to change, with content frequently updated to support our network and provide clear guidelines. Updates will be posted at www.anglehealth.com, and notices of updates will be sent to participating providers. Any updates required by a change in law, regulation, or other applicable private sector accreditation organizations, shall be deemed automatic updates to ensure this Provider Manual conforms to the requirements of such laws, regulations and accreditation standards.  Angle will provide notice of such changes at least forty-five (45) business days prior to the effective date of the change unless the law, regulation or accreditation standard requires a shorter timeframe for compliance.  As reasonably possible, participating providers will be given notice at least forty-five (45) business days before the effective date of any material changes proposed for this Provider Manual that are not required by law, regulation or accreditation standards, and such material change will automatically take effect. participating providers have the right to object to material changes by submitting a written notice of objection.  If a Participating Provider does not agree to accept a material change, the Participating Provider has the right to terminate its Agreement, giving notice of termination as required by the Agreement between Angle and the Participating Provider.  



If a discrepancy exists between this Provider Manual and your Provider Agreement, your Provider Agreement will control.    If a discrepancy exists between a Policy and/or Procedure and this Provider Manual, the Policy and/or Procedure will control.  Angle agreements require you to comply with the terms of this Provider Manual, including the referenced Policies and procedures.  Payment will be denied, in whole or in part, for failure to comply with the terms of your Provider Agreement and of this Provider Manual, and the referenced policies and procedures.



A glossary of terms is included at the end of the Provider Manual. 



If you have any questions regarding any of the information in the Provider Manual, you can call Angle’s Operations Center at (855) 937-1811. 




SECTION II. | WEBSITE 



Angle’s website www.anglehealth.com, has a dedicated Provider section where participating providers and their office staff can obtain information on important topics.  This easy-to-use web-based portal provides 24/7 access to patient eligibility and other provider resources, including:



· Specific member benefit/Evidence of Coverage (EOC)

· Prior authorization forms for download or electronic completion

· Functionality to request prior authorization electronically

· Quick reference guides, policies, and manuals

· News and alerts

· Tools to update your provider directory information



You and your staff will need to register to access the password-protected Provider area.  You can register:



On our website: 	www.anglehealth.com 

Via email:  		providers@anglehealth.com 

			When sending email, please include your EIN/TIN and/or NPI number

Via Phone:		(855) 937-1811 



To ensure compliance with the Health Insurance Portability and Accountability Act (HIPAA) security standards, each user granted web access must have a unique user ID.  




SECTION III. | QUICK REFERENCE GUIDE



		Headquarters Office

		250 E 200 S, 16th Fl

Salt Lake City, UT 84111



		Provider Operations

		Phone: (855) 937-1811

Email: providers@anglehealth.com 

Payor ID:  39856



		Member Operations

		Phone: (855) 937-1855

Email: members@anglehealth.com 



		Sales Operations

		Phone: (855) 590-0333



		Appeals & Grievances

Meet & Confer

		Phone: (855) 544-0036

Email: ag@anglehealth.com 



		Fraud, Waste, and Abuse

		Phone: (855) 544-0036

Email: fwa@anglehealth.com 



		Regulatory Affairs

		Phone: (855) 544-0036 

Fax: (855) 938-4540

Email: compliance@anglehealth.com  



		All USPS Correspondence

· Claims

· Appeals & grievances

· General correspondence

		Angle Health

PO Box 21428

Eagan, MN 55121



		All Faxes

		Fax: (855) 938-4540



		MagellanRx Pharmacy

(Pharmacy Benefit Manager)



BIN: 017449

PCN: 6792000

		Retail Phone: (800) 424-4323

Retail Fax: (855) 461-2776



Mail Order Phone: (800) 424-8274

Retail Fax: (888) 282-1349



		First Health - Provider Services

		Phone: (800) 937-6824










SECTION IV. | ACCESS

A.	Accessibility and Timeliness Standards to Care

Appropriate and timely access to health care services for Members is a primary concern of Angle. Angle Health requires each office to provide a sufficient number of available appointments and adequate telephone capabilities to serve the needs of the Members who chose or who are assigned to that office. Participating Provider locations must be accessible to Members during posted hours of business. participating providers shall not unlawfully discriminate against any Member based on factors including, but not limited to, race, religion, color, national origin, gender, age, disability, marital status, sexual orientation, or source of payment.



Angle Health expects participating providers to provide access to care that complies with the requirements set forth in this Provider Manual, and all relevant state law requirements. 



Angle works with its participating providers as well as its members to attain the information that is needed both to determine compliance with the regulations and to help improve our performance.  The activities include:



· Provider Appointment Availability Survey

· Provider Satisfaction Survey

· Provider After – Hours Survey

· Wait time studies



At times, access time requirements may not be met. Several exceptions address these situations:



· Extending Appointment Wait Time: A Participating Provider may extend the wait time for an appointment if an Angle Participating Provider has determined and noted in the Member’s record that a longer wait time will not be detrimental to the Member’s health.

· Preventative Care Services and Periodic Follow-up Care: A Participating Provider may also schedule appointments in advance for preventive and periodic follow up care services (e.g. standing referrals to specialists for chronic conditions, periodic visits to monitor and treat pregnancy, cardiac, or mental health conditions, and laboratory and radiological monitoring for recurrence of disease), consistent with professionally recognized standards of practice, which may exceed the listed wait times.



B.	Timely Access to Care 

Participating providers are expected to provide or arrange for timely access to care. Accordingly, Angle’s participating providers shall provide appointments and telephone screening services to Angle’s Members according to the following guidelines:

		Access Expectations for Medical Professionals



		Non-urgent appointments for Primary

Care (PCP)

		Appointment offered within 10 business days of request



		Urgent Care appointments not requiring prior authorization

		Appointment offered within 48 hours of request



		Non-urgent appointments with Specialist Physicians

		Appointment offered within 15 business days of

request



		Urgent Care (that requires prior authorization)

		Appointment offered within 96 hours of request



		Non-urgent appointment for ancillary services (for diagnosis or treatment of

inquiry, illness, or other health

condition)

		Appointment offered within 15 business days of

request



		In-office waiting room time

		Members usually wait no longer than 45 minutes

to see a physician or designee



		After Hours Care

		Members can reach a recorded message, or live

voice response, providing emergency instructions and for non- emergent (urgent) matters and an expectation for when to expect to receive a call back



		Emergency Care

		Immediate access to emergency care.

Participating provider’s staff, answering machine

Messages, and after-hours answering service will

instruct that if the caller is experiencing an

emergency, the caller should hang up and dial 911

or go directly to the emergency room.



		Telephonic Outreach

		Members can reach a live person within 10 minutes during normal business hours. If office is unavailable, a return call should be made within sixty (60) minutes of the caller’s voicemail message.










		Access Expectations for Behavioral Health Providers



		Emergency Care Instructions

		Participating Provider’s staff, answering machine messages and after-hours answering service will instruct that if the caller is experiencing an emergency, the caller should hang up and dial 911 or go directly to the emergency room.



		Non-Life-Threatening Emergency

Care

		Appointment within 6 hours. Members are directed to 911 or the nearest emergency

room.



		Urgent Care (does not require prior

authorization)

		Appointment within 48 hours. Members are directed to 911 or the nearest emergency

room.



		Urgent Care (that requires prior authorization)

		96 hours



		Routine Office Visit/Non-urgent

Appointment

		10 Business days (Psychiatrists)

10 Business days (Non-Physician Mental Health Care Providers)



		Access to After-hours Care

		Available 24 hours/7 days. Member to reach a recorded message or live voice response providing emergency care instructions, and for non-emergent (urgent) matters, a mechanism to reach a behavioral health provider, and be informed when the call will be returned.



		In Office Waiting Room Time

		Members usually wait no longer than 15 minutes after their scheduled appointment to see a behavioral health provider.







C.	Interpretation Services at Scheduled Appointments

Angle provides free interpretation services for members, whose primary language is not English, at scheduled appointments. Participating providers may request interpreters by calling the operations center (855) 937-1811.



Participating providers must request face-to-face interpreting services at least three (3) days prior to the appointment date. In the event that an interpreter is unavailable for face- to-face interpreting, the operations center can arrange for telephone interpreting services.



D.	After-Hours Telephone Access for Providers

Angle expects its providers or designees to be available, so that assigned members have access to urgent and emergency care 24 hours per day, 7 days per week. Participating providers must maintain 24-hour, 7 days per week telephone access to provide immediate response to emergency inquiries by members. Participating providers must maintain a procedure for triaging or screening member telephone calls which includes 24/7 employment of a telephone answering system, answering service and/or office staff that will inform the caller of the following:



· Regarding the wait time for a return call from the provider, and

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



E.	Emergency Instructions

Every member that calls a provider’s office after normal business hours shall first receive the following emergency instructions, regardless of whether a line is answered by a person or by recording:



· Hang up and dial 911, or

· Go to the nearest emergency room, or

· Hang up and dial 911 or go to the nearest emergency room.



F.	Non-Emergency Instructions

Members who reach a recording at the provider’s office and have non-emergency situations that cannot wait until the next business day should receive the following instructions:



· Stay on the line to be connected to the doctor on call.

· Leave a name and phone number for a call back from a physician or qualified health care professional within sixty (60) minutes.

· Call the provider at an alternate number.

· The waiting time for a member to speak by telephone 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 member who may need care, should not exceed 60 minutes.



G.	Documenting Telephone Calls

All members’ telephone calls shall be documented on a phone message form or within an electronic health record (EHR), with the response given documented on the same form. Documentation of phone calls must be affixed to the progress notes and become a permanent part of the medical record. At a minimum, the phone message record shall include:



· Member name

· Date and time of call

· Member’s question/concern

· Advice/response provided

· Signature of individual who triaged the call



H.	Behavioral Health (BH) Telephone Access

Behavioral Health providers will maintain access to BH screening and triage to ensure that members reach a non-recorded voice within 30 seconds. Telephone abandonment rates shall not exceed five percent (5%) at any time. Calls should be returned by a psychiatrist or qualified behavioral health care professional within 30 minutes.



I.	Failed Appointments

Failed appointments are those where a member does not arrive for a scheduled medical appointment, either with or without notice from the member. Failed appointments shall be documented in the member’s medical record, with provisions for a case-by-case review of members with repeated failed appointments.



Some participating providers have established a missed-appointment fee for their patients. Angle reserves the right to review and approve such policies and shall only allow such fees if Angle’s participating provider can document that member were notified in advance regarding missed appointment fees and will waive such fees under extenuating circumstances. Angle does not reimburse participating providers for missed appointment fees. 



J.	Concerns about Timely Referral to an Appropriate Provider

providers and members may contact the operations center for assistance if a member is unable to obtain a timely referral to an appropriate provider by calling (855) 937-1811.




SECTION V. | ELIGIBILITY VERIFICATION

Participating providers are responsible for verifying eligibility each time a member schedules an appointment and before medical services are provided unless it is an emergency.

Because events leading to ineligibility can occur at any time, providers are encouraged to verify eligibility on the day services are to be rendered. Providers should always verify member eligibility on the day of the appointment.



Verification of eligibility, approval of prior authorization and/or benefit coverage is NOT a guarantee of payment by Angle. All members are issued a health plan identification card, which should be presented each time services are requested. 



A.	Identification Cards

To provide convenience, Angle members can provide their ID card through a traditional hard copy printed version, web-based ID card version, or through our Angle mobile application. Through the app, the card will look and work just like a printed one. Members can present or email their ID card to participating providers. The mobile ID card includes all the information on the printed version. 



Angle Health Plan identification cards include the following information:



· Member Name

· Member ID Number

· Coverage Effective Date

· Group Number

· Deductible (if applicable)

· Copayments

· Claims Mailing Address

· Member Care Team toll-free number

· Product/Plan Name

· Plan Network

 

B.	Verifying Eligibility and Benefits

Participating providers may verify member eligibility and benefits through the following methods:



1. Online via the Angle provider portal which gives provider offices the ability to view member-specific eligibility information, including effective date, benefits and copayments. To log on or register for Angle’s provider portal go to www.anglehealth.com.   If you are not currently set up for this easy-to-use and secure online resource, please contact Angle’s Provider Operations Center at (855) 937-1811.



2. Angle’s dedicated provider operations center line, (855) 937-1811 to speak to one of the provider operation center teammates who are available to assist you Monday through Friday, 8:00 a.m. to 8:00 p.m.

 

The following details are available for active members:

· Member Eligibility Status

· Primary Medical Group

· Plan Network

· Member Cost Shares (Copay/Coinsurance)

· PCP

· Specialist

· Urgent Care

· Emergency Visit

· Hospital Admission

· Member’s Individual Deductible and Out-of-Pocket balance(s)



Detailed information on the web portal, for an unlimited number of Members, is available at participating providers’ convenience and the information is updated in real time so it provides the same information participating providers would obtain if they were to the Operations Center.



Specific information regarding how to check eligibility is available at www.anglehealth.com. 



Although the Member ID card is a primary method of identification, possession of the card does not guarantee eligibility, authorization, coverage, or benefits. Eligibility to receive services depends on verification from Angle. Therefore, it is important to verify eligibility for each visit.



C.	Newborns

Newborn services, including hospital benefits for routine nursery care, screening for genetic diseases, congenital conditions and other health conditions provided, or through a program established by law or regulation, periodic checkups, and immunizations, are covered for the first 31 days of life under the health care plans of the eligible mother. After the first 31 days, benefits are provided only if the newborn is properly enrolled by the subscriber’s employer. While the mother is in the hospital following the birth of the newborn, the cost for the services for the newborn are covered under the eligible mother’s Benefit Agreement.  If the newborn remains in the hospital after the mother is discharged or is otherwise confined in a non-routine nursery accommodation, a separate account will be opened for the newborn's hospital services.



Newborns of eligible dependent children are not covered. Pediatric office visits are subject to the same scheduled copayments as regular office visits. Well Baby and Well Child care are Covered Services subject to any scheduled copayments.



D.	Life Partners

A life partner must meet Angle’s eligibility requirements for life partners as outlined in the Member’s Handbook, Certificate of Coverage (COC), or certificate.



If you have any questions regarding whether this coverage is applicable to a specific employer group, you can call the number on the back of the Member ID card.



E.	Provider-Initiated Member Dismissal

A Participating Provider may provide care to a member who is disruptive or excessively difficult. Providers can contact the provider operations center at (855) 937-1811 to refer a difficult member to case management. If the patient-physician relationship is irreparably damaged, the participating provider should make every attempt to reassign the member to another participating provider within the Angle network and notify Angle of the change. 



Members under treatment of the delegated behavioral health provider may not be dismissed from the behavioral health medical group.



The participating provider is obligated to provide medically necessary care and access to services for as long as the member requires medical care, or until the relationship is ended appropriately. A member may not be dismissed or denied care due to diagnosis, health status/needs, or language barriers. Member dismissal will be considered under the following circumstances:



· Member is non-compliant with recommended treatment plans to the extent that member’s health is endangered.

· Member demonstrates verbally abusive behavior toward the physician, ancillary or administrative office staff, or to other Plan members.

· Member physically assaults a Participating Provider, staff member, or Plan member, or the member threatens any individual with any type of weapon on Plan or Participating Provider premises, or verbalizes the intent to cause bodily harm. In such cases, appropriate charges should be brought against the member, and a copy of the police report submitted along with the request.

· Member is disruptive to Participating Provider or Plan operations with potential for limitations on access to care by other members.

· Member habitually uses non-contracted providers for non-emergency services without prior authorization (if required).

· Member refuses to meet financial obligations such as copayments, deductibles, or coinsurance.

· Member attempts to fraudulently obtain health care services, including allowing others to use the member’s Plan identification card to receive services.



The process for dismissal, if necessary, is as follows:



1. The participating provider should counsel the member about the conflict or problem prior to requesting dismissal. Counseling should include written education that conveys a clear set of instructions, the compliance requirements, and the consequences, if any, for not following the instructions, placing responsibility for compliance directly on the member.



2. The Participating Provider requests authorization to dismiss the member from the panel by completing a Plan Member Dismissal Request Form by:

a. Submitting a request through the online Provider Portal 

b. Sending an email to Provider Operations at providers@anglehealth.com 

c. Faxing to the attention of the Provider Operations Center at (855) 938-4540 



3. The Participating Provider should not initiate dismissal communication with the member prior to the determination.



4. The Plan Member Dismissal Form should be completed in full and include supportive documentation detailing the situation. Supporting documentation may be in the form of copies of medical records, office notes, etc., and may include:

a. Pertinent dates

b. Documentation of conversations

c. Billing statements, including amount due, letters advising members to pay their bill; and/or

d. Documentation of previous attempts to educate members regarding noncompliance with recommended treatment plans or office practices.



5. Angle will request additional documentation from the Participating Provider if necessary. Failure to provide documentation to support the dismissal request within five (5) business days of Angle’s request will result in the request for dismissal being denied.



6. Requests for dismissal will be reviewed by the case management leadership team and final decision will be made by the Chief Medical Officer and/or Medical Director.



7. Angle will notify the Participating Provider within 30 days of receipt of all supporting documentation.



8. After the Participating Provider receives authorization from Angle to dismiss the member, the Participating Provider has five (5) Business days to provide written notification to the member and to send a copy of such notice to Angle.



9. The notification must include the reason for the dismissal and must not occur before authorization is received from Angle.



Angle will not contact the member for reassignment until Angle has received a copy of the dismissal letter sent to the member by Angle’s Participating Provider. If Angle does not receive a copy of the dismissal letter within ten (10) business days following Angle’s approval to dismiss, the dismissal becomes invalid. The Participating Provider is required to initiate the process again if he or she wishes to pursue the dismissal. The Participating Provider is required to provide treatment and access to services until the member selects a new physician or a new physician has been assigned. When a PCP dismisses a member, all referral authorizations for that member will be invalidated. The member must contact the new PCP to obtain any applicable authorizations.



A copy of the Member Dismissal Request Form is also available on-line at www.anglehealth.com. 

 




SECTION VI. | CLAIMS 

Angle is committed to ensuring participating providers’ claims and payments are processed accurately and in a timely manner, in accordance with industry standards and applicable state and federal regulations. The guidelines in this section of the Provider Manual can help participating providers ensure their claims are submitted correctly. 



A.	Claims Address

Claims for services provided to Members should be mailed directly to Angle’s clearinghouse of choice, Smart Data Solutions (SDS). Current claims submission information is available in the Angle provider portal, at www.anglehealth.com. 



Medical and dental providers contracted directly with Angle should send claims to: 

Angle Insurance Company of Utah

PO Box 21428

Eagan, MN 55121



B.	Claim Submission Requirements

The following is a list of claim timeliness requirements, claims supplemental information, and claims documentation required Angle. For more information, or to view our policies and procedures, please visit www.anglehealth.com: 



· Claims must be submitted on the most current version of standard claim forms CMS 1500 (non-institutional providers and suppliers) or UB-04 (institutional providers). More information and the most current forms can be found at www.cms.gov.

· The most current version of the CPT® Professional Edition manual is considered by Angle as the industry standard for accurate CPT and modifier coding.

· Angle requires all claims to be submitted using ICD-10 diagnosis codes.

· Paper forms should be completed legibly in black ink with standard fonts on forms printed in red “dropout” ink.

· Submit claims with all reasonably relevant information to determine payer liability and to ensure timely processing and payment.

· Non-contracted Providers must submit a completed IRS Form W-9 with claims.

· If Angle is the secondary payer, then participating providers must submit the primary payer’s Explanation of Benefits (EOB) with applicable claims to facilitate coordination of benefits, even if the primary payer denies the claim.



C.	Electronic Claims Submissions

Providers have the option of submitting claims electronically through Electronic Data Interchange (EDI). The advantages of electronic claims submission include the following:



· Prompt acknowledgement of claims receipt

· Improved claims tracking and status reporting

· Reduced turnaround time for timely reimbursement

· Eliminated paper

· Improved cost effectiveness

· Claims can be accepted and acknowledged 24 hours a day, 7 days a week



Claims submitted electronically must be compliant with federal HIPAA transaction standards. Angle does not currently accept claims submitted by a clearinghouse that charges a fee to Angle, nor does Angle charge a fee to submit electronically.



Angle Approved Clearinghouse

Smart Data Solutions (SDS)

Payor ID: 39856

(855) 297-4436 | stream.support@sdata.us 



D.	Timely Filing for Claims

Claims must be submitted within the timely filing timeframe specified in your Provider Agreement.



All additional information reasonably required by Angle to verify and confirm the services and charges must be provided on request. Claims submitted after the timely filing period expires will be denied, unless proof of timely filing can be demonstrated according to the guideline listed below.



E.	Proof of Timely Filing

Waiver of the timely filing requirement is only permitted when Angle has received documentation indicating the Member or Participating Provider originally submitted the claim within the applicable timely filing period.  The documentation submitted must indicate the Claim was originally submitted before the timely filing period expired.



Acceptable documentation for timely filing includes the following:



1. A copy of the Claim with a computer-printed filing date (a handwritten date is not acceptable)



2. An original fax confirmation specifying the Claim in question and including the following information: date of service, amount billed, Member name, original date filed with Angle and description of the service.



3. A confirmation from an overnight mail service or the United States Postal Service of the date of mailing of the claim and including the following information:  date of service, amount billed, Member name, original date submitted for delivery and description of the service.

4. The Participating Provider’s billing system printout showing the following information: date of service, amount billed, Member name, original date filed with Angle and description of the service.  If the Participating Provider doesn’t have an electronic billing system, approved documentation is a copy of the Member’s chart indicating the billed date and/or a copy of the billing records indicating the billed date, and the information listed above.



5. If the Claim was originally filed electronically, a copy of Angle’s electronic Level 2 or your respective clearinghouse’s acceptance/rejection claims report; a copy can be obtained from the Participating Provider’s EDI vendor, EDI representative or clearinghouse representative. The Participating Provider also must demonstrate that the Claim and the Member’s name are on the original acceptance/rejection report. Note: When referencing the acceptance/reject report, the Claim must show as accepted to qualify for proof of timely filing. Any rejected Claims must be corrected and resubmitted within the timely filing period.



6. A copy of an Angle letter requesting additional Claim information showing the date information was requested.



7. Appeals for claims denied for failing to meet timely filing requirements must be submitted to Angle in writing. Angle does not accept appeals over the phone.



F.	Duplicate Claims (aka Tracers)

participating providers should refrain from submitting a Claim multiple times to avoid potential duplicate denials. participating providers can check the status of Claims via Angle’s Provider portal.



G.	Late Charges

Late charges for Claims previously filed can be submitted electronically. You must reference the original Claim number in the re-billed electronic Claim. If attachments are required, please submit them using the PWK attachment face sheet. (See Electronic Data Interchange website for instructions).



Late charges for Claims previously filed can be submitted via paper. Type of bill should contain a 5 in the 3rd position of the TOB (ex: 135). A late billing should contain ONLY the additional late charges. The participating provider should also advise the original claim# to which the late charges should be added.



H.	Claim Receipt Verification and Claim Status Inquiries

For verification of claim receipt or claim status inquiries:



· Angle will verify the date of claim receipt within two (2) Business days of receipt of an electronic claim and within fifteen (15) Business days of receipt of a hard copy claim. 

· Claim status is provided via an Explanation of Benefits (EOB) that is included with all payments. An example of the EOB and explanation of terms are provided on subsequent pages.

· participating providers can confirm claim receipt and claim status by calling the Operations Center toll free at (855) 937-1811, Monday through Friday from 8:00 a.m. to 8:00 p.m. The following information is needed at the time of the call: Member number, date of service, procedure code, Participating Provider name, and Angle claim number (if known). Providers are encouraged to use the Provider Portal to check status of more than ten (10) claims in lieu of contacting the Call Center.



I.	Claims Editing System

The clinical editing system in use is based on multiple-coding support including:

· CPT-4, HCPCS, and ICD-10-CM

· CCI

· AMA and CMS guidelines and industry standards

· Medical policy and literature research

· Input from academic affiliations

· Specialty society recommendations



Every decision is fully supported with a variety of clinical documentation to ensure complete understanding of the system and communication to the Provider community. The edits are based on the information provided on the claim. If the claim information is incomplete or invalid, the claim edits will be accurate but may not be the outcome the Provider expected.



Most edits are reviewed by coding staff before claims are processed. Providers need to ensure additional documentation to justify coding is included on the claim, such as modifiers and information in box 19 of the CMS 1500 or box 84 of the UB04. Any clinical or operative reports should be attached to validate procedures billed with modifier 59, Emergency Services and unlisted procedures. The additional information will provide the claims examiner with the necessary information to process the claim correctly.

 

J.	Claims Policy Administration Module

In order to process claims consistently, based on industry-standard guidelines, the Policy Administration Module allows the building of custom rules that reflect medical and payment policies. To address the complexity of benefit plan designs, the module allows for the enhancement of code auditing with additional fields and combinations for review or comparison that include:



· Frequency of procedure codes

· Claim lines for code combinations present or not present

· Claim lines for limits based on days before or after the claims date

· Claim lines for the same, different or all providers or the same specialty

· Monitoring for the frequent use of modifier codes



Industry standard guidelines that will be audited via the Policy Administration Module include but not limited to:



· Denying the Add-On Code without the parent code billed

· Procedure allowed once in a lifetime for certain surgical procedures

· Documentation required when billing modifier 62

· Denying Co-Surgeon (mod 62) codes not payable per Medicare guidelines

· Codes not payable with team surgeon modifier 66

· Denying drug admin codes without the drug billed

· New visit frequency editing



K.	Encounter Data

Angle must receive timely encounter data to appropriately track member’s deductibles and out-of-pocket costs, meet reporting requirements, and monitor the value of services provided under capitation. participating providers reimbursed under capitation must send encounter data to Angle for each member encounter. Encounter data must be submitted either electronically or on the applicable claim form following standard claims submission guidelines, within 180 days of the date of service. An explanation of benefits (EOB) is sent to acknowledge all encounter data. Capitated providers also receive a Capitation Listing to support the capitation payment.



Encounter data completeness and quality is monitored regularly by Angle. If problems are identified with the timeliness, quality or quantity of submissions, Angle will contact the capitated Participating Provider to review and correct the identified problems.



L.	Fee Schedules

The current Medicare fee schedule is available on www.cms.hs.gov/fslookup.  The Durable Medical Equipment, Prosthetics/Orthotics, and Supplies Fee Schedule (DMEPOS) can be found on www.noridianmedicare.com. Please refer to your Provider Agreement with Angle for details on how these fee schedules and other mutually agreed upon payment rates are used to determine reimbursement. If you have any questions regarding your Provider Agreement, please contact:



Angle Health

Attention: Provider Operations

Phone: (855) 937-1811

Email: providers@anglehealth.com 

M.	Diagnosis Code Specificity

Angle requires diagnosis code specificity when filing claims. It is important to file “ALL” applicable diagnosis codes to the highest degree of specificity. Use the following specificity rules for filing claims:



· Always report the most specific diagnosis codes. Example: Only use 3-digit ICD-10 codes when 4-digit codes are not available and 4-digit codes when 5-digit codes are not available in a particular category. Though the code sets are different for ICD-10 codes, the same principles apply. Always report the most specific codes.

· Always include ALL related diagnoses, including chronic conditions you are treating the member for.

· Always include an additional code when required to provide a more complete picture. 

· Medical records must support ALL diagnosis codes on claims.

· Filing claims with NOS (not otherwise specified) and NEC (not elsewhere classified) diagnosis codes is not preferred. Filing claims with NOS and NEC codes delays claim processing and may result in Angle requesting medical records. It may also result in delayed payment and possible payment reductions.

· Reporting a header code on a claim is considered to be an incomplete code and the claim will be returned to the provider as “incomplete.”



N.	Commercial Risk Adjustment

Angle is using the Commercial Risk Adjustment (CRA) model that the Affordable Care Act (ACA) has adopted to predict healthcare costs based on enrollees in risk-adjustment-covered plans. The model incorporates organized diagnosis codes also known as HCCs (hierarchical condition categories) that correlate or link to corresponding diagnosis categories. It is critical that Angle receives complete and accurately coded claims to properly indicate our members’ health status.



O.	Adjustment Requests

All explanation codes listed on the EOB should be reviewed to determine if a claim denial was the result of insufficient information or an incomplete claim. Please submit all requested documents or a corrected claim promptly to ensure appropriate, timely reimbursement. Corrected claims must be identified as such to avoid being identified as duplicates. participating providers who feel their claim was processed incorrectly should contact the Provider Operations Center at (855) 937-1811 or providers@anglehealth.com for an explanation, or send in an adjustment request with a copy of the claim and clinical support, if appropriate, to our Provider Operations Department. 



After reviewing the request, the Provider Operations Center will advise if an adjustment is necessary. If an adjustment is necessary, the request will be sent to the Claims Department for reprocessing.

P.	Coordination of Benefits

If a member or eligible dependent is covered by more than one health benefit plan, the carriers involved work together to prevent duplicate payments for any services. This cooperative effort is called Coordination of Benefits (COB), a provision in most health benefit plans. Angle determines primacy by following guidance from the National Association of Insurance Commissioners (NAICS). Coordination of benefits is vital in keeping the cost of coverage as low as possible. Prior to billing Angle or an affiliated Primary Medical Group, participating providers must bill primary insurance carriers, including Medicare. The Participating Provider must include a copy of the other insurance carrier’s explanation of benefits with the claim.



Angle will advance participating providers covered benefits at the time of the member’s medical need, even if the Member illness or injury is suspected to be work-related or otherwise covered by a third-party payer. If the covered benefits received by the Member are found to be covered by workers’ compensation or another third-party payer, Angle will pursue reimbursement. This requirement is consistent with State and Federal laws that prohibit delaying or refusing to provide covered benefits because the member may be entitled to other coverage.



If Angle is other than the primary payor, any further compensation to the Participating Provider from Angle or the Member will be determined in accordance with the Provider Agreement, the applicable Health Benefit Agreement and any applicable Plan written policies and procedures for coordinating benefits. Such compensation from Angle as a secondary payer, plus the amounts owed by all other sources, including the Member, shall add up to one hundred percent (100%) of Angle’s rate.



Notwithstanding the foregoing, in no event shall Plan or the Member be required to pay more than they would have paid had Angle been the primary payor. participating providers will not collect any amount from the Member if such amount, when added to the amounts collected from the primary and secondary payers, would cause total reimbursement to the Participating Provider for the Covered Service to exceed the amount allowed for the Covered Service under the Provider Agreement. Further, this provision shall not be construed to require participating providers to waive Cost Share in contravention of any Medicare rule or regulation, nor shall this provision be construed to supersede any other Medicare rule or regulation. Under this section, participating providers are permitted to seek payment from other sources by reason of the existence of other group coverage in addition to Angle’s Benefit Agreement. participating providers may seek payment from the other sources on a basis other than Angle rate.



To ensure Angle has the most up-to-date carrier information on file, we will routinely send out Coordination of Benefits (COB) Questionnaires to our Members when a potential primary payer is identified or suspected.  

Q.	Third Party Liability

Occasionally, a member may be treated for a condition, illness, or injury for which another person or entity may be liable or legally responsible for causing. Under the Angle Benefit Agreements, Angle pays the treatment costs associated with such conditions, illnesses or injuries, if they are otherwise covered by the Benefit Agreement. Angle may have a right under the Member’s Benefit Agreement to seek reimbursement for the benefits it pays for this treatment from a third party or third-party’s insurer. However, neither this right to reimbursement, nor the fact that Angle may have been reimbursed in whole or in part for a particular benefit payment, renders the medical services non-covered under the Member’s Agreement.



If a member is injured in an accident, caused by a negligent or intentional act or omission of another person, Angle will advance Covered Benefits at the time of need subject to an automatic lien by agreement to reimburse Angle from any recoveries or reimbursement the Member may receive from the person who caused the injury. participating providers may not refuse to provide Covered Benefits to Members who are injured by another party. participating providers may not require Members to assign any recoveries or reimbursements to the Participating Provider as a condition of receiving care. All claims for services rendered in relation to a third-party tort liability case should be submitted for processing as described in Angle’s Notice of Claims Settlement Practices. The claims will follow normal processing guidelines. Any recovery related to third party or worker’s compensation liabilities will be made by Angle.



Angle must be notified in writing of all potential and confirmed third party tort and worker’s compensation liability cases that involve an Angle Member. Notification must include:



· Member name

· Member identification number

· Date of birth

· Date of injury

· Identification of third party, if known

· Provider name and address

· Date(s) of service

· ICD-10 code and/or description of injury

· CPT code and/or description of service(s) rendered

· Billed charges for service(s)

· Any amount paid by other coverage (if applicable)

· Date of denial and reason(s) for any applicable denials from other payers






Send notices of potential third-party liability to:



Angle Health

Attn: Third Party Liability

PO Box 21428

Eagan, MN 55121

Email: providers@anglehealth.com 



R.	Member Costs and Out-of-pocket maximum

Copayments, Coinsurance and Deductibles are fees paid by the Member to the Provider for Covered Benefits. Angle Members may only be charged for applicable Copayments, Coinsurance and Deductibles indicated on the Member’s identification card, through Angle’s website, and/or as verified with Customer Care.



A Member’s financial responsibility will vary based on the Member’s Benefit Agreement. A Copayment is a flat amount (e.g., $15.00 Copayment for an office visit) that remains the same during each benefit period.  Coinsurance is a percentage of the contracted rate (e.g., 20% Coinsurance for durable medical equipment) that the member is responsible for paying after satisfying any applicable deductible. Coinsurance cannot be determined until Angle has received and processed a claim; therefore, no member should be billed for coinsurance in advance. 



Some benefit plans include a Deductible. A Deductible is the amount the Member must pay each benefit period for certain Covered Benefits before Angle will start to pay for those Covered Benefits. The amounts the Member is required to pay for the Covered Benefits subject to a Deductible are based upon Angle’s cost for the Covered Benefit. Once the Member has met the plan year Deductible, the Member pays the applicable Copayment and/or Coinsurance for Covered Benefits and Angle pays the balance.

 

· There is a maximum total amount of Copayments, Coinsurance and Deductibles Members pay each year for Covered Benefits, excluding supplemental benefits. The annual Out-of-pocket maximum amount is listed on the Health Plan Benefits and Coverage Matrix and is renewed at the beginning of each benefit period. Copayments and Deductibles for supplemental benefits do not apply to the annual Out-of-pocket maximum. If a member pays amounts for Covered Benefits that equal the Individual Out-of-pocket maximum, no further Copayments or Deductibles are required for that Member for Covered Benefits (excluding supplemental benefits) for the remainder of the year. Premium contributions will continue to be required.

· Once a member in a family satisfies the Individual Out-of-pocket maximum, the remaining enrolled family members must continue to pay applicable Copayments and Deductibles until either (a) the sum of the Copayments and Deductibles paid by the family reaches the Family Out-of-pocket maximum or (b) each enrolled family member meets his/her Individual Out-of-pocket maximum, whichever occurs first.

· When the sum of the Copayments and Deductibles paid for all enrolled Members equals the Family Out-of-pocket maximum, no further Copayments or Deductibles are required from any enrolled Member of that family for the remainder of the benefit period.

· Only amounts that are applied to the Individual Out-of-pocket maximum may be applied to the Family Out-of-pocket maximum. Any amount the Member pays for Covered Benefits that would otherwise apply to the Individual Out-of-pocket maximum, but which exceeds the Individual Out-of-pocket maximum will be refunded to the Member, and will not apply toward the Family Out-of-pocket maximum. Individual Members cannot contribute more than their Individual Out-of-pocket maximum amount to the Family Out-of-pocket maximum.

· Calculation of Out-of-pocket maximums may be different for Members enrolled in an HSA-compatible benefit plan.

· The following payments do not apply to the Out-of-pocket maximum. Members are required to continue to pay the payments listed below even if the annual Out-of-pocket maximum has been reached.

· Payments for services or supplies that Angle does not cover, e.g., excluded drugs, cosmetic surgery, and unauthorized non-emergency services.

· Copayments for supplemental benefits such as assisted reproductive technologies, chiropractic services, and hearing aids.



Angle will notify Members when they have reached their annual out-of-pocket maximums. The Member will receive a confirmation letter to show proof to participating providers that no additional out-of-pocket costs are due for the benefit period.



S.	Balance Billing

Angle Members may only be charged for applicable Copayments, Coinsurance and Deductibles as indicated on the Member’s identification card and/or as verified with the Operations Center. Balance billing occurs when a member receives a bill from a Participating Provider for services that are covered by Angle. Under your Provider Agreement, and consistent with state law, Angle’s Members are not liable to a Participating Provider for any sums owed to the Participating Provider by Angle. Consistent with the Provider Agreement and relevant state law, participating providers are prohibited from billing Members for services covered by Angle. For example, if Angle denies a claim for a Covered Benefit because the claim was submitted after the submission deadline, the Participating Provider may appeal the denial to Angle, but may not bill the Member for the services regardless of the outcome of the appeal.



participating providers may not seek additional payment from Angle Members beyond those authorized in the Benefit Agreement description. At no time should Members be balanced billed for appropriately authorized Covered Benefits. For services that are not covered under the Benefit Agreement, the Member should be notified in advance that the service is not covered, and that the Member will be responsible for payment in full for that service. participating providers should make best efforts to refer members to other participating providers. If a member requires a referral to an out-of-network provider, the Participating Provider should notify the member in advance, including additional costs that may be incurred. 



Angle’s Operations Center is available to assist participating providers and Members with balance billing questions. In most cases, Members are informed that they are receiving a statement from participating providers while billing between the Participating Provider and Angle is in process. participating providers need to help ensure that balance billing is not initiated when Plan payment is expected. For assistance with specific Member issues and claims status, participating providers may contact the Provider Operations Center at (855) 937-1811 or email providers@anglehealth.com. We are available to assist you Monday through Friday from 8 a.m. to 8 p.m.



Effective January 1, 2022, a new federal law called the No Surprises Act, prohibits insurers and providers from balance billing consumers when out-of-network services are received from an in-network provider. Angle Health will follow guidance provided from the Department of Health and Human Services regarding this new law. Additional information and changes will be communicated at a later time. 



T.	Member’s Liability

The only charges for which the Member may be liable, and may be billed by a Participating Provider, are the following items:



1. Services not covered by the Member’s Benefit Agreement. However, for health services that are not medically necessary or are experimental/investigational, refer to Number 3 below.

2. Copayments, Coinsurance and Deductible amounts required by the Member’s Benefit Agreement, if the Provider Operations Center has been contacted to verify the Member’s responsibility (i.e., whether or not the Member has satisfied his or her respective deductible).

3. Health services that are not Medically Necessary, but agreed to by the Member in advance, in writing, on a Member (Patient) Responsibility Agreement approved by Angle, which informs the Member that the services are likely not to be deemed Medically Necessary or are likely to be non-covered due to being experimental or investigational, and which includes an estimate of the cost of the services to which the Member is agreeing to pay. A sample of the Member (Patient) Responsibility Agreement can be found on the Angle Provider portal.  www.anglehealth.com. 

4. participating providers may not charge a member for upgrades on durable medical equipment (DME) or other services generally not covered under the Member’s Benefit Agreement, unless the Member has agreed to cover such upgrades in writing, by signing a waiver form approved by Angle. A sample of the Member (Patient) Responsibility Agreement can be found on the Angle Provider portal, www.anglehealth.com. 

5. This member (Patient) responsibility agreement must be made in advance and with knowledge of Angle’s lack of medical necessity determination. For the waiver form to be valid, the enrollee must sign it.

6. The waiver form should indicate the full amount the Participating Provider is billing for the service/equipment and the amount the Member has agreed to as his or her responsibility. To avoid processing delays, submit the waiver form with the claim.

7. Members are not liable for any stop loss balances after reaching their benefit maximum.

8. Members who are injured workers are not responsible for payment of any compensable medical care and cannot be balanced billed under the terms of the Angle Provider Agreement. 

8. 


SECTION VII. | OVERPAYMENTS



Angle reviews Claims for accuracy and requests refunds if claims are overpaid or paid in error. Some common reasons for overpayment are, but not limited to:
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· Incorrect payee

· Coordination of benefits

· Allowance overpayments

· Late credits

· Billed in error	

· Duplicate

· Non-covered services	

· Claims editing

· Terminated member(s)

· Total charge overpaid

· Angle identified overpayment (aka “Solicited”)





When refunding Angle on a claim overpayment that Angle has requested, use the payment coupon included on the request letter and the following information with your check:



· The payment coupon

· Member ID number

· Member’s name

· Claim number

· Date of service

· Reason for the refund as indicated in our refund request letter



If you believe an overpayment was identified in error, you should contact Angle in writing following the instructions included in the overpayment letter.  If you do not respond within 45 days or more, your Provider Agreement may allow you either to challenge the overpayment assessment or to pay.  Angle may process a claim recoupment from any claim Participating Provider submits to Angle, if the Provider Agreement allows recoupment. 



Participating Provider Identified Overpayments (aka “voluntary” or “unsolicited”)



If Angle is due a refund as a result of an overpayment discovered by a Provider, refunds can be made by sending a refund check with the support documentation noted above, also noting the reason for the refund as indicated in the list above of common overpayment reasons. A copy of the Refund Notification form can be found on our website at www.anglehealth.com. 




SECTION VIII. | DISPUTE RESOLUTION AND ARBITRATION



The substantive rights and obligations of Angle and participating providers with respect to resolving disputes are set forth in the Angle Provider Agreement (the “Provider Agreement''). All administrative remedies set forth in the Provider Agreement in this Section shall be exhausted prior to filing an arbitration demand. Unless provided otherwise in the Provider Agreement, the following provisions set forth some of the procedures and processes that must be followed during the exercise of the Dispute Resolution and Arbitration Provisions in the Provider Agreement.



A.	Dispute Resolution Process for participating providers 

A “Participating Provider Dispute” is a Participating Provider’s written notice to Angle challenging or appealing a claim (or a multiple group of substantially similar claims that are individually numbered) that has been denied, adjusted, or contested or seeking resolution of a contract dispute (or multiple groups of substantially similar contractual disputes that are individually numbered); or disputing a request for reimbursement of an overpayment of a claim. Each Participating Provider Dispute must contain, at a minimum, the following information: Provider’s name, identification ID number, contact information and:



· If the Participating Provider Dispute pertains to an alleged denial of a claim, underpayment of a claim, or a request for reimbursement of an overpayment recovery made by Angle on a claim, the following must be provided:

· A clear identification of the disputed claim; the claim number is preferred

· The date of service

· A clear explanation of the basis for which the Participating Provider believes the payment amount should be adjusted

· Requested additional information

· Request for reimbursement for the overpayment of a claim, contest, denial, adjustment or other action

· If the Participating Provider Dispute is not about a claim, a clear explanation of the issue and the Participating Provider’s position on such issue

· If the Participating Provider Dispute involves an enrollee or group of enrollees:

· Their name(s) and identification ID number(s)

· A clear explanation of the disputed item, including the date of service and the Participating Provider’s position on the dispute

· Each Enrollee’s written authorization for the Participating Provider to represent said enrollees

· The Participating Provider Dispute Resolution request must be submitted through the Provider Portal, by fax, mail, or e-mail to ag@anglehealth.com. 



B.	Time Period for Submission of Participating Provider Disputes:

· Participating provider disputes must be received by Angle:

· No later than 60 days from Angle’s action that led to the dispute; or

· In the case of inaction, no later than 60 days after the Provider’s time for contesting or denying a claim (or most recent claim if there are multiple claims) has expired.

· Participating provider disputes that do not include all required information, as set forth above, may be returned to the submitter for completion. An amended Participating Provider Dispute, which includes the missing information, shall be submitted to Angle within 30 Business days of the returned receipt date.



C.    	Acknowledgment of Participating Provider Disputes



Angle will acknowledge receipt of all participating provider disputes within 15 business days of the date of receipt.



D.	Inquiries Regarding Participating Provider Disputes. 



All inquiries regarding the status of a Participating Provider Dispute or information about filing a Participating Provider Dispute must be directed to Angle by “Type of Plan” at the telephone numbers listed in the “Claims and Correspondence Mailing Address” subsection of the Directory of Services.



E.	Instructions for Filing Substantially Similar Multiple Participating Provider Disputes. 



You can use the Provider Dispute Resolution Request form to address substantially similar multiple Participating Provider claims, billing or contractual disputes. These disputes may be filed in batches as a single dispute, provided that they are submitted in the following ways:

· Sort Provider disputes by similar issue

· Provide cover sheet for each batch

· Number each cover sheet

· Provide a cover letter for the entire submission describing each Provider dispute, with references to the numbered cover sheets



F.	Time Period for Resolution and Written Determination of Participating Provider Disputes. 



Angle will issue a written determination stating the pertinent facts and explaining the reasons for its determination within 30 Business days after the date of receipt of the Participating Provider Dispute or the amended Participating Provider Dispute and 30 Calendar Days for Medical Necessity appeals where there was a Medical Necessity review prior to discharge of the patient.

 

G.	Past Due Payments 



If the Participating Provider Dispute or amended Participating Provider Dispute involves a claim and is determined, in whole or in part, in favor of the Provider, Angle will pay any outstanding monies calculated to be due, as well as all interest and penalties required by law or regulation, within thirty (30) Business days of the issuance of the written determination. For more information concerning claims submission instructions and claims settlement practices, refer to the Claims Submission section of this Manual.



Following the Provider Dispute Resolution Process, if you continue to disagree with Angle’s decision, you may request a meet and confer, and then, if necessary, arbitration, pursuant to your Agreement and the below Meet and Confer subsection.



H.	Meet and Confer



All Participating Provider disputes must be submitted to, and processed through, the Provider Dispute Resolution Process prior to requesting a meet and confer conference. The following procedures are applicable to all meet and confer requests submitted to Angle on or after the effective date of this Manual.



Prior to filing an arbitration demand over one or more disputed issues, the parties shall meet and confer in an effort to informally resolve the dispute. Unless otherwise agreed to by both parties, the meet and confer will be handled based upon the exchange of written information related to the disputed issue(s).



The party requesting the meet and confer (Requesting Party) shall provide all documentation and materials upon which it bases its position in the meet and confer. Any meet and confer request made by the Provider shall, at a minimum, contain the following information related to each patient claim that is the subject of the meet and confer request: 

1) Patient’s name

2) Patient’s Angle ID number

3) Applicable date(s) of service

4) A copy of the written determination that was made by Angle on the dispute when it was submitted to the Angle Provider Dispute Resolution process

5) The Provider’s expected reimbursement amount

6) The manner in which the expected reimbursement amount was calculated by the Provider

7) An explanation as to why the Provider disagrees with the claim determination made by Angle during the Provider Dispute Resolution Process.

For the particular types of issues set forth immediately below, the following additional information shall be submitted in connection with a meet and confer request:



· Medical Necessity

· The patient’s complete medical records for the date(s) of service in dispute.

· Note that certain Facility Agreements provide that medical necessity disputes (length of stay, level of care, and/or whether the service is investigational/experimental) are to be handled through a binding determination to be made by an Independent Review Organization (IRO), in lieu of a meet and confer and/or arbitration. If your Agreement includes this provision, then do not request a meet and confer over a medical necessity dispute.

· Timely Filing

· If a claim was denied based upon an alleged failure to timely submit a claim, written proof, in the form(s) set forth in the section entitled “Claims Submission” subsection Claim Submission Filing Limit, and Timely Filing Acceptable Forms of Proof that the claim was timely filed.

· Lack of Authorization

· If a claim was denied based upon a lack of authorization, written proof of authorization.

· Coding Issues

· If a claim was partially or completely denied due to missing or incorrect revenue, CPT and/or HCPCS codes, Angle allows providers to submit corrected claims within the claims submission filing deadline set forth in the Agreement with Angle. If an unlisted or newly-created code is submitted on a claim, Angle may require medical records or other clinical documentation to make a final reimbursement determination.

· 24 Hour/Midnight Rule

· If your Provider Agreement includes the 24-hour or midnight rule and there is a dispute over whether a patient claim was to be paid at the inpatient or outpatient rate, written documentation showing the date and time the patient was admitted and discharged from the Facility is needed.



I.	Further Dispute Resolution

However, claims may only be batched upon behalf of one (1) Requesting Party.



In the case of a Facility medical necessity dispute, except for medical necessity disputes where the Facility and Angle have agreed to resolve such disputes through the binding IRO process, if satisfactory resolution is still is not reached through the meet and confer process, the Facility agrees to arbitrate the dispute, as set forth in the Facility’s Provider Agreement. The Facility may only commence arbitration after the dispute has been submitted to both the Provider Dispute Resolution Process and then the Meet and Confer Process. 



In the case of any other Participating Provider dispute, if satisfactory resolutions still are not reached through the meet and confer process, the Participating Provider agrees to arbitrate the dispute, as outlined in the Provider Agreement. The Participating Provider may only commence arbitration after the dispute has been submitted to both the Provider Dispute Resolution Process and then the Meet and Confer Process.



The Provider Dispute Resolution Process and the Meet and Confer Process shall not toll the running of the applicable statute of limitations for filing an arbitration demand. Therefore, the Participating Provider is strongly encouraged to engage in the Provider Dispute Resolution Process and Meet and Confer Process in a timely manner.



J. 	Independent Review Organization (IRO) Dispute Resolution Process for Facility Medical Necessity Disputes



Certain facilities have a Provider Agreement with Angle that requires all medical necessity disputes (length of stay, level of care, or whether a procedure is investigational/experimental) to be resolved through a binding determination to be made by an IRO. If your Provider Agreement with Angle contains this dispute resolution provision and the claim involves one where Angle performs the utilization management and facility appeal/facility dispute resolution function for the claim in dispute, you are still required to first submit the dispute through an appeal made in accordance with the Provider Dispute Resolution Process described above. If you are not satisfied with the outcome of the Provider Dispute Resolution Process, do not submit the dispute to the meet and confer process, but instead use the IRO process.



Further, if your Provider Agreement with Angle contains this IRO dispute resolution provision, you may not submit medical necessity disputes for those claims to arbitration. Instead, for all medical necessity disputes for those claims, the Facility shall adhere to the Process below for a binding, final resolution of the dispute to be made by an IRO. If the claim in dispute is not one where Angle performs the Utilization Management and Facility appeal/Facility dispute resolution functions, then this IRO process does not apply.



1. For each disputed medical necessity claim where Angle performs the Utilization Management and Facility appeal/Facility dispute resolution function for the claim in dispute, the Facility shall complete and submit to Angle a Facility Binding Independent Review Organization (IRO) Request form. The form must be completed in its entirety. Copies of the form can be found in the Angle Provider portal.



2. The completed form shall be mailed to: PO Box 21428, Eagan, MN 55121

3. A separate form must be completed and submitted for each disputed medical necessity claim;

4. The Facility may select one IRO to be used from a list of two or more IROs that Angle will identify on the IRO Request form;

5. All submissions made pursuant to this section shall be made within the timeframe set forth in your Provider Agreement with Angle. If no timeframe is set forth in your Provider Agreement with Angle, then the submission of a medical necessity dispute to the IRO process shall be made no later than 180 days following an adverse determination made by Angle in the Provider Dispute Resolution process;

6. Once an IRO Request is submitted and Angle receives the request, Angle will review the request, along with all medical records previously submitted by the Facility, and determine if it qualifies for an independent External Review. 

7. If the request is eligible for review, an IRO will be assigned to your review and written notice of this assignment will be sent to you.

8. When the designated IRO makes its determination, copies of the written determination will be transmitted to both Angle and the Facility;

9. If the IRO rules either in whole, or in part, in favor of the Facility, Angle will directly adjust and pay the claim through its claims system in accordance with the determination made by the IRO.

10. Unless your Agreement with Angle provides otherwise, the cost of the IRO shall be the responsibility of Angle.



K. 	Dispute Resolution – Arbitration

The substantive rights and obligations of Angle and participating providers with respect to resolving disputes are set forth in the Angle Provider Agreement (the “Provider Agreement''). All administrative remedies set forth above shall be exhausted prior to filing an arbitration demand. Unless provided otherwise in the Provider Agreement, the following provisions set forth some of the procedures and processes that must be followed during the exercise of the Dispute Resolution and Arbitration Provisions in the Provider Agreement.



1. Attorney’s Fees and Costs

The shared fees and costs of the non-binding mediation and arbitration (e.g., fee of the mediator, fee of the independent arbitrator, etc.) will be shared equally between the parties. Each party shall be responsible for the payment of that party’s specific fees and costs (e.g., the party’s own attorney’s fees, the fees of the party selected arbitrator, etc.) and any costs associated with conducting the non-binding mediation or arbitration that the party chooses to incur (e.g., expert witness fees, depositions, etc.). Notwithstanding this provision, the arbitrator may issue an order in accordance with Federal Rule of Civil Procedure Rule 11.



2. Location of the Arbitration

The arbitration hearing will be held in the city and state in which the Angle office, identified in the address block on the signature page to the Provider Agreement, is located except that if there is no address block on the signature page, then the arbitration hearing will be held in the city and state in which the Angle Plan has its principal place of business. Notwithstanding the foregoing, both parties can agree in writing to hold the arbitration hearing in some other location.



3. Selection and Replacement of Arbitrator(s)

For disputes equal to or greater than (exclusive of interests, costs or attorney’s fees) the dollar thresholds set forth in the Dispute Resolution and Arbitration Article of the Provider Agreement the panel shall be selected in the following manner. The arbitration panel shall consist of one (1) arbitrator selected by the Participating Provider, one (1) arbitrator selected by Angle, and one (1) independent arbitrator to be selected and agreed upon by the first two (2) arbitrators. If the arbitrators selected by the Participating Provider and Angle cannot agree in thirty (30) calendar days on who will serve as the independent arbitrator, then the arbitration administrator identified in the Dispute Resolution and Arbitration Article of the Agreement shall appoint the independent arbitrator. In the event that any arbitrator withdraws from or is unable to continue with the arbitration for any reason, a replacement arbitrator shall be selected in the same manner in which the arbitrator who is being replaced was selected.



4. Discovery

The parties recognize that litigation in state and federal courts is costly and burdensome. One of the parties’ goals in providing for disputes to be arbitrated instead of litigated is to reduce the costs and burdens associated with resolving disputes. Accordingly, the parties expressly agree that discovery shall be conducted with strict adherence to the rules and procedures established by the mediation or arbitration administrator identified in the Dispute Resolution and Arbitration Article of the Agreement, except that the parties will be entitled to serve requests for production of documents and data, which shall be governed by Federal Rules of Civil Procedure 26 and 34.



5. Decision of Arbitrator(s)

The decision of the arbitrator, if a single arbitrator is used, or the majority decision of the arbitrators, if a panel is used, shall be binding. The arbitrator(s) may construe or interpret, but shall not vary or ignore, the provisions of the Provider Agreement and shall be bound by and follow controlling law including, but not limited to, any applicable statute of limitations, which shall not be tolled or modified by the Agreement. If there is a dispute regarding the applicability or enforcement of the class waiver provisions found in the Dispute Resolution and Arbitration Article of the Agreement, that dispute shall only be decided by a court of competent jurisdiction and shall not be decided by the arbitrator(s). Either party may request a reasoned award or decision and if either party makes such a request, the arbitrator(s) shall issue a reasoned award or decision setting forth the factual and legal basis for the decision.



The arbitrator(s) may consider and decide the merits of the dispute or any issue in the dispute on a motion for summary disposition. In ruling on a motion for summary disposition, the arbitrator(s) shall apply the standards applicable to motions for summary judgment under Federal Rule of Civil Procedure 56.



Judgment upon the award rendered by the arbitrator(s) may be confirmed and enforced in any court of competent jurisdiction. Without limiting the foregoing, the parties hereby consent to the jurisdiction of the courts in the state(s) in which Angle is located and of the United States District Courts sitting in the state(s) in which Angle is located for confirmation and injunctive, specific enforcement, or other relief in furtherance of the arbitration proceedings or to enforce judgment of the award in such arbitration proceeding.



A decision that has been appealed shall not be enforceable while the appeal is pending.



6. Confidentiality

Subject to any disclosures that may be required or requested under state or federal law, all statements made, materials generated or exchanged, and conduct occurring during the arbitration process including, but not limited to, materials produced during discovery, arbitration statements filed with the arbitrator(s), and the decision of the arbitrator(s), are confidential and shall not be disclosed in any manner to any person who is not a director, officer, or employee of a party or an arbitrator or used for any purpose outside the arbitration. If either party files an action in federal or state court arising from or relating to a mediation or arbitration, all documents must be filed under seal to ensure that confidentiality is maintained. Nothing in this provision, however, shall preclude Angle or affiliates from disclosing any such details regarding the arbitration to its accountants, auditors, brokers, insurers, reinsurers or retrocessionaires.

7. 


SECTION IX. | CLINICAL APPEALS

Clinical appeals refer to a situation in which an authorization or claim for a service was denied as not Medically Necessary or experimental/investigational. Medical Necessity appeals/prior authorization appeals are different from Claim payment disputes and should be submitted in accordance with the Clinical Appeal process.



For questions regarding non-clinical decisions, please refer to the Dispute Process for participating providers section of this Manual. Examples of non-clinical items that fall under the Dispute Resolution Process for participating providers section of this Manual include:

●	Contractual payment issues

●	Disagreements over reduced or zero-paid claims

●	Claim code editing issues

●	Duplicate Claim issues

●	Retro-eligibility issues

●	Claim data issues

●	Timely filing issues



A.	Clinical Appeals



Clinical Appeals can be used if Providers disagree with clinical decisions. Clinical Appeals are requests to change decisions based on whether services or supplies are Medically Necessary or experimental/ investigative. Utilization Management (UM) program Clinical Appeals involve certification decisions, Claims, or predetermination decisions evaluated on these bases. Clinical Appeals can be made verbally, in writing, or by using the Angle Provider Portal Clinical Appeals Reviewer for appeals regarding prior authorization adverse decisions.



Angle Members may designate a representative to exercise their complaint (grievance) and appeal rights. When a Provider is acting on behalf of a member as the designated representative, the complaint or appeal may be directed to Clinical Operations, using the phone number on the back of the Member ID card. These types of issues are reviewed according to Angle’s Appeal and Grievance procedures, for each applicable state. Clinical Operations will help Providers determine what action must be taken and if a Designation of Representative (“DOR”) form is needed.



B.	Guidelines and Timeframes for Submitting Clinical Appeals



· Providers have one hundred eighty (180) calendar days to file a clinical appeal from the date they receive notice of Angle's initial decision, unless otherwise specified in the Member’s Certificate of Coverage (COC).



· All standard post-service clinical appeals will be resolved within a reasonable period of time appropriate to the medical circumstances, but not later than thirty (30) calendar days from the date Angle received the appeal request.



· For clinical appeals, there are two (2) types of review: standard and expedited.

· Standard Appeal: A standard appeal is available after Angle’s initial determination

· Expedited Appeal: Angle offers an expedited appeal for decisions that meet the following expedited criteria:

· The physician believes that the standard appeal time frames could seriously jeopardize a member’s life or health, could subject a member to severe pain that cannot be adequately managed or disability.



· Both standard and expedited appeals are reviewed by a person who did not make the initial determination. Unless the Member, on his or her own behalf, or another Participating Provider has already filed an expedited appeal on the service at issue in the appeal, a participating provider that requests an expedited appeal will be deemed to be the Member’s designated representative for the limited purpose of filing the expedited appeal. As a result, the expedited appeal will be handled pursuant to the Angle Member Appeal Procedures exclusively.



· UM decisions are communicated in writing to the Participating Provider and Member. These letters provide details on appeal rights and the address to use when sending additional information.



· Appeals should be submitted to Angle, along with a copy of Angle’s response to the original complaint. Send the appeal request to:



Angle Health

Attn: Appeals & Grievances

PO Box 21428

Eagan, MN 55121

ag@anglehealth.com 

 




SECTION X. | MEMBER APPEALS & GRIEVANCES (A&G) PROCESS 



A.	Introduction

The Angle Member Appeals and Grievance process offers Members, their authorized representatives, and Providers acting on behalf of Members the right to request a formal appeal evaluation of any denial issued by Angle. Angle must comply with current federal and state regulations that apply to processing Member Appeals and Grievances. Angled must ensure that internal review processes are fair and impartial.



Angle’s Appeals and Grievances (A&G) Department administers the formal appeals and grievance process. A&G is responsible for ensuring a consistent procedure for documenting, investigating, resolving, and responding to Member issues in a timely and accurate manner. The Angle’s Behavioral Health (BH) A&G Department is responsible for addressing Member appeals and grievances related to behavioral health care services and treatment. The term “A&G” used throughout this section refers to both Medical A&G and BH A&G, unless otherwise specified.



Angle’s plans require Members to file an appeal or grievance before the deadline specified in their Certificate of Coverage (COC) or Schedule of Benefits (SOB) following the date they received a denial notice or the date of an incident or dispute. A&G will follow the timeframe limit that is specified in the Member’s COC or SOB. If the date of the last denial notice or the date of the incident or dispute cannot be determined, A&G will proceed with the appeal or grievance review as filed. If a party responds with a written explanation showing good cause for missing the required timeframe, A&G will consider the circumstances that kept the Member from making the request on time and whether organizational actions might have misled the Member. Exceptions are made for good cause.



The member grievance forms are found on our Provider Portal. It is important to implement processes to provide grievance forms and a description of Angle’s grievance procedures to Angle Members promptly upon request.



Your agreement with Angle requires you to comply with all applicable laws and regulations which includes an obligation to cooperate with Angle’s administration of its grievance program.



Additional information can be accessed on the process of submitting member grievances and appeals, grievance forms, definitions, and appeal rights, on Angle’s website at www.anglehealth.com. 



B.	Member Representation



The appeal process provides for a Member, Member’s authorized representative, and Provider rendering care, acting on behalf of a member, to submit a verbal or written appeal to Angle. Members may choose anyone they wish to represent them, at any level of the appeal process, including an attorney.



A signed designation of representative form (DOR) is not required when the Member’s practitioner, acting on behalf of the Member, submits a pre-service or concurrent appeal. If a member is a minor, or is incompetent or incapacitated, then the parent, guardian, conservator, relative or other designee of the Member, with supporting legal documentation, such as guardianship papers, health care power of attorney, or other appropriate documents, may submit the appeal.



For the purposes of this section, the term “Member” will refer to the Member, designated representative or health care provider acting on behalf of the Member. A&G follows HIPAA and state law privacy standards to ensure Member, medical record and data confidentiality.



C.	Right to Submit Additional Information During Appeals Process



Members have the right to submit written comments, documents and other information related to the appeal request. This information will be accepted and taken into account during the appeal review even when such information was available and considered during the initial review. A&G will conduct a review of the appeal that does not give deference to the initial denial. A&G will fully investigate the content of the appeal, including all aspects of clinical care involved, and document its findings.



Formal appeal and grievance policies and procedures are available to the Member, the health care provider or health care facility rendering care, upon request.



D.	Members with Linguistic and Cultural Needs, Limited English Proficiency, and Other Communicative Impairments or Disabilities



Angle’s appeals and grievances process is designed to serve the linguistic and cultural needs of its member population, as well as the needs of Members with disabilities. A&G shall ensure that all Members have access to, and can fully participate in, the grievance system by providing assistance for those who speak a language other than English, have limited English proficiency, or have a hearing impairment or other communicative impairment. Such assistance includes translation of grievance procedures, forms, and plan responses to grievances, as well as access to interpreters, telephone relay systems and other devices that aid disabled individuals to communicate. A&G associates are trained to ensure that Members, who submit oral or written grievances and appeals in a language other than English, are sent responses in the same language as the Member submitted.



E.	 Grievances

Angle’s Operations Center Representatives try to answer any questions and/or resolve complaints during the Member’s telephone call. Angle encourages all Members to first discuss questions and concerns with their PCP or other participating providers involved in their care. If the Operations Center and the Provider cannot resolve the concern, the matter is forwarded to Angle’s Appeal and Grievance Department.

 

Angle understands that there are two sides to every issue, so it is very important for participating providers to respond to inquiries about Member Grievances. Angle uses responses from Providers to identify opportunities to educate Members regarding realistic expectations of access, office wait times, appropriate patient–physician and patient–office staff interaction, etc. The responses also highlight opportunities for Angle to work more closely with participating providers on interactions that are perceived to be problematic by Angle Member(s) and to work together to improve processes.

 

All clinical Grievances (those that require a clinical body of knowledge to render a decision) will be reviewed by a physician or other appropriately licensed professional. After a decision is rendered, clinical Grievances and the responses to those Grievances will be blinded and forwarded to Angle’s Peer Review Team, which will review Grievances for appropriateness of the resolution and to identify any trends. If the Peer Review Team determines that additional follow-up is needed, the Participating Provider will be notified. If the Team determines Member care was impacted, the case is also reviewed during the re-credentialing process.

 

Angle views every Grievance as a chance to improve the experience Members have with participating providers and vice versa. Angle asks that each Participating Provider who receives a request from Angle to respond to a Member Grievance takes the time to document a full response. Each Member Grievance is an opportunity to educate, dispel myths, or raise awareness

 



F.	Initial Determination Process and Denial Notification Procedures 



The initial decision to approve or deny requests for prospective, concurrent or retrospective health care services is made by Angle (for certain types of health care services) for Members enrolled in PPO plans. If Angle denies a requested health care service or claim, Members and their Providers are sent written notification of the denial and a description of appeal rights.



G.	Process for Submitting Member Appeals and Grievance to Angle



Members may request an appeal and/or grievance regarding any denial of authorization resulting from a request for a prospective, concurrent or retrospective review of health care service. Member appeals and grievances may be submitted in writing or verbally. Members and their representatives also have the option of submitting appeals and grievances online to Angle via the Internet. The grievance website is accessed at www.anglehealth.com. Grievance forms are posted in both Spanish and English on the website. The completed grievance form is then routed to the A&G Department for review and resolution. The Member may also print the form, complete it, and send it to Angle at the address below.



Appeals and grievances received verbally by the Operations Center are documented and routed to the A&G unit for investigation and resolution. Appeals and grievances received verbally by the Utilization Management (UM) Department are documented in a clinical documentation system and routed to A&G.



The Member or Member’s representative should document the circumstances surrounding the grievance or appeal and submit this information along with any available medical documents, including medical records or claims to Angle. Members may refer to their Certificate of Coverage (COC) or contact Angle’s Operations Center for further information on the A&G process. Members may submit a grievance and/or appeal in writing, email, or by facsimile to A&G at the following address:



Angle Health

Attn: Appeals Department

PO Box 21428

Eagan, MN 55121

Email: ag@anglehealth.com

Fax: (855) 938-4540



H.	Acknowledgement and Investigation of Appeals



Appeals and grievances are acknowledged in writing within fifteen (15) calendar days of the health plan receipt date. The acknowledgement letter contains the following information:



a. The date the grievance was received by the health plan

b. A general explanation of the grievance process and timeframe

c. The name, address and phone number of the health plan representative who may be contacted about the grievance

d. A statement that the Member may submit additional written comments, documents or other information in support of the grievance

e. Angle will obtain the necessary medical information used in the initial denial, as well as additional medical information from the Participating Provider, as appropriate. When a request for information is sent, the Provider is required to respond within five (5) calendar days of the request, or sooner depending on the clinical urgency of the case.

Members have a right to review their appeal file, present evidence during the appeals process and continue to receive coverage pending the outcome.



The appropriate administrative and/or clinical specialists will review the case, including any additional supporting information received. The individual(s) reviewing the appeal will not have participated in the original decision, and will not be a subordinate of the individual who made the original decision.



After Angle has completed its review, a written statement of its resolution is sent to the Member and Participating Provider within 30 calendar days of receiving the grievance/appeal. Appeal denial letters will provide the rationale and criteria used in the decision and additional dispute resolution rights as stated in the Member’s EOC, including the right to request an independent medical review (IMR), as applicable.



Members have a right to request a copy of the criteria used in the decision, as well as copies of relevant documents and records relied on in the appeal review. There is no charge to the Member for this information. Members may request this information by calling A&G at (855) 937-1811 for the speech and hearing impaired. A written request for information should be mailed, emailed or sent by facsimile to our Appeals & Grievances Department.



Expedited Appeals



Members or their representatives have the right to request an expedited appeal. Expedited appeals are cases involving an imminent and serious threat to the health of the Member including, but not limited to, severe pain, potential loss of life, limb or major bodily function. An expedited appeal review will automatically apply to inpatient admissions and continued stays, including health care services for Members who remain inpatient in a Facility after receiving emergency care.



When an appeal is expedited, all necessary medical information is gathered to make a determination. As needed, the Provider will be asked to submit medical records to Angle within 24 hours of the request. Expedited appeals must be resolved within 72 hours of the Angle receipt date and hour. The Member is notified verbally and the Provider is notified verbally of the decision within 72 hours of Angle’s receipt. Verbal notification is followed by written notification within three calendar days of receipt.



The written notice will include the decision, rationale, applicable review criteria used in the decision and, if denied, a description of further dispute resolution options, which may include the right to request an IMR.



If the appeal request does not meet the criteria for an expedited review, the Member and Participating Provider are notified in writing within 72 hours of the request. The letter provides the reason for not expediting the appeal and explains the standard appeal process, including the 30-calendar day resolution timeframe. The medical record should be submitted for the appeal.



See Clinical Appeals for additional information on member appeals involving medical necessity or experimental/investigational issues. 



J. Independent Review Organization (IRO)



If care that is requested for a member is denied, delayed, or modified by Angle the Member may be eligible for an Independent Review Organization (IRO). If the case is eligible for IMR, information about the case will be submitted to an independent “like” medical specialist not affiliated with Angle, who will review the information provided and make an independent determination. If the IRO specialist determines the service should be approved, Angle will provide coverage for the health care service.



The IRO process is in addition to any other procedures or remedies that may be available to the Member. A decision not to participate in the IRO process may cause the Member to forfeit any statutory right to pursue legal action against Angle regarding the care that was requested. Members pay no application or processing fees of any kind for IRO. Members have the right to provide information in support of the request for IMR. For cases that are not urgent, the IMR organization designated by the applicable regulating body will provide its determination within 45 calendar days of receipt of the application and supporting documents. The IRO will provide notice of its decision to you, to Angle and to the Utah Insurance Department within 72 hours after the date of receipt of the expedited independent External Review request. If notice of the IRO’s decision is not in writing, the IRO will provide written confirmation of its decision within 48 hours of notice of its decision.



If a service is denied because it is deemed to be an investigational or experimental therapy, the Member may be entitled to request an IRO of this decision. All of the following conditions must be true:



1. The Member must have a life-threatening or seriously debilitating condition. “Seriously debilitating” means diseases or conditions that cause major irreversible morbidity. “Life-threatening” means either or both of the following:

a. Disease or conditions where the likelihood of death is high unless the course of the disease is interrupted

b. Disease or conditions with potentially fatal outcomes, where the end point of clinical intervention is survival



2. The physician must certify that the Member has a condition, as described in paragraph 1 above, for which standard therapies have not been effective, or for which standard therapies would not be medically appropriate, or for which there is no more beneficial standard therapy covered by Angle than the proposed therapy.



3. Either (a) the Participating Physician has recommended a drug, device, procedure or other therapy that he/she certifies in writing is likely to be more beneficial to the Member than any available standard therapies, or (b) the Member or a specialist physician (board eligible or certified) has requested a therapy that, based on documentation from the medical and scientific evidence, is likely to be more beneficial than any available standard therapy.



4. The member has been denied coverage by Angle for a drug, device, procedure, or other therapy recommended or requested as described in paragraph 3 above.



5. The specific drug, device, procedure, or other therapy recommended would be a covered service, except for Angle’s determination that the therapy is experimental or investigational.



The member would request an IRO directly from the state regulatory body. An expedited review can be requested, if the physician determines that the proposed therapy would be significantly less effective if not promptly initiated. In such cases, the analyses and recommendations of the experts on the panel will be rendered within five (5) calendar days of the request for IRO.

 




SECTION XI. | PARTICIPATING PROVIDER RESPONSIBILITIES

A.	General Responsibilities 

Angle relies on its Providers to render high-quality health care service and care in the following manner:



· Provide services only as medically necessary in accordance with generally accepted medical, surgical, and scientific practices and community standards.

· Provide and coordinate continuity of care in the Member’s best interest.

· Maintain quality standards for all health care services.

· Ensure that office sites where care is provided is physically accessible to patients with disabilities, has adequate parking, restroom facilities, seating and a well-lit waiting area.

· Ensure that office sites where care is provided are maintained, are clean and orderly at all times.

· Provide clinical support without delaying care as needed pending prior authorization and appeal requests. 

· Maintain open physician-patient communication regarding appropriate treatment alternatives or when recommending any procedure which Participating Provider deems medically appropriate. The physician communication does not guarantee coverage, as an authorization of said treatment may be required.

· Effectively communicate with Members regarding their health care needs.

· Encourage Members to be active in decisions about their own treatment.

· Be accessible to Angle Members, including emergency access via telephone per the section, Timely Access to Care standards above.

· Assist Members who may be dissatisfied with their health care and/or the delivery of care to report their grievances to Angle and to make Grievance Forms available to Members upon request.  Refer to Member Grievances and Appeals.

· Maintain licensures and other applicable credentials as required by law and Angle’s policy.

· Fully comply with all applicable laws and regulations governing the provision of services.

· Verify each Member’s eligibility prior to rendering services unless it is an emergency. Refer to: Member Enrollment and Eligibility.

· Cooperate with Angle’s Medical Director or designee in the review and supervision of the quality of care administered to Angle’s Members.

· Respond within the designed amount of time to all requests for information related to potential quality of care issues and/or Peer Reviews.

· Maintain and preserve all records and the confidentiality of all records, including but not limited to medical and billing records, as required by law and medical standards.

· Provide medical histories, financial, administrative, and other records of Members as requested by Angle or its designee.

· Maintain the confidentiality of Member information and records, and comply with relevant state law and with Angle’s Notice of Privacy Practices and associated Health Insurance Portability and Accountability Act (HIPAA) standards.

· Treat all Members with respect and not differentiate or discriminate based on factors including, but not limited to, race, religion, color, national origin, gender, age, disability, marital status, sexual orientation, or source of payment.

· Actively participate in Angle’s quality and utilization management initiatives.

· Notify Angle within five (5) days of any change in practice, including but not limited to a change of group affiliation, name, address, telephone number, type of practice, willingness to accept new Members, and/or languages spoken.

· Respond within thirty (30) Business days to Angle’s annual or bi- annual request for affirmative updates, or risk deletion from the Provider Directory.



B.	Health Plan: Additional Provider Responsibilities

participating providers in the Angle Health Plans also agree they will:



· Admit or arrange for the admittance of Members only to participating hospitals, unless admission to a nonparticipating hospital is either authorized in advance by Angle for good cause or in case of emergency. See Referrals to Nonparticipating Providers below.

· Refer Members to participating outpatient surgical centers (outpatient surgical centers, also known as ambulatory surgical centers, are independent medical facilities [not hospitals] where surgical procedures that do not require more than a 12-hour stay are performed) and other participating health care Providers in all circumstances, except when authorization to refer a Member to a nonparticipating surgical center or health care Provider has been granted in advance by Angle, or when necessary due to an emergency.

· Use their best efforts to prescribe generic drugs, as appropriate, and drugs contained in the Angle Outpatient Prescription Drug Formulary to Members. See the Pharmacy Program and Guidelines section of this Manual for further information.



C.	Role of the Primary Care Physician (PCP)

Primary Care Physicians (PCP) are responsible for providing certain basic health care services to Angle’s Health Plan Members. The PCP has primary responsibility for coordinating the Member’s overall health care, which may include care planning during the Member’s transition of care from one care setting to the next, as well as ensuring the appropriate use of pharmaceutical medications. Angle Health recommends all Plan Members choose a PCP or clinic.  



The PCP provides primary care, including preventive health care, treatment for acute illnesses, minor accidents, and follow-up care for ongoing medical conditions. In addition, the PCP manages all of the health care provided to the Member, such as initiating referrals for specialty care and coordinating follow up after inpatient discharge to assure continuity of care. The PCP’s responsibilities include the following services:



· Provide Member’s primary health care services.

· Members are encouraged to contact their PCP prior to seeking care in all cases except emergencies.

· Members should be referred to the nearest emergency department for Emergency Services and to the nearest contracted Urgent Care facility for Urgent Care Services that cannot be addressed in the PCP’s office. PCPs are not responsible for identifying a contracted Urgent Care facility when a member is outside Angle’s Service Area).

· Refer Members to a participating specialist when specialized care is indicated. (Women enrolled in Angle’s Health Plan may self-refer directly to an OB/GYN affiliated with the Member’s Plan Medical Group for obstetric and gynecologic services).

· Request Authorization for referrals, services, procedures, and medications when required by Angle.

· Review and incorporate the specialist’s documentation into the Member’s primary medical record.

· Use contracted network laboratories and radiology services.

· Notify Members of test results and document the notification in the medical record.



D.	On-Call Physicians Coverage

In the event of the PCP’s absence, the Provider shall make coverage arrangements with another physician (preferably one who is also contracted with Angle’s Health Plan). A PCP contracted directly with Angle Health Plan shall notify Angle in advance, or as soon as is reasonably possible, of the use of a non-participating physician in a coverage arrangement.



It is the responsibility of the PCP to ensure that the covering physician will comply with Angle’s peer review procedures and accept the fee from Angle Health Plan as payment in full for services delivered to the Member (except applicable Copayments). Capitated Providers must make arrangements directly with the covering physician for payment of all Covered Benefits provided to Angle Health Plan Members. Covering physicians must not bill Angle Health Plan Members for Covered Benefits.



E.	Role of the Specialty and Ancillary Provider

Collaboration between the PCP and specialty or ancillary providers is crucial to achieve continuity of care. When a member requires or requests specific services, treatment, or referral for specialty or ancillary services, the PCP is responsible for reviewing the request for medical necessity and referring the Member to the appropriate Participating Provider defined by Angle.



The specialty provider may provide treatment authorized by the referral, which may include ordering appropriate lab tests, imaging services, or therapies. Services must be performed at a contracted facility with appropriate authorization, if required. The specialist is responsible for contacting Angle Health for necessary authorizations. The specialist is responsible for documentation of the services provided, including results of any diagnostic studies or procedures and recommendations for treatment or follow-up. The specialist is also responsible for sharing records with the Member’s PCP.



F.	Health Plan: Contract Terminations 

1. Primary Care Physician (PCP)

Termination notice is pursuant to the termination provision in the Provider Agreement. Terminations will be processed for the last day of the month. PCPs contracted directly with Angle should send written notifications to the Angle’s Operations Center via fax at (855) 938-4540 or email providers@anglehealth.com. 



2. Specialty and Ancillary Provider

Termination notice is pursuant to the termination provision in the Provider Agreement. Members with open authorizations will receive instructions for continuity of care. Specialty and Ancillary Providers contracted directly with Angle should send written notifications to the Angle’s Provider Operations Center via fax at (855) 938-4540 or email providers@anglehealth.com. 



3. Plan Medical Group Practice Termination of Participating Provider

Termination notice is pursuant to the termination provision in the Provider Agreement. PMG contracted directly with Angle should send written notifications to the Angle’s Operations Center via fax at (855) 938-4540 or email providers@anglehealth.com.  



4. Hospital

It is not necessary for termination dates of Hospitals to be strictly at the end of the month; they are pursuant to the termination provision in the Provider Agreement. Hospitals contracted directly with Angle should send written notifications to the Angle’s Operations Center via fax at (855) 938-4540 or email providers@anglehealth.com. 



G. 	Disabled Member Services

The Americans with Disabilities Act (ADA) requires public accommodations, including the professional office of a healthcare provider, to provide goods and services to people with disabilities on an equal basis as people without disabilities. For inquiries or assistance, please contact Angle’s Operations Center at (855) 937-1811.



H. 	Emergency Services

An Emergency Medical Condition is a medical condition, manifesting itself by acute symptoms of sufficient severity, including severe pain that a reasonable layperson could reasonably expect the absence of immediate attention to result in:



· Placing the Member’s health in serious jeopardy

· Serious impairment to bodily functions

· Serious dysfunction of any bodily organ or part



Emergency Services are those covered benefits, including emergency services and care provided inside or outside the service area that are medically required on an immediate basis for treatment of an Emergency Medical Condition.



The review of emergency service claims for a potential retrospective denial must take into consideration the presenting and discharge diagnosis. Retrospective denial of services for what appears to be the reasonable layperson to be an emergency is prohibited.



I. Provider Responsibilities for Accurate Provider Directory and Demographic Data



1. Online Provider Directories and Demographic Data Integrity

participating providers can confirm their Network participation status by using the Browse our Network tool. You can search by a specific provider name, or view a list of local in-network Providers and Facilities using search features such as provider specialty, zip code, and plan type.



Providers and Facilities who have questions on their participation status are encouraged to contact the Operations Center at providers@anglehealth.com, or by phone at 855-937-1811.



If you are directing a member to another provider, please verify that the provider is participating in the member’s specific network by accessing Angle’s online provider directory at www.anglehealth.com. 



2. Participating Provider Updates

Angle must be notified in writing within fifteen Business days when any of the following changes occur:

· There is a new or additional office location

· There is a new, modified billing or mailing address (updated W-9 also required)

· There are new or modified office email addresses

· A Participating Provider leaves (terminates) or joins a clinic or medical group, including employment by a federally qualified health (FQHC) center or primary care clinic

· Participating Provider specialty or board certification status changes

· Changes in non-English languages spoken by provider or in-office staff

· Federal Tax Identification Number (TIN) change (see requirements below)

· Change in Participating Provider’s panel status

· Change in Practice Name or ownership



Notice of the change and the applicable effective date shall be submitted to Angle via email to providers@anglehealth.com, or updated via the Angle Provider portal.



3. Tax Identification Number (TIN) Changes



TIN changes shall be submitted in writing including an updated IRS Form W-9. Federal guidelines require Angle to have this form before any payments can be made using the new TIN. In some instances, a new agreement or addendum between Angle and the Participating Provider may be required.



4. Health Plan Provider’s Panel Status



The PCP for an Angle Health Plan may close his or her panel to new Members with notice provided within five (5) Business days. Notice should be sent to the Angle’s Provider Operations Center, if the provider is part of the Independent Network. The closed panel will be noted in the next printing of the Provider Directory and the next scheduled update of the on-line directory. The PCP shall notify Angle in writing within fifteen (15) Business days when he/she elects to reopen the panel to new Members. If a Participating Provider is contacted by an enrollee or potential enrollee seeking to become a new patient and Angle’s Participating Provider is not accepting new patients, Participating Provider or his/her staff member shall direct the enrollee or potential enrollee, to both Angle for additional assistance in finding a provider with an open panel.



5.	Provider’s Response to Directory Verification Inquiries

Angle will contact provider groups no less than every 90 days to verify provider information listed in Angle’s directories. Providers must respond affirmatively or with changes within thirty (30) days of the request or risk deletion from the next edition of the Provider Directory. Failure to respond to the request may result in delay of payment. Angle will notify Providers within ten (10) days prior to deletion from the directory, but will revoke the action if the Participating Provider responds within the ten (10) day notification period.






SECTION XII. | CREDENTIALING PROGRAM 



Credentialing and re-credentialing files are processed by Angle’s NCQA-certified Credentials Verification Organization (CVO). Final credentialing approval is coordinated through Angle’s Peer Review Team, under the guidance of the Chief Medical Officer. Angle retains the right to approve, suspend, and terminate individual participating providers and sites. Angle’s process meets the relevant state and NCQA credentialing requirements.



A.	Credentialing

Angle, or a delegated entity, credentials all providers, unless the provider group executes a delegated credentialing addendum to the Provider Agreement. Providers must meet Angle’s criteria for acceptance and are required to maintain compliance with all standards as a condition for continued participation.



To begin the credentialing process, Providers must provide a roster approved by Angle’s CVO with the required information for those Provider previously fully credentialed by the CVO and with the required documents on file.  Providers who are not already credentialing by the CVO will need to complete the approved Participating Provider Application, with the following attachments:

· Licensure to practice

· Drug Enforcement Agency (DEA) certificate, if applicable

· Proof of professional liability insurance

· An explanation of malpractice suits filed against the Provider to include case number; court number; a brief narrative case summary of the charge, facts, status, and outcome

· A signed release granting Angle access to records of any medical society, medical board, college of medicine, hospital, or other institution, organization, or entity that does or may maintain records concerning the applicant

· A signed statement by the Provider at the time of application regarding any physical or mental health problems, any history of chemical dependency/substance abuse, history of loss of license and/or felony convictions, and/or history of loss or limitation of privileges or disciplinary actions

· Work history with explanation of any gaps in employment that exceed 6 months

· Angle’s-contracted NCQA-certified Credentials Verification Organization (CVO), initiates the credentialing process and completes the primary source verification in accordance with NCQA standards and other pertinent information supplied or collected during the application process.



B. 	Provider Rights during Credentialing



Providers have the following rights during the credentialing process.

1. The right to review information submitted to support an application. Providers and applicants have the right to review information obtained from outside sources, such as malpractice insurance carriers or state licensing boards, to support their credentialing application. Angle’s credentialing verification services delegate (CVO) is not required to make available information obtained from references, recommendations or peer-review protected information.

2. The right to correct erroneous information. If information is obtained during the credentialing process that varies substantially from the information submitted by the provider, Angle or CVO notifies the provider of the discrepancy via certified letter sent within 30 calendar days of receipt of the discrepant information. The notification includes a description of the discrepancy, the source of the information as appropriate and the provider’s right to correct erroneous information submitted by another party. Neither Angle nor the CVO is required to reveal the source of information that was not obtained to meet verification requirements or if federal or state law prohibits disclosure.

3. The right to receive status of a credentialing or re-credentialing application, upon request. Providers and applicants are notified of the right to receive status information from a statement on the provider application stating requests may be made in writing or by telephone. The CVO staff responds to requests in writing within 10 Business days after the receipt of the request. The response to Providers does not include disclosure of information prohibited by law, references, recommendations or other information that is peer-review protected.



C. 	Credentialing Process

The credentialing information is presented to the Peer Review Team for review and approval. The Peer Review Team meets at least quarterly. Providers are notified in writing of the Peer Review Team’s decision. Final credentialing approval is granted by the Angle Board of Directors, which also meets at least on a quarterly basis.



No applicant is automatically entitled to participate with Angle via participation with a Medical Group or professional organization, via board certification or via staff membership or privileges for a particular health facility or practice setting.



D. 	Standards and Guidelines

At a minimum, the following requirements must be met for Angle to consider acceptance of the applicant for participation in Angle’s network:

· Acceptable compliance with general guidelines

· A participation agreement in the form prescribed by Angle and signed by the provider

· The physician applicant has not been rejected or terminated by Angle within the previous twelve (12) months

· No felony, misdemeanor convictions nor evidence of committing other act involving moral turpitude, dishonesty, fraud, deceit, or misrepresentation

· Unrestricted license to practice in the state where the applicant will practice 

· Current, valid federal DEA certificate if needed for the services the applicant will provide

· Compliance with state continuing education requirements

· Sound moral character and is in good professional standing in the community

· Listing of office locations, names, and addresses of associates in the practice of medicine or osteopathy, and any physician or other Participating Provider who provides on- call services.

· Current staff membership, clinical privileges, and admitting privileges granted by a Participating Hospital within the service area or arrangements with a Participating Provider who has such privileges

· Graduation from medical school and completion of a residency for MDs and DOs. (An exception may be made for a Provider who has only completed a rotating internship, if the Provider agrees to be classified as a General Practitioner and practices in an underserved area of the county.)

· Documentation of board certification (if applicable). Physicians will provide ongoing documentation of certification, at the time of application and at a minimum of every three years thereafter, by the appropriate Board for physician specialty or of active and current involvement in the Board certification and examination process.

· Professional liability insurance policy of not less than one million dollars per incident and 3 million dollars aggregate per year.

· PCPs and specialty physicians are required to meet the following standards to be considered for participation in Angle’s Health Plan network:

· In the event of absence, coverage for all Plan Members with another participating Primary Care Physician or with another Participating Provider who agrees to abide by the guidelines of Angle.

· PCPs contracted with the Angle Health Plan must be able to perform the following in the office setting:

· EKG (pediatric offices as appropriate)

· Office gynecology including routine pelvic and pap smears (pediatric office excepted)

· Blood draws (not applicable if using national lab contract)

· Minor surgery to include incision and drainage of abscess and suture of superficial lacerations

· Availability and accessibility for physicians contracted with the Angle Health Plan to include:

· Minimum of 20 hours each week of regularly scheduled office hours for treatment of Members for a one-physician practice and minimum of 30 hours for a practice of two (2) or more physicians.

· Response time to calls not greater than 30 minutes after notification.

· No more than an average of five patients scheduled and seen each hour for routine office visits for adult medicine and six (6) patients per hour for pediatrics.

· Supportive of the philosophy and concept of managed care and of Angle Health Plan.

· Good standing with Centers for Medicare and Medicaid Services (CMS) in any state in where they have been licensed.



E. 	Insurance Requirements

Providers and facilities shall, during the term of this Agreement, keep the following coverage in force either with insurers having an A.M. Best rating of A minus or better, or with self-insurance:



1. Professional liability/medical malpractice liability insurance with the greater of $1,000,000 per occurrence and $3,000,000 in the aggregate or any higher limits required by applicable state laws and/or regulations, which provides coverage for claims arising out of acts, errors or omissions in the rendering or failure to render those services addressed by this Agreement. 



If this insurance policy is written on a claims-made basis, and said policy terminates and is not replaced with a policy containing a prior acts endorsement, Providers and Facilities agree to furnish and maintain an extended period reporting endorsement ("tail policy") for the term of not less than three (3) years.

2. Workers’ Compensation coverage with statutory limits and Employers Liability insurance.

3. Commercial general liability insurance for Providers and Facilities for bodily injury and property damage, including personal injury and contractual liability coverage.



For ambulance/medical transportation providers only, in addition to the above:



· Auto liability insurance which complies with all applicable state laws and/or regulations, and shall provide coverage for claims arising out of acts, errors or omissions in the rendering or failure to render services.



· For air ambulance providers only, in addition to the above:



· Aviation liability insurance with limits of not less than $1,000,000 per occurrence and $3,000,000 in the aggregate.



Providers and Facilities shall provide Angle with Certificate of Coverage (COC) certificates at the time of executing their Provider Agreements and at the time of any recertification thereafter. Providers and Facilities shall notify Angle of a reduction in, cancellation of, or lapse in coverage within ten (10) Business days of such a change.



F. 	Delegated Credentialing/Recredentialing

Angle will delegate credentialing and recredentialing to certain provider groups and facilities. Delegation status is granted only to entities that perform the credentialing/re-credentialing activities according to NCQA standards. Quarterly credentialing delegation oversight audits are conducted by Angle or by NCQA-accredited health plans via the Industry Collaborative Effort (ICE) shared delegation oversight credentialing audit process.



G. 	Credentialing Appeals Process

Angle’s appeal process allows for adverse credentialing decisions to be discussed and understood, and for any errors to be corrected. This process ensures providers will be treated fairly and uniformly based on Angle’s Fair Hearing Policy.



H. 	Re-Credentialing



According to NCQA standards, review of credentials for re-credentialing participating providers is performed no less than every thirty-six (36) months. Recredentialing applications are distributed approximately six (6) months prior to the recredentialing period. Angle or Credentialing Verification Organization (CVO) can take up to 120 days to process a re-credentialing application. In order for a provider to keep the application in active status, the provider must supply the needed information within three (3) months prior to their re-credentialing date. Providers who fail to respond will be considered “non-responders'', which can result in termination from the Angle’s network.



participating providers are responsible for producing adequate information for a complete evaluation of experience, background, training, and ability to perform as a clinician without limitations, including physical and mental health status as allowed by law. Angle uses a universal reapplication and only information that may have changed since the last credentialing will be requested. Providers encouraged to update their CAQH profile every 30 days, as necessary. 



I.	Notifications to Authorities and Plan Provider’s Appeal Rights

If, through a formal peer review process, an adverse action is taken against clinical privileges for an applicant or Participating Provider, Angle will report such adverse action to the state licensing board and to the National Practitioner Data Bank (NPDB) in accordance with Angle’s policies and procedures, and applicable state and federal law. Angle will also report health care related civil judgments and other adjudicated actions or decisions against network health care practitioners, providers or suppliers to the state licensing board and NPDB, in accordance with Angle’s policies and procedures, and applicable state and federal law. Angle will promptly notify affected practitioners, providers or suppliers in the event of such reporting, and in the case of adverse actions, will include information on appeal rights in these communications in accordance with Angle’s policies and procedures, and applicable state and federal law.

 CREDENTIALING SCOPE

Angle will credential the following licensed/state certified independent health care practitioners, as required by scope of practice within the state of credentialing:



· Medical Doctors (MD)

· Doctors of Osteopathic Medicine (DO)

· Doctors of Podiatry

· Optometrists

· Doctors of dentistry providing Health Services covered under the Health Benefit Agreement including oral and maxillofacial surgeons

· Psychologists who have doctoral or master’s level training

· Clinical social workers who have master’s level training

· Psychiatric or behavioral health nurse practitioners who have master’s level training

· Other behavioral health care specialists who provide treatment services under the Health Benefit Agreement

· Telemedicine practitioners who provide treatment services under the Health Benefit Agreement

· Medical therapists (e.g., physical therapists, speech therapists, and occupational therapists)

· Genetic Counselors

· Audiologists

· Certified nurse midwives

· Nurse practitioners 

· Physician assistants 

· Registered Dieticians



Specific minimum requirements that non-physician Health Practitioners must meet in order to be considered for approval are set forth in the policy and procedure on Health Professionals Required Minimum Professional Qualifications which can be found at www.anglehealth.com.  



Angle credentials the following Health Delivery Organizations (“HDOs”):



· Hospitals

· Home Health agencies

· Skilled Nursing Facilities (Nursing Homes)

· Ambulatory Surgical Centers

· Behavioral Health Facilities providing mental health and/or substance abuse treatment in inpatient, residential or ambulatory settings, including:

· Adult Family Care/Foster Care Homes

· Ambulatory Detox

· Community Mental Health Centers (“CMHC”)

· Crisis Stabilization Units

· Intensive Family Intervention Services

· Intensive Outpatient – Mental Health and/or Substance Abuse

· Methadone Maintenance Clinics

· Outpatient Mental Health Clinics

· Outpatient Substance Abuse Clinics

· Partial Hospitalization – Mental Health and/or Substance Abuse

· Residential Treatment Centers (“RTC”) – Psychiatric and/or Substance Abuse

· Birthing Centers

· Home Infusion Therapy when not associated with another currently credentialed HDO



The following HDOs are not subject to professional conduct and competence review under Credentialing Program, but are subject to a certification requirement process including verification of licensure by the applicable state licensing agency and/or compliance with regulatory or state/federal contract requirements for the provision of services:

· Clinical laboratories (CLIA Certification of Accreditation or CLIA Certificate of Compliance)

· End Stage Renal Disease (ESRD) service providers (dialysis facilities) (CMS Certification)

· Portable x-ray Suppliers (FDA Certification)

· Home Infusion Therapy when associated with another currently credentialed HDO (CMS Certification)

· Hospice (CMS Certification)

· Federally Qualified Health Centers (FQHC) (CMS Certification)

· Rural Health Clinics (CMS Certification)



J.	 Peer Review Team

Angle’s Peer Review Team (“PRT”) with oversight from the Medical Management Committee shall be comprised of the Chief Medical Officer (“CMO”), an advanced nurse leader, at least one physician from each state where the providers to be reviewed practice, Angle’s President or designated officer and such other members as may be appointed from time to time by the Chief Medical Officer.  The Chair must be Angle’s Chief Medical Officer or a state or regional lead medical director. In general, the following specialties or practice-types may be represented: pediatrics, obstetrics/gynecology, adult medicine (family medicine or internal medicine); surgery; behavioral health. Membership may also include one (1) to two (2) other types of credentialed health providers (e.g., nurse practitioner, chiropractor, social worker, podiatrist) to meet priorities of the geographic region as per CMO discretion. The PRT will access various specialists for consultation, as needed to complete the review of a practitioner’s credentials. 



Conflict of Interest:  A team member will disclose and abstain from voting on a practitioner if the team member (i) believes there is a conflict of interest, such as direct economic competition with the practitioner; or (ii) feels his or her judgment might otherwise be compromised. A team member will also disclose if he or she has been professionally involved with the practitioner. 



Manner of Action:  Determinations to deny an applicant’s participation or terminate a practitioner from participation in one (1) or more Networks or Plan Programs, require a majority vote of the voting members of the PRT in attendance, the majority of whom are Network practitioners.



Duties:  The PRT shall perform the credentialing and re-credentialing review of applicants and Angle providers, as well as address quality of care and peer review matters including those referred from the Grievance and Appeals process.  



Confidentiality. Information obtained, reviewed and developed in the credentialing and peer review process is confidential and not subject to review by third parties except to the extent permitted or required by law. Access to information will be restricted to those individuals who are deemed necessary to attain the objectives of the Credentialing and Peer Review. In particular, information supplied by the Practitioner or HDO in the application, as well as other non-publicly available information will be treated as confidential. Confidential written records regarding deficiencies found, the actions taken, and the recommended follow-up will be kept in a secure fashion. Security mechanisms include secured office facilities and locked filing cabinets, a protected computer infrastructure with password controls and systematic monitoring, and staff ethics and compliance training programs. The procedures and minutes of the PRT will be open to review by state and federal regulating agencies and accrediting bodies to the extent required by or permitted by law.



Practitioners and HDOs are to be notified that they have the right to review information submitted to support their credentialing applications. In the event that credentialing information cannot be verified, or if there is a discrepancy in the credentialing information obtained, Angle’s credentialing staff (“Credentialing Department”) will contact the practitioner or HDO within thirty (30) calendar days of the identification of the issue. This communication will notify the practitioner or HDO of the right to correct erroneous information or provide additional details regarding the issue in question. This notification will also include the process for submission of this additional information, including where it should be sent. Depending on the nature of the issue in question, this communication may occur verbally or in writing. If the communication is verbal, written confirmation will be sent at a later date. All communication on the issue(s) in question, including copies of the correspondence or a detailed record of phone calls, will be documented in the practitioner or HDO’s credentials file. The practitioner or HDO will be given no less than fourteen (14) calendar days in which to provide additional information. On request, the practitioner or HDO will be provided with the status of his or her credentialing or re-credentialing application.



Angle may request and will accept additional information from the applicant to correct or explain incomplete, inaccurate, or conflicting credentialing information. The PRT will review the information and rationale presented by the applicant to determine if a material omission or misstatement has occurred or if other credentialing criteria are met.



K. 	Nondiscrimination Policy

Angle will not discriminate against any on the basis of race, gender, color, creed, religion, national origin, ancestry, sexual orientation, age, veteran, gender identity, marital status or any unlawful basis not specifically mentioned herein. Additionally, Angle will not discriminate against any applicant on the basis of the risk of the population the applicant serves or against those who specialize in the treatment of costly conditions. Other than gender and language capabilities which are provided to the Members to meet their needs and preferences, this information is not required in the credentialing and recredentialing process. Determinations as to which practitioners and providers require additional individual reviews by the PRT are made according to predetermined criteria related to professional conduct and competence. The PRT decisions are based on issues of professional conduct and competence as reported and verified through the credentialing process. Angle will audit credentialing files annually to identify discriminatory practices, if any, in the selection of practitioners. In the event discriminatory practices are identified through an audit or through other means, Angle will take appropriate action(s) to track and eliminate those practices.



L. 	Ongoing Sanction Monitoring

Angle’s Credentialing Department performs ongoing monitoring to help ensure continued compliance with Credentialing Standards and to assess for occurrences that may reflect issues of substandard professional conduct and competence. To achieve this, the Credentialing Department will review periodic listings/reports within thirty (30) calendar days of the time they are made available from the various sources including, but not limited to, the following:



1. Office of the Inspector General (“OIG”)

2. Federal Medicare/Medicaid Reports

3. Office of Personnel Management (“OPM”)

4. State licensing Boards/Agencies

5. Member/customer services departments

6. Clinical Quality Management Department (including data regarding complaints of both a clinical and non-clinical nature, reports of adverse clinical events and outcomes, and satisfaction data, as available)



7. Other internal Angle departments

8. Any other information received from sources deemed reliable by Angle.



When an applicant or Participating Provider has been identified by these sources, the credentialing staff and PRT may request additional information to help it evaluate the applicant or Participating Provider’s professional conduct and competency and assess the appropriate response.



II. 


SECTION XIII.		QUALITY IMPROVEMENT PROGRAM

A.	Quality Improvement Program Mission

Angle’s Quality Improvement (QI) Program is based on the mission of Angle – to offer quality care and services that set community standards, fulfill Members’ expectations, and ensure that medical services are provided in a caring, effective, cost efficient, and accessible manner. Angle uses the Continuous Quality Improvement (CQI) process to achieve excellence in quality of care and services. The purpose of the QI Program is to promote organization-wide commitment to quality of care and services through ongoing performance improvement activities to identify opportunities for improvement, implement change and reevaluate actions taken. The following CQI processes are employed to achieve this goal:

· Continuous improvement and enhancement of quality care and services through ongoing, objective and systematic monitoring of both medical and behavioral health care.

· Proactive identification of opportunities for improvement in both the clinical and administrative aspects of Angled operations.

· Change management to address identified opportunities for improvement in a systematic manner and an iterative cycle of re-evaluation to measure/monitor improvement.



B.	QI Goals and Objectives

The goals of the QI Program are to:

· Promote an organization-wide commitment to quality of care and ongoing performance improvement;

· Continuously improve and enhance the quality of Member care through ongoing, objective, and systematic monitoring of both medical and behavioral health care;

· Proactively identify opportunities for improvement in both clinical and administrative aspects of Angle’s operations;

· Implement change in a well-defined, systematic manner and re-evaluate processes to ensure that improvement has occurred;

· Provide comprehensive oversight of delegated functions to ensure Member care delivery and delegated processes are consistent with the values and standards of Angle

· Facilitate the achievement of public health goals and initiatives

· Provide an objective and systematic approach to continuous quality improvement that complies with community standards of care and meets applicable regulatory requirements and standards

· Establish standards and monitoring mechanisms to assure access and availability of primary care, specialty care, urgent care, and Member services

· Promote Provider and Member satisfaction.



The QI Program includes implementation and evaluation of improvement activities for both clinical care and administrative services provided to Members. The scope of the program includes the important aspects of care related to Member population demographics and risk status. All departments within Angle are involved in the continuous quality improvement process.



C.	Medical Management Committee

The Mission of the Angle Medical Management Committee (MMC) is to monitor the quality of care and services rendered to Angle members by participating and non-participating providers, to identify opportunities for improvement and to ensure that interventions addressing those opportunities are implemented and effective. Quality care and service is defined as medical care and service which is accessible, meets standards of performance, is provided in the. Most timely and appropriate setting, and results in a high level of member satisfaction and improved health outcomes.



The Committee has oversight of Utilization Management (UM), Care Management (CM), Quality Improvement (QI), and Credentialing programs. This oversight includes clinical care and service oversight of practitioners, institutional providers, organization providers, ancillary providers, and delegated vendors.



Chair:

· Chief Medical Officer (CMO) or Designee 



Members:

· Head of Clinical Operations and/or designee

· Head of Claims/Provider Relations and/or designee

· Head of Regulatory/Compliance and/or designee

· Vice President Network and/or designee

· Head of Operations

· Others as appointed by the Chief Medical Officer or his delegate, including Network providers which include providers for various specialties  



Responsibilities of the Medical Management Committee:

· On an annual basis, review, and approve the Program descriptions, and work plans to assure compliance with regulatory standards.

· Review and monitor QI activities to assure implementation and continuous execution of the QI program and QI work plan. 

· On an annual basis, evaluate the results and effectiveness of the QI and UM case management work plans. Identify and analyze met/unmet goals, barriers to achievement of goals, missed or failed opportunities and their reasons, and new opportunities for improvement. Ensure that these findings are integrated into the ensuring year’s work plans. 

· Review, approve and monitor performance indicators that measure the quality of care, quality of service, and health outcomes of members. Determine benchmarks and thresholds for these indicators. Identify indicators that are at variance with benchmarks or thresholds and recommend actions for improvement and follow-up. Monitor implementation and outcomes of improvement activities. 

· Review, approve and recommend follow-up on focused health plan and provider network QI activities which include, but are not limited to, the following issues:

· Provider key performance metrics

· Accessibility and availability of care

· Trended appeals and grievances data

· Cultural competence in member service and clinical care

· Health promotion and preventative care

· Performance of delegated activities 

· Member/provider satisfaction

· Review, approve, and evaluate the effectiveness of UM management programs.

· Oversee and review activities of other committees that are encompassed in the QI committee structure.

· Identify quality improvement collaboration opportunities with providers that benefit Angle members through institutional profiles, and medical group key performance metrics.

· Maintain the confidentiality of committee deliberations and records in accordance with regulation of provider performance outcomes and vendor service parameters

· Oversee the care management process, including inter-rater reliability and review of data from care manager and medical director audits

· Review audits of delegation of UM activities

· Oversee credentialing and re-credentialing of providers, and report on status of providers who are not meeting the requirements for credentialing. Escalate to CMO as necessary for final determination. 



D.	Participating Provider Participation in the QI Program

Participation in QI Program activities is required for all participating providers. Participation may include providing medical records for various studies.



Participating provider participation may also include providing evidence of preventive health care as appropriate to their membership. participating providers may be invited to participate in the review and provide feedback on potential new and/or ongoing QI activities. participating providers allow Angle to use their performance data for public reporting, Pay for Performance and other quality improvement activities as needed.



E. 	Quality Measurement

Angle intends to seek National Committee for Quality Assurance (NCQA) health plan accreditation.



Member satisfaction is measured by the Consumer Assessment of Healthcare Providers and Systems (CAHPS) survey and the Enrollee Experience Survey (ESS) on an annual basis. The CAHPS survey and EES sample frames are audited and validated by our certified HEDIS compliance auditor and reportable results are submitted directly to NCQA and CMS by our certified survey vendor each June. CAHPS survey and EES results are analyzed and reported to the QMC annually. Action plans are implemented as needed to address opportunities for improvement.



F. HEDIS

Healthcare Effectiveness Data and Information Set (HEDIS) is a set of standardized performance measures used by purchasers of health care to evaluate the quality of care and service provided by health plans and their contracted networks. The National Committee for Quality Assurance (NCQA) HEDIS measures are considered to be the national standard in performance measurement for health plans. HEDIS measures are related to many significant public health initiatives such as:



· Childhood immunizations

· Adolescent immunizations

· Well-child and adolescent visits

· Timely prenatal and postpartum care

· Cervical cancer screening

· Comprehensive diabetes care

· Breast cancer screening

· Chlamydia screening

· Colorectal cancer screening

· Body mass index (BMI) measurement for children and adults

· Potentially inappropriate use of opioids



Angle uses HEDIS rates to guide QI efforts to target areas for opportunity to improve quality of care for our members. Providers are central to Angle’s efforts to improve quality of care and access. We share the same goal to improve overall Member health by improving patient care.






SECTION XIV. | CULTURALLY & LINGUISTICALLY APPROPRIATE SERVICES



A.	Angle Language Assistance Program

Participating providers are required to cooperate and comply with Angle’s Language Assistance Program (LAP) by facilitating Limited English Proficiency (LEP) enrollment to access LAP services. Angle provides the following language assistance services at no cost to the member or participating provider:



1. Access to Interpreters: participating providers may request interpreters for Members whose primary language is other than English by calling Angle at (855) 937-1811. The Operations Center will request the following information:

· Member demographics, including name, Member identification number, age, sex, language, and country of origin (to determine the appropriate version of the requested language)

· Participating Provider information, including appointment date and time, office location, physician’s name and phone number, and type of appointment (e.g., OB/GYN, well-care, etc.)

· Angle can make arrangements for telephone interpreting services.

2. Translation of Written Material: Written informational material including the Member handbook, form letters, Member newsletters, and medical care reminders are translated into Spanish and other languages as requested, at no cost to the Member. Please inform our members that they may request such translated materials by calling Angle at (855) 937-1811.

3. Notices: Informational notices explaining how Members may contact Angle, file a complaint with Angle, obtain assistance from the appropriate state regulatory agency and seek an Independent Medical Review are available in non-English languages through Angle’s website, www.anglehealth.com. 



B.	Provider Responsibilities for Cultural and Linguistic Services

Health care providers are responsible for ensuring that Members fully understand their diagnosis and treatment guidelines regardless of their preferred language. In order to ensure that all LEP Members receive appropriate access to Covered Benefits, participating providers are expected to comply with federal and state requirements regarding cultural and linguistic services. It is not permissible to turn a member away or limit participation because of language barriers, to subject a member to unreasonable delays due to language barriers, or to provide services to LEP Members that are lower in quality than those offered in English.



Following the tips below will help Providers and their staffs communicate effectively with Limited English Proficient (LEP) Members and ensure compliance with federal and state regulations:



· Prior to meeting with a member, look to see if a member’s language needs have been documented in the file.

· Document Members’ language requirements in medical charts.

· Inform Members of their right to interpreter services, at no cost to the Member, even when a member is accompanied by a family member or friend who can provide interpretation services. Document all requests and refusals in Members’ charts.

· Remember that a member should never be required to bring his or her own interpreter, and a member’s family members should not be encouraged to serve as interpreters. In addition, minors should not be used as interpreters.

· To decrease the wait time and to provide timely access to care, arrange for interpreting services at the time appointments are made.

· Post signs in appropriate languages informing Members of the availability of free interpreter services.

· Inform Members that they may call Angle to request translated documents at no cost to the Member and to register their preferred languages with Angle.

· Provide periodic training to office staff on cultural competency and use of interpreters.

· Call the Provider Operations Center at (855) 937-1811 if you need assistance providing language assistance services (interpretation, translated documents, etc.) for any of your Angle patients.



For additional information or resources about Angle’s Language Assistance Program, contact Provider Relations at (855) 937-1811 or providers@anglehealth.com or visit the “Language Assistance” link on the Provider page at www.anglehealth.com. 




SECTION XV. | MEDICAL RECORDS



A.	Confidentiality and Disclosure of Medical Information

The federal Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule and relevant state laws require all physicians and healthcare professionals to make reasonable efforts to limit the disclosure of Protected Health Information (PHI), or individually identifiable health information that is transmitted or maintained, in any form or medium. In general, written Member authorization is required for any use or disclosure of PHI that is not related to treatment, payment or health care operations. The person or entity that is seeking to obtain medical information must obtain authorization from the Member and is to use that information only for the purpose it was requested and retain it only for the duration needed. At all times, disclosures of PHI should be limited to the minimum necessary to achieve the purpose for the disclosure. 



Participating providers need to review the policies and procedures related to protecting the confidentiality of medical information and ensure they and their staff are trained to and do comply with the confidentiality guidelines and are up to date.  



B.	Medical Record Standards

Angle medical records standards are measurable and are based on relevant regulatory requirements and evidence-based best practices. These medical record documentation standards promote consistency in practice and support the communication of clinical information among practitioners for continuity and coordination of care. The standards are:



1. All medical record entities must be legible and should establish the stated diagnosis including history and physical findings.

2. The therapies noted should be current therapies.

3. Drug allergies and idiosyncratic medical problems are conspicuously noted.

4. Pathology, laboratory and other diagnostic and screening reports are available.

5. The health professional responsible for each entry is identifiable and each entry is dated.

6. Consultation and progress notes are available.

7. Health care treatment recommendations are noted as having been provided to the patient.

8. Appropriate preventative care is documented.

9. Discussion about advance directives or a copy of the advance directives is in the chart.

10. Two patient identifiers are on each page of the medical record.



Medical records shall reflect the following:



1. All services provided directly by a provider who provides health care services.



2. All ancillary services and diagnostic tests ordered by a provider.



3. All diagnostic and therapeutic services for which a member was referred by a provider, such as:

1. Home health nursing reports

2. Specialty physician reports

3. Hospital discharge reports

4. Physical therapy reports



4. Each provider visit shall include the documentation of:

a. Medical history and physical

b. Vital signs

c. Height and weight measurements

d. Allergies and adverse reactions

e. Problem list

f. Medications

g. Clinical finding, evaluation and plan for each visit

h. Preventive services/high-risk screening



C.	Amendment to Member Medical Record

State and Federal laws allow patients to request amendments to their records. In general, when a request is made to amend a record, the patient should be allowed to write an "Addendum" to their medical file and request that it be placed in his or her medical record. Patients shall have the right to provide to the health care provider a written addendum with respect to any item or statement in his or her record that the patient believes to be incomplete or incorrect. The addendum shall clearly indicate in writing that the patient wishes the addendum be a part of his or her medical record.



Participating providers shall add the addendum to the patient's record and include the addendum whenever the health care provider makes a disclosure of the allegedly incomplete or incorrect portion of the patient's record to any third party. The new information, signed and dated by the patient, shall be placed in the file and the original information should not be removed.



D.	Confidentiality and Availability of Medical Records

All medical records are required to be organized and stored in a manner that allows easy retrieval. Medical records should be kept in a secure location that allows access to authorized personnel only. participating providers and their employees are required to receive periodic training in Member information confidentiality and must sign confidentiality statements. participating providers must also have policies and procedures in place to protect and ensure the confidentiality of Member information at all times. In addition, participating providers must have a written policy regarding the release of medical records.



E.	Retention of Medical Records

Medical records and patient related data shall be retained in a locked storage area according to the following time periods:

		

		Chart Type

		Retention Requirement



		Adult Patient

		10 years



		Minor Patient 

(< 18 years of age)

		Until 1 year after the 18th birthday, but not less than 10 years



		X-rays/Radiology

		10years










SECTION XVI. | UTILIZATION MANAGEMENT PROGRAM

Angle’s Utilization Management (UM) Program ensures Medically Necessary services are rendered at the appropriate level of care in a timely and cost-effective manner. UM Program activities include prospective or preauthorization, concurrent and retrospective review of medical care and services as well as assistance with discharge planning. Angle may delegate UM activities to qualified Plan Medical Groups (PMGs) which meet specific applicable regulatory requirements.



All UM decision-making is based solely on the appropriateness of care and existence of coverage. Angle shall not reward providers or other individuals for issuing denials of coverage for care or services. There are no financial incentives for UM decision makers to encourage decisions that result in underutilization.



Angle requires all Authorization requests to be screened by qualified health professionals using decision-making criteria that are objective and based on accepted medical evidence. Medical necessity criteria must be reviewed annually and updated as appropriate. Medical necessity criteria must be available to participating providers and Members upon request. Services not meeting standard medical necessity criteria are forwarded to the Medical Director or physician designee for review.



A.	Referral and Authorization Process

1. Medical and Behavioral Health Services

Prior Authorization requests for medical and behavioral health services, referrals and notifications to Angle may be submitted:

· By phone: (855) 937-1811 

· By fax: (855) 938-4540 



Prior Authorization forms are also available on www.anglehealth.com. 



Urgent requests may be submitted by fax or by calling the Operations Center at (855) 937-1811.



PLEASE NOTE: Pharmacy authorization requests must be sent directly to our Pharmacy Benefit Manager (PBM), MagellanRx Pharmacy.



The Prior Authorization Guide for providers contracted directly with Angle is available on www.anglehealth.com and outlines two different types of referral processes for covered services:



2. Direct Referral

Referral, authorization or notification to Angle is NOT required for Direct Referrals. Services must be medically necessary and ordered by the Member’s PCP or an Angle contracted specialist, and services must be referred from and provided by a Member’s Network Plan Participating Provider. No referral form or referral number is required for Direct Referrals.



3. Prior Authorization Required

Prior Authorization is the process of evaluating medical services prior to the provision of services in order to determine Medical Necessity, appropriateness, and benefit coverage. Services requiring Prior Authorization should not be scheduled until a Provider receives approval from Angle. Angle reserves the right to deny payment for authorized services if it is determined that inaccurate information was provided to support the Authorization request. Requests should be submitted by the requesting provider via Angle’s online referral management system.



Requests must be accompanied by all pertinent medical records and supporting documents to avoid unnecessary delays. Medical information, including but not limited to the following, should accompany all prior authorization requests, as appropriate (the records should also be provided to the “refer to” Provider to ensure that consulting physician has all pertinent clinical information prior to a member visit:

· Medical history related to the diagnosis

· Results of any diagnostic tests previously performed (including lab and radiology reports)

· Consultation reports related to the diagnosis from other physicians

· Information on referrals pending for other Providers



Experimental/investigational services are not a Covered Benefit. Providers may submit a completed Prior Authorization request to Angle to determine whether a requested service is considered experimental or investigational.



Certain services require a Service Specific Prior Authorization form. These forms are available under the Provider Forms section of the Provider page on www.anglehealth.com. Prior authorization requests may be faxed to (855) 938-4540. Urgent requests may be submitted via fax at (855) 938-4540 or by calling the Provider Operations Center at (855) 937-1811.



B.	Utilization Review Tools

Angle’s UM staff uses a wide range of approved criteria, guidelines, and reference tools to assist in the review of medical necessity including, but not limited to, in the following sequence:

· Angle Medical Benefit Policies

· MCG Nationally Recognized Evidence-Based Criteria

· National Comprehensive Cancer Network (NCCN)

· Hayes Technology Assessment Criteria

· Recognized Standards of Care from National Professional Organizations

· Peer Reviewed Published Articles

C.	UM Contact Information

· Angle Utilization Management staff is available 8 a.m. to 5 p.m. Monday through Friday to answer questions from Providers and Members regarding Utilization Management issues.

· After office hours, Providers may call the Provider Operations Center at (855) 937-1811 to be transferred to a representative who can handle Urgent medical requests or to Pharmacy Benefit representative for Urgent prescription drug requests.

· Angle staff will identify themselves by name, title and organization name when making inbound or outbound calls about Utilization Management issues.

· The toll-free number (855) 937-1811 is available 24 hours a day, 7 days a week to accept calls regarding Utilization Management issues.

· Language Assistance is available through our toll-free Member Support line at (855) 937-1855.



D.	Prior Authorization Review Time Frames

Angle is required to provide prompt and timely decisions on Prior Authorization requests appropriate to the Member’s condition. 



E.	Provider Notification of UM Decision

The requesting Provider is informed via fax, telephone, or email of the final status of any Authorization request. When a requested service is approved, notification is sent to both the Provider and the Member. The notification of approval specifies the servicing Provider the service authorized, number of treatments, date range for which the authorization is valid, and expected length of stay (if appropriate). Notification is also sent regarding any services that are denied or modified. A copy of the denial or modification letter is sent to the Member, facility (if applicable), PCP, and/or specialist. The denial or modification letter includes a clear and concise description of the criteria used to deny or modify the Authorization. All letters of denial or modification include an explanation of the reason for denial or modification as well as a description on how to file an Appeal. For questions regarding the status of a Prior Authorization request, contact Angle by phone at (855) 937-1811 or using the contact information provided in the UM notice of decision.



F.	Concurrent Hospitalization Review

All inpatient stays are reviewed to determine the appropriate level of care in accordance with MCG Length of Stay guidelines. Participating Hospitals and Skilled Nursing Facilities will be reviewed by licensed UM staff. An initial review of all hospitalizations will occur within one business day of the notification of admission to Angle. Subsequent reviews are conducted in accordance with the MCG Length of Stay Guidelines and as deemed necessary by the UM staff to ensure that the length of stay and level of care meet clinical criteria. If the criteria have not been met or medical record documentation is inadequate to authorize continued stay, the nurse reviewer will consult with the Member’ s attending physician, physician advisors, or other appropriate hospital staff to obtain additional information.

G.	Discharge Planning

Discharge planning is a process that begins at the time of an inpatient admission and includes an assessment of each Member’s potential discharge needs. Discharge planning activities are carried out by Angle in coordination with hospital staff, which may include discharge planners, social workers, or nurse case managers in conjunction with the treatment team.



H.	Retrospective Authorization Review

Medical record reviews to determine appropriate utilization of services may be conducted for cases in which Angle was not notified before or during the provided service. Cases for retrospective review are often identified upon receipt of an unauthorized claim. Cases may also be identified through requests for retrospective Authorization from Out- of-Network Providers. Retrospective reviews will be processed within thirty (30) Business days of receipt.



I.	Emergency Services

Emergency Service Providers may screen and stabilize a Member without Prior Authorization in cases where a member, acting reasonably, would have believed that an emergency existed. Angle must be notified within 24 hours of stabilization by contacting Angle’s Provider Operations Center at (855) 937-1811.



J.	Denial of Services

A denial may occur at any time during the review process, prospective, concurrent, or retroactive to services being rendered. Only a Peer Reviewer (Medical Director) may issue a denial for reasons of Medical Necessity. Nurse reviewers or designated UM Department staff under the supervision of an RN may issue denials for other reasons, such as lack of benefit coverage or Member ineligibility. Providers requiring additional information on denials may contact Angle UM personnel to discuss the case. 



K.	Communication to Providers About UM

Angle communicates changes or updates to policies, procedures, and regulatory requirements to participating providers through this provider manual, which is provided upon contracting with Angle, and for which updates are posted online at www.anglehealth.com. 



L.	Second Medical Opinions

When requested by the Member or a Participating Provider, a second medical or surgical opinion will be considered by Angle. A second opinion may be requested for any of the following reasons:

· The Member questions the reasonableness or necessity of recommended surgical procedures.

· The Member questions a diagnosis or plan of care for a condition that threatens loss of life, limb, or bodily function, or substantial impairment, including, but not limited to, a Serious Chronic Condition.

· The clinical indications are not clear or are complex and confusing, a diagnosis is in doubt due to conflicting test results, or the treating health professional is unable to diagnose the condition and the Member would like to request an additional evaluation.

· The treatment plan in progress is not improving the Member’s medical condition within an appropriate period of time given the diagnosis and plan of care, and the Member would like a second opinion regarding the diagnosis or continuance of the treatment.

· The Member has attempted to follow care or consulted with the initial provider concerning serious concerns about the diagnosis or plan of care.

· The Member or Participating Provider treating the Member has serious concerns regarding the accuracy of the pathology results and requests a specialty pathology opinion.

· 


SECTION XVII.	CASE MANAGEMENT PROGRAM

A.	General

Angle’s Case Management Program uses a client/caregiver approach to promote availability of appropriate care and resources while maximizing the Member’s quality of life and health care benefits. Case Management is a collaborative process with the Member, family, provider, and other treating entities, designed to meet the individual’s needs while promoting quality outcomes.



B.	Case Management and Disease Management

Details regarding Angle Health’s Case Management and Disease Management processes will be released in a future update to this provider manual.





C.	Out-of-Network Services

For services that are the financial responsibility of Angle, Members must be directed to a Participating Provider within Angle’s contracted network. If a member requires Out-of-Network services because Angle is not contracted with a provider of a specific or unique specialty, a Single Case Agreement (SCA) is recommended for the non-contracted provider.




SECTION XVIII. | FRAUD, WASTE, & ABUSE (FWA) PREVENTION 

Angle is committed to complying with all federal and state statutory, regulatory, and other requirements related to health plan operations. In accordance with state and federal regulations, Angle has a comprehensive plan to detect, correct, and prevent FWA.



A.	Fraud, Waste and Abuse Definitions 

Fraud, waste, and abuse are defined as:

· Fraud – Knowingly and willfully executing, or attempting to execute, a scheme or artifice to defraud Angle or any health care benefit program or to obtain (by means of false or fraudulent pretenses, representations, or promises) any of the money or property owned by, or under the custody or control of, Angle or any health care benefit program.

· Waste – Overutilization of services, or other practices that, directly or indirectly, result in unnecessary costs to Angle or any health benefit program. Waste is generally not considered to be caused by criminally negligent actions but rather by the misuse of resources.

· Abuse – Actions that may, directly or indirectly, result in unnecessary costs to Angle or any health care benefit program. Abuse involves paying for items or services when there is no legal entitlement to that payment, and the provider has not knowingly or intentionally misrepresented facts to obtain payment. The distinction between “fraud” and “abuse” depends on specific facts and circumstances, intent and prior knowledge, and available evidence, among other factors.



B.	Purpose and Goals of the FWA Plan

The purpose of Angle’s FWA Plan is to detect, prevent, and control FWA in order to reduce the cost caused by fraudulent activities, and to protect Members in the delivery of health care services.  The FWA Plan is designed to establish methods to identify, investigate, and report incidents of suspected fraud and/or abuse in Angle’s delivery systems.



It is the goal of Angle to improve the detection and investigation of fraud. In pursuit of that goal, we have joined forces with the legal and regulatory community to prosecute those parties attempting to abuse the health care system. Angle monitors, investigates, and corrects possible fraud, waste, and abuse issues.



C.	Reporting

Help us stop health care fraud. Your support in this area helps us all. If you suspect fraud, please contact the Angle Regulatory Affairs Department.



Phone: (855) 544-0036

Email: 	fwa@anglehealth.com 

Mail: 	Angle Health

Attn: Fraud, Waste, and Abuse

	   	PO Box 21428, Eagan, MN 55121



Reporters of suspected fraud have the right to remain anonymous, if desired. Just tell us why you think fraud is occurring. Give us the name of the Provider or Member and tell us about your concerns. We take your questions and input seriously. You can help us stop health care fraud.



D.	Investigation Process

Angle investigates suspected incidents of FWA for all types of services. We may take corrective action with a Provider, which may include, but is not limited to:

· Written warning and/or education: We send letters to the Provider advising the Provider of the issues and the need for improvement. Letters may include education or requests for repayment or may advise further action.

· Medical record review: We review medical records to investigate allegations or validate the appropriateness of claim submissions.

· Edits: A certified professional coder or investigator evaluates claims and places payment or system edits in Angle’s claims processing system. This type of review prevents automatic claims payments in specific situations.

· Recoveries: We recover overpayments directly from the Provider. Failure of the Provider to return the overpayment may result in reduced payment for future claims, termination from our network, and/or legal action.



E.	Pre-Payment Review

One method Angle uses to detect FWA is through pre-payment claim review. Through a variety of means, certain Providers or Facilities, or certain claims submitted by Providers or Facilities, may come to Angle’s attention for behavior that might be identified as unusual, for coding documentation and/or billing issues or claims activity that indicates the Provider is an outlier compared to his/her/its peers.



Once a claim, or a provider, is identified as an outlier or has otherwise come to Angle’s attention for reasons mentioned above, further review may be conducted by Angle’s investigators to determine the reason(s) for the outlier status or any appropriate explanation for unusual coding documentation, and/or billing practices. If the review results in a determination that the Provider’s actions may involve FWA, the Provider is notified of his/her/its placement on prepayment review and given an opportunity to respond.



When a provider is placed on pre-payment review, the Provider will receive written notice of being placed on pre-payment review. This means that the Provider will be required to submit medical records and any other supporting documentation with each claim so Angle can review the appropriateness of the services billed, including the accuracy of billing and coding, as well as the sufficiency of the medical records and supporting documentation submitted. Failure to submit medical records and supporting documentation to Angle in accordance with this requirement will result in a rejection of the claim under review. The Provider will be given the opportunity to request a discussion of his/her/its pre-payment review status.



Under the prepayment review program, Angle may review coding, documentation, and other billing issues. In addition, we may use one or more clinical utilization management guidelines in the review of Claims submitted by the Provider, even if those guidelines are not used for all Providers delivering services to Plan Members.



The provider will remain subject to the prepayment review process until Angle is satisfied that all inappropriate billing, coding, or documentation activity has been corrected. If the inappropriate activity is not corrected, the Provider could face corrective measures, up to and including termination from our network.



Finally, Providers are prohibited from billing a member for services Angle has determined are not payable as a result of the prepayment review process, whether due to FWA, any other coding or billing issue or for failure to submit medical records as set forth above. Providers whose claims are determined to be not payable may make appropriate corrections and resubmit such claims in accordance with the terms of their Provider Agreement, proper billing procedures and state law. Providers or Facilities also may appeal such a determination in accordance with applicable grievance and appeal procedures.



F.	 Acting on Investigative Findings

In addition to the previously mentioned actions, Angle may refer to suspected criminal activity committed by a Member, Provider or Facility to the appropriate regulatory and/or law enforcement agencies.




SECTION XIX. | 	GLOSSARY



		Accreditation

		An evaluative process in which a healthcare organization undergoes an examination of its operating procedures to determine whether the procedures meet designated criteria as defined by the accrediting body, and to ensure that the organization meets a specified level of quality.



		Active Labor

		An Emergency Medical Condition that results in a labor at a time at which any of the following would occur:

a) A woman experiencing contractions. (A woman experiencing contractions is presumed to be in true labor unless a physician or qualified individual certifies after a reasonable time of observation that the woman is in false labor.

b) There is inadequate time to affect a safe transfer to another hospital prior to delivery 

c) A transfer may pose a threat to the health and safety of the patient or the unborn child.



		Acute Rehabilitation

		Rehabilitation is defined as restoration of a disabled person to self-sufficiency or maximal possible functional independence. An inpatient rehabilitation program utilizes an interdisciplinary coordinated team approach that involves a minimum of three (3) hours rehabilitation services daily. These services may include physical therapy, occupational therapy, speech therapy, cognitive therapy, respiratory therapy, psychology services, prosthetic/orthotic services or a combination thereof.



		Affiliate(s)

		A corporation or other organization owned or controlled, either directly or through parent or subsidiary corporations by Angle.

· Angle Refers to Angle Health, Inc. and its Affiliates, including Angle Insurance Plan of Utah and all other subsidiaries that offer health plans or insurance plans.

· Angle Health, Inc. A Delaware Corporation with its principal place of business in San Francisco, CA.

· Angle Insurance of Utah.  An insurance company regulated by the Utah Department of Insurance (CDI), and an affiliate of Angle Health Inc.



		Angle Managed Care Network

		The network of physicians, hospitals, facilities, and other health care professionals that have contracts with Angle and one or more of its affiliates. Under these contracts, the physicians, hospitals, facilities, and other health care professionals agree to participate in Angle HMO, Angle PPO, and other programs conducted according to the Benefit Agreement.



		Appeal

		A written or oral expression requesting a re-evaluation of a specific determination made by Angle or any of its authorized Subcontractors (Plan Medical Groups). The determination in question may be a denial or modification of a requested service. (It may also be called an adverse benefit determination.)



		Approved Screening Criteria

		The written and/or online clinical guidelines and medical policies used to screen health care services for medical appropriateness. Inpatient guidelines include severity of illness, intensity of service and length of stay. Criteria are reviewed and approved at least annually by Angle oversight committees. Oversight committees are primarily made up of practicing physicians. Criteria and guidelines are national in scope; developed with actively practicing physicians, Hospitals, Facilities or other healthcare professionals; and are reviewed and updated at least annually.



		ASC X12

		An Accredited Standards Committee (ASC) of the American National Standards Institute (ANSI), founded in 1979. Its objective is to develop consensus standards to facilitate Electronic Data Interchange (EDI). A subcommittee of ASC X12 develops EDI standards for insurance.



		ASC X12N Standard Format

		The standards for electronic data interchange within the health care industry developed by the Accredited Standards Committee (ASC) X12N Insurance Subcommittee of the American National Standards Institute (ANSI).



		Assignment

		Agreement by the practitioner to accept any reimbursement from a third-party payor as payment in full for the services rendered. When a practitioner accepts assignment, balance billing for charges that were not paid in full is not permitted (except for collection of any deductible, copayment and/or coinsurance that the patient is required to pay).



		Authorization

		A general term used for clarity in this Facility Manual that refers to the review, approval and/or approval process inherent in the Angle Medical Management Program. This includes pre-service, concurrent and post-service reviews. Authorization should be requested prior to services being rendered. Common synonyms include “certification,” “prospective” and “review.”



		Authorized Representative

		An individual designated by the Member to receive Protected Health Information about the Member for purposes of assisting with a claim, Appeal, Grievance, or other matter. The Authorized Representative must be designated by the Member in writing on a form approved by Angle



		Behavioral Health or Mental Health Facility

		Any general acute hospital, psychiatric hospital, psychiatric health facility, chemical dependency recovery hospital, residential treatment center, day treatment facility, or other Angle care Facility or outpatient setting approved by Angle.



		Behavioral Health Provider

		Behavioral health care practitioners, including psychiatrists, psychiatric mental health nurse practitioners, psychiatric mental health nurses, psychologists, licensed clinical social workers, marriage and family therapists, and professional clinical counselors. Angle’s Facility network includes hospital inpatient units, residential treatment centers, partial hospitalization programs, and intensive outpatient services and programs.



		Behavioral Health Services

		Acute care patients, residential, rehabilitation, and hospital day treatment outpatient services for the evaluation and treatment of mental disorders and substance abuse conditions, which are covered by a Benefit Agreement providing coverage for mental or nervous disorders, psychiatric disorders, substance abuse, or ABA. Hospital/facility services do not include long-term, non- acute care



		Benefit Period

		The maximum length of time for which benefits will be paid, typically renewable annually.



		Benefits

		The types of care or services an insurance plan will pay for certain types of medical care



		

		An alternative treatment plan for a member under case management that may include medical services not covered under the Member’s Benefit Agreement. If approved by Angle, the alternative benefit is offered in lieu of a standard benefit under the Member’s Benefit Agreement.



		Capitation

		A prepaid PMPM age/sex and plan adjusted rate paid to PMG for providing Covered Services



		Case Management Program

		A program that assesses the Member’s medical needs. It includes working with the PMG/IPA and other participating physicians, Hospitals, Facilities, or other health care professionals to explore and coordinate treatment alternatives that may:

1. Increase Member satisfaction

2. Achieve benefit savings

3. Result in better medical outcomes

4. Be more cost-effective



		Chronic Condition

		A medical condition due to a disease, illness, or other medical problem or medical disorder that is serious in nature and that persists without full cure, or worsens over an extended period of time, or requires ongoing treatment to maintain remission or prevent deterioration.



		Clean Claim

		A claim that has no defect or impropriety. Clean claims include the substantiating documentation needed to meet the requirements for risk adjustment submission.



		Clinical Laboratory

		Health care professionals, who collect, test and evaluate specimens



		Coinsurance

		The portion of the cost of a covered health care service, calculated as a percent (IE: 20%) that is the financial responsibility of the Member. The Member pays coinsurance plus any deductibles owed. 



		Continuous Care

		Means the hospice nursing care needed on a continuous basis, for a minimum of eight hours a day, during a period crisis, in order to maintain a terminally ill patient at home through palliation or management of the patient’s acute medical symptoms.



		Coordination of Benefits

		A specific method of determining primary responsibility for paying Covered Services under the terms of the applicable Benefit Agreement or insurance policy, and applicable law and regulations, when more than one payor may have liability for payment for services received by a member.



		Copayment

		A fee that a Plan Provider or its subcontractors may collect directly from a member, and which a member is required to pay, for a particular Covered Benefit at the time service is rendered.



		Covered Benefits

		Medically necessary services and supplies that Members are entitled to receive under an employer group or individual agreement, and which are described in the member handbook.



		Covered Services

		Medically necessary services or supplies for which benefits are offered in the member’s Evidence of Coverage (EOC).



		Credentialing

		The review and verification process used to determine the current clinical competence of a Provider and whether the Provider meets the managed care organization’s pre-established criteria for participation in the network.



		Deductible

		The amount a member must pay in a benefit year under some plans for certain Covered Benefits before the Plan will start to pay for those Covered Benefits in that benefit 

year. Once the Member has met either the family or individual yearly Deductible, the Member pays the applicable Copayment or Coinsurance for Covered Benefits, and Angle pays the rest.





		Dependent

		An enrollee’s legally married spouse, domestic partner or child (including an adopted child or stepchild), who meets the eligibility requirements set forth in the member handbook, who is enrolled in the Plan, and for whom Angle receives premiums.



		Detoxification

		The medical supervision of withdrawal from alcohol and/or drugs to which a patient was addicted or habituated. These substances do not include tobacco or food substances. Detoxification must require active medical supervision of a brief, protocol-specific substance withdrawal program. Detoxification may occur in a 24-hour Facility or on an outpatient basis, depending upon severity and medical necessity according to the patient's condition and circumstances.



		Diagnostic Imaging

		Health care professionals who perform radiological procedures, such as X-rays, computerized axial tomography (CAT) scans and magnetic resonance imaging (MRI) scans.



		Dialysis Facility

		Freestanding renal dialysis facilities provide services for hemodialysis, intermittent peritoneal dialysis, continuous ambulatory peritoneal dialysis, continuous cycling peritoneal dialysis and other miscellaneous dialysis services.



		Disease Management

		A coordinated system of preventive, diagnostic and therapeutic measures intended to provide cost-effective, quality health care for a patient population who have, or are at risk for, a specific chronic illness or medical condition. Also known as disease state management.



		Disposable Medical Supplies

		Medical supplies that are consumable or expendable in nature and cannot withstand repeated use by more than one individual, such as bandages, elastic bandages, incontinence pads, and support hose and garments.



		Domestic Partner

		A person who has established a domestic partnership by meeting all of the following requirements.

a. Both persons agree to be jointly responsible for each other’s basic living expenses incurred during the domestic partnership.

b. Neither person is married or a member of another domestic partnership.

c. The two persons are not related by blood in a way that would prevent them from being married to each other in this state.

d. Both persons are at least 18 years of age.

e. Both persons are capable of consenting to the domestic partnership. 

f. Either of the following: 

i. Both persons are members of the same sex.

ii. One or both of the persons meet the eligibility criteria under Title II of the Social Security Act as defined in 42 U.S.C. Section 402(a) for old-age insurance benefits or Title XVI of the Social Security Act as defined in 42 U.S.C. Section 1381 for aged individuals. Notwithstanding any other provision of this section, persons of opposite sexes may not constitute a domestic partnership unless one or both persons are over the age of 62.

g. Neither person has previously filed a Declaration of Domestic Partnership with the Secretary of State pursuant to this division that has not been terminated under Section 299.

h. Both file a Declaration of Domestic Partnership with the Secretary of State pursuant to this division. If documented in the agreement with Angle, Domestic Partner also includes individuals who meet criteria 1–5 above and who sign an affidavit attesting to that fact. Document Control Number (DCN). A number that is assigned to each claim for reference and payment purposes.



		Drug Formulary

(Drug List)

		The continuously updated list of drugs that are covered by the Plan. A Drug Formulary enhances quality of care by encouraging the use of those prescription medications that are demonstrated to be safe and effective and produce superior patient outcomes. The Drug Formulary consists of brand and generic drugs. Prescription drugs must be dispensed in generic form when one is available, provided that no medical contraindication exists. Brand-name drugs are charged a higher Copayment. Medications that are not listed on the Drug Formulary are not covered, unless Authorized by the Plan.



		Durable Medical Equipment.

		Medical equipment appropriate for use in the home which is intended for repeated use; is generally not useful to a person in the absence of illness or injury, and primarily serves a medical purpose.



		EDI (Electronic Data Interchange)

		Computer-to-computer transfer of transactions and information. Angle Providers may use EDI for submitting claims, receiving ERAs, verifying benefits, eligibility, claim status inquiries, and more.



		ERA (Electronic Remittance Advice

		Allows providers the option to print or to automatically post payments utilizing their practice management software.



		Emergency

		A sudden onset of a medical or psychiatric condition manifesting itself by acute symptoms of sufficient severity (including, without limitation, severe pain); such that the 

patient may reasonably believe that the absence of immediate medical attention could result in any of the following: 

1. Placing the patient’s health in serious jeopardy

2.Serious impairment to bodily functions

3.Other serious medical or psychiatric consequences

4.Serious and/or permanent dysfunction of any bodily organ or part





		Emergency Services

		Covered Benefits, including Emergency Services and Care, provided inside or outside the Service Area that are medically required on an immediate basis for treatment of an Emergency Medical Condition. 

Emergency Services and Care. 

1. Medical screening, examination, and evaluation by a physician, or, to the extent permitted by applicable law, by other appropriate personnel under the supervision of a physician, to determine if an Emergency Medical Condition or Active Labor exists and, if it does, the care, treatment, and surgery by a physician if necessary to relieve or eliminate the Emergency Medical Condition, within the capability of the facility; and   

2. An additional screening, examination, and evaluation by a physician, or other personnel to the extent permitted by applicable law and within the scope of their licensure and clinical privileges, to determine if a psychiatric Emergency Medical Condition exists, and the care and treatment necessary to relieve or eliminate the psychiatric Emergency Medical Condition within the capability of the facility.



		Extension of Benefits

		Extended benefits that may be available to Members who are totally disabled on the termination date of their Benefit Agreement. Extended benefits have the meaning set forth in the Benefit Agreement applicable to the Member.



		Follow-Up Care

		Care that is provided to the Member after the initial medical emergency service.



		Grievance

		A written or oral expression of dissatisfaction regarding the Plan and/or Provider, including quality of care concerns.



		Hemodialysis Services

		Services rendered by a Medicare-certified hemodialysis Facility. Hemodialysis services include Facility charges, using Facility equipment and supplies, laboratory tests, and drugs administered in conjunction with on-site treatment.



		Health Care Professional

		Any of the following: doctor of medicine or osteopathy who is licensed to practice medicine or osteopathy where the care is received, or audiologist, chiropractor, clinical psychologist, clinical social worker, dentist, marriage and family therapist, nurse midwife, nurse practitioner, occupational therapist, optometrist, physical therapist, physician assistant, podiatrist, registered nurse, and/or speech pathologist providing services within the scope of practice, as defined by the appropriate clinical license and/or regulatory board



		Health Maintenance Organization (HMO)

		A prepaid plan program that provides or arranges for health services to its members on a prepaid, monthly basis (i.e., capitation).



		Home Infusion Therapy (HIT)

		Pharmacies that provide pharmaceuticals, supplies and equipment for infusing medication, such as antibiotics, chemotherapy, total parenteral nutrition, pain management and other infusion therapies in the home.



		Hospice

		A hospice provides palliative care for terminally ill patients.



		Hospice Care

		An approach to treatment that recognizes the impending death of an individual warrants a change in focus from curative care to palliative care (relief of pain and other uncomfortable symptoms). The goal of hospice care is to help terminally ill individuals continue life with minimal disruption to normal activities, while remaining primarily in the home environment. It includes routine care, continuous care, respite care and inpatient hospice care.



		Hospital/Facility Services

		Hospital/Facility services means those acute care inpatients, residential, rehabilitation and Hospital Day treatment outpatient services that are covered by a Benefit Agreement, providing coverage for mental or nervous disorders, psychiatric disorders, or substance abuse. Hospital/Facility services do not include long-term non-acute care.



		ICD-10 (International Classification of Diseases, 10th Revision)

		ICD-10 Procedures and Diagnosis codes.



		Independent Practice Association (IPA) and Participating Medical Group (PMG)

		A legal entity organized under the state laws that operates under a contract with Angle to provide and arrange for professional health services to persons who are enrolled in Angle commercial HMO plans.



		Infertility

		The presence of a demonstrated condition recognized by a licensed physician as a cause of infertility, or the inability to conceive or carry a pregnancy to a live birth after a year or more of regular sexual relations without contraception.



		Initial Request/Continued Stay Review. (Continuation of services)

		Review for medical necessity during initial/ongoing inpatient stay in a Facility (hospital) or a course of treatment, including review for transitions of care and discharge planning.



		Inpatient Hospital Services

		Services that include inpatient hospital days for semiprivate accommodations, special treatment units, or private room accommodations, if specifically authorized as Medically Necessary.



		Inpatient Hospice Care

		Means an inpatient stay necessary to manage acute symptoms, such as uncontrolled pain, severe respiratory distress, hemorrhaging, intractable nausea/vomiting, severe dysfunction, unmanageable behavior, seizures, and acute distress, 

in the actively dying phase. Inpatient hospice care is provided in a Provider-owned or contracted SNF or Hospital and includes, but is not limited to, room and board, nursing care and hospice services.





		Intensive Outpatient Program

		A program that has organized and structured services that are provided for no less than three hours a day, but usually no more than five hours a day, at least three times per week. The Member should reside in a community setting while receiving intensive outpatient program services and is not in a 24-hour residential treatment setting. With symptom improvement, a gradual decrease in services per week may occur. Components of treatment should include a comprehensive clinical assessment, a psychiatric evaluation upon admission and upon follow up as needed, individual therapy, family therapy, group psychotherapy, psycho-educational groups, skills training, and expressive/activity therapies. For Substance Use Disorder Intensive Outpatient Programs, there should be an evaluation for medication that may improve the Member's ability to remain abstinent or reduce substance use. Treatment should include attendance at community-based recovery programs, drug screens as clinically appropriate, and family involvement in treatment. 





		Life-Threatening

		Means either or both of the following:

· Diseases or conditions where the likelihood of death is high, unless the course of the disease is interrupted

· Diseases or conditions with potentially fatal outcomes, where the end point of clinical intervention is survival



		Managed Care Network

		The network of health care professionals who enter into contracts with Angle and/or one or more of its affiliates. Health care practitioners agree to participate in the Angle programs that are conducted pursuant to Benefit Agreements.



		Medical Advisor

		A validly licensed physician or other medical expert (e.g., physical therapist, psychologist, or licensed clinical social worker) who is employed by, or under contract with, a review organization to carry out utilization reviews.



		Medically Necessary

		A treatment or service necessary to protect life; to prevent illness or disability; to diagnose, treat, or control illness, disease, or injury; or to alleviate severe pain. The treatment or service should be:

1. Based on generally accepted clinical evidence.

2. Consistent with recognized standards of practice.

3. Demonstrated to be safe and effective for the Member’s medical condition; and

4. Provided at the appropriate level of care and setting based on the Member’s medical condition.



		Member

		An individual, who has enrolled in the Plan under the provisions of an employer group or individual plan agreement and for whom the applicable premiums have been paid.



		Mental Health Parity (MHP)

		Coverage in a plan for mental health (MH) and/or substance abuse (SA) benefits provided at “parity” or equal coverage with the medical and surgical benefits in the same plan.



		National Committee for Quality Assurance (NCQA)

		An independent, non-profit organization that accredits managed health care plans, by measuring the quality of care and service provided by managed-care plans such as HMOs. Its standards help ensure HMO 

customers receive high-quality health care and excellent service. The organization also encourages health plans to create an environment for continuous improvement.





		Newborn

		A baby that is less than 31 days old.



		Out-of-Area

		Services received while a member is outside the Service Area. Out-of-Area coverage includes Urgent or Emergent services for the sudden onset of symptoms of sufficient severity to require immediate medical attention to prevent serious deterioration of a member’s health resulting from unforeseen illness or injury or complication of an existing condition, including pregnancy, for which treatment cannot be delayed until the Member returns to the Service Area. Out-of-Area medical services will be covered to meet the Member’s immediate medical needs. Applicable follow-up for the Urgent or Emergent service must be Authorized by Angle and will be covered until it is prudent to transfer the Member’s care into the Plan’s Service Area.



		Out-of-Area Emergency Services

		Emergency services that are rendered to a member beyond a certain distance from the PMG medical offices or the satellite Facility to which the Member is assigned. When the PMG is organized as an IPA, out-of-area emergency services are those emergency services that are rendered to a member.



		Outpatient Hospital Services

		Services that include the Facility component of outpatient surgery, pre-admission testing and laboratory and radiology services.



		Out-of-pocket maximum

		Refers to the maximum amount that an insured employee will have to pay for expenses covered under the plan. It is a sum of deductible and coinsurance amounts.



		Parity Benefits

		Coverage for mental health and/or substance abuse conditions provided on par with medical benefits. Currently mandated by many states and the federal legislation.



		Partial Hospitalization Program

		Partial hospitalization is a structured, short-term treatment modality that offers treatment in a program at a minimum of six hours per day, five days per week for Members who are able to function in the community at a minimally appropriate level and do not present as an imminent potential for harm to themselves or others. The Member should reside in a community setting while receiving partial Hospital program services and is not in a 24-hour residential treatment setting. With symptom improvement, a gradual decrease in services per week may occur. Components of treatment should include a comprehensive clinical assessment, a psychiatric evaluation upon admission, at least weekly psychiatric follow up visits, individual therapy, family therapy, group psychotherapy, psycho-educational groups, skills training, and expressive/activity therapies. For Substance Use Disorder Partial Hospital Programs, there should be an evaluation for medication that may improve the Member's ability to remain abstinent or reduce substance use. Treatment should include attendance at community-based recovery programs, drug screens as clinically appropriate, and family involvement in treatment.



		Participating Hospital

		A Hospital that has an agreement to provide Hospital services as a participating Facility.



		Participating Medical Group (PMG)

		A group of physicians who have an agreement with Angle to furnish medical services to Angle members.



		Participating Medical Group Physician

		A physician who has an agreement with Angle to provide medical services as a participating physician.



		Participating Physician

		A physician who has a written Agreement to provide medical services as a participating health care professional and who is a “licensee,” as that term is defined in the Business and Professions Code, Section 2041.



		Participating Provider or Facility

		Hospital, other health care Facility, physician, IPA, PMG or medical group, or other health care professional that has entered into an Agreement with Angle to provide health care services at prospectively determined rates. A participating Provider may also be referred to as a “Contracted Provider” or an “In-Network Provider”.



		Patient Stabilization

		A patient is stabilized, or stabilization has occurred when, in the opinion of the treating physician and/or surgeon, or other appropriate licensed persons acting within their scope of licensure under the supervision of a treating physician and/or surgeon, the patient’s medical condition is such that, within reasonable medical probability, no material deterioration of the patient’s condition is likely to result from, or occur during, the release or transfer of the patient.



		Peer Clinical Reviewer

		A physician or other health care professional who holds a current state license in the same state and same licensure category as the requesting physician or other health care professional and who is clinically competent to evaluate the specific clinical issues and render a clinical opinion specific to the medical condition, procedure and/or treatment under review.



		Per Diem

		A fixed payment measure for a day of service.



		Physical Therapy

		Health care Providers specializing in functional activities, mobility training, manipulations, instruction, or other therapeutic exercises and services, including pediatrics.



		Pre-certification

		Review for medical necessity prior to service delivery. Some common synonyms: pre-service, preauthorization and/or pre-auth. See Authorization.



		Preferred Provider Plan or PPO Plan

		A Benefit Agreement in which Members have a financial incentive to use participating health care professionals.



		Pre-service Review

		Review for medical necessity that is conducted on a health care service or supply prior to its delivery to the Member.



		Primary Care Physician (PCP)

		Plan Physician, possibly affiliated with a PMG, who is chosen by or for a Member from the Member’s Plan Network; and who is primarily responsible for supervising, coordinating, and providing initial care to the Member, maintaining the continuity of Member’s care, and providing or initiating referrals for Covered Benefits for the Member. Primary Care Physicians include general and family practitioners, internists, pediatricians, and qualified OB-GYNs who have the ability to deliver and accept the responsibility for delivering primary care services



		Probation

		Consists of written notification detailing the cause of action and notifying the Member that any repetition of the cause of action will result in immediate disenrollment.



		Professional Services

		Professional diagnostic and treatment services which are listed in the Member Handbook and supplemental benefits brochures, if applicable, and are provided by Plan Physicians and other health professionals.



		Prosthetic Devices

		Appliances that replace all or part of the function of a permanently inoperative, absent or malfunctioning body part. The term “prosthetic devices” includes orthotic devices and rigid or semi-supportive devices that restrict or eliminate motion of a weak or diseased part of the body.



		Provider Directory

		A listing of Angle-approved physicians, hospitals, and other participating providers, which is updated periodically.



		Qualified Health Professional

		A primary care physician (PCP), or a specialist who is acting within his or her scope of practice and who possesses a clinical background, including training and expertise, related to a particular illness, disease or condition, or conditions associated with the request for a second opinion



		Referral

		Any request for authorization by the PCP to the medical group for Covered Services or hospitalization. These services may require a medical necessity review by the medical group.



		Related Hospital Services

		Services rendered to Members as part of, and concurrent with, inpatient Hospital, outpatient Hospital, hemodialysis, skilled nursing Facility, alternative birthing center and hospice services. These services include the use of Facility equipment, radiopharmaceuticals, surgical and anesthetic supplies, oxygen, drugs (except for take-home drugs), blood and blood processing, laboratory procedures, and diagnostic imaging and testing.



		Retrocessionaires

		A reinsurance company or insurance company that assumes reinsurance risk ceded by another reinsurance company or insurance company acting as a primary reinsurer of an insurance company.



		Seriously Debilitating

		Diseases or conditions that cause major irreversible morbidity.



		Service Area

		The geographic area in which Angle is licensed to provide health services.



		Severe Mental Disorders

		Severe mental disorders include the following psychiatric diagnoses: schizophrenia, schizoaffective disorder, bipolar disorder, major depression, panic disorder, obsessive-compulsive disorder, pervasive development disorder or autism, anorexia nervosa, and bulimia nervosa.  Severe mental disorders also include Serious Emotional Disturbances of a child.



		Screening Criteria

		The written guidelines that are adopted by review organizations to determine medical necessity, appropriateness, and length of stay.



		Skilled Nursing Facility (SNF)

		A comprehensive free-standing rehabilitation facility or a specially designed unit within a hospital licensed by the state of Utah or state of the SNF’s location to provide skilled nursing care.



		Specialty Pharmaceuticals (Specialty Medications)

		Can best be identified by the product characteristics. If they have some or all of the below characteristics, drugs may be defined as “specialty,” thereby requiring distinct distribution processes networks and Utilization Management efforts: Produced by recombinant DNA technology or other biological process Can be administered as an injection, infusion or even orally Targeted diseases that have little or no alternative treatments Setting for the administration can be home, physician’s practice, outpatient clinic or another outpatient setting. Typically target underlying disease pathology, versus merely relieving symptoms Higher cost per prescription than conventional therapies. Drug toxicities and disease pathology combine to demand customized clinical monitoring and patient support May require temperature control or other specialty handling techniques



		Special Care Units

		Special areas of a hospital that have highly skilled personnel and special equipment for acute conditions requiring constant treatment and observation.



		Specialist

		A physician who is not a general practitioner, internist, family practitioner, pediatrician, gynecologist or obstetrician. A physician who limits professional attention to a particular specialty for study, research and/or treatment. Examples are cardiologists, dermatologists and neurologists.



		Substance-Related and Addictive Disorders

		These include substance use disorders and substance induced disorders, as defined in the most current edition of the Diagnostic and Statistical Manual of Mental Disorders of the American Psychiatric Association (DSM).



		Surcharge

		An additional fee charged to a member for a medical service that is not approved by the applicable state regulatory authority and is neither disclosed nor provided for in the Member’s Benefit Agreement. Examples of surcharges include, but are not limited to, concierge or retainer fees, billing fees, claim handling fees or other administrative service fees not directly related to the provision of health care services to the Member.



		Totally Disabled

		A Member who is incapable of self-sustaining employment by reason of a physically or mentally disabling injury, illness, or condition, and who is chiefly dependent upon the Subscriber for support and maintenance. The determination as to whether a Member is Totally Disabled will be made based upon an objective review consistent with professionally recognized medical standards.



		Urgent Care Center

		A Facility that meets Angle HMO’s Urgent Care Center criteria, as set forth in this Manual, and is approved by Angle prior to being designated as an Angle Urgent Care Center.



		Urgent Care Services

		Services intended to provide urgently needed care in a timely manner when the PCP has determined that the member requires these services, or the member is Out-of-Area and requires Urgent Care Services. Urgent Care Services means those services performed, inside or outside the Plan’s Service Area, which are medically required within a short time frame, usually within twenty-four (24) hours, in order to prevent a serious deterioration of a member’s health due to an illness or injury or complication of an existing condition, including pregnancy, for which treatment cannot be delayed. Urgently needed services include maternity services necessary to prevent serious deterioration of the health of the member or the member’s fetus, based on the member’s reasonable belief that she has a pregnancy-related condition for which treatment cannot be delayed until the member returns to the service area





		Utilization Management

		The evaluation of the appropriateness, medical need, and efficiency of health care services and facilities according to established criteria or guidelines and under the provisions of the applicable health benefits plan.



		Utilization Review

		A function performed by Angle to review and determine whether medical services provided, or to be provided, are Medically Necessary.



		Utilization Review Reference Number

		The tracking number given to a physician, Hospital, Facility, or other health care professional(s) following creation of a case for review.
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