








PROVIDER APPEAL REQUEST FORM

This form should be used if you disagree with the outcome of your claims inquiry or have additional information which
may warrant Leon to re-evaluate its original decision. Appeal requests must include claim numbers and supporting
documentation (ie: copies of medical records). Review of claims does not guarantee a change in payment. For Non-
Participating providers: a Waiver of Liability is required when initiating an appeal. The Waiver of Liability form may be
obtained at the following link: http://www.Imchealthplans.com/English/Forms/WaiverLiabilityStatement.pdf

Providername Provider TIN

Contact Phone Fax

Member Name

Leon Member ID Number

MemberAddress:

Claim Number

Date of Service

Reason for Appeal:

Please mail this form Leon Medical CentarHealth Plas
attentionto: Appeals Department
P.O. Box ®-9440
Miami, FL 33166

You can also fax your appeal request to (2@9)75000r contact our department at
(305)6315348.

Physician’s Signature: Date:
07/2016
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GRIEVANCE/COMPLAINT FORM

Date: Date of Birth:
Member’s Name:

Member ID:

Address: Phone:

Summary of Grievance/ Complaint

Have you contacted the health plan regarding this matter? Yes No (circle one)

If yes, what was the result of this contact?

What can we do to help you solve your problem?

Member’s Signature: Date:

Please mail or fax this form and any other pertinent information to:
Leon Medical Centers Health Plans, Inc.
Grievance/Appeals Department
PO Box 66-9440
Miami, FL 33166
FAX: 305-229-7500
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FORMULARIO DE QUEJA O DENUNCIA

Fecha: Fecha de nacimiento:
Nombre del miembro:

NuUmero de identificacion del miembro:

Direccion: Teléfono:

Resumen de la queja o denuncia

¢Se ha comunicado con el plan de seguro médico (plan de salud) en relacion con este asunto? Si  No (trace
un circulo alrededor de la respuesta correspondiente)

Si respondi6 que si, ¢en qué resultd dicha comunicacién?

¢ Qué podemos hacer para ayudarlo a resolver su problema?

Firma del miembro: Fecha:

Favor de enviar este formulario y la demas informacion pertinente por correo o fax a:

Leon Medical Centers Health Plans, Inc.
Grievance/Appeals Department
PO Box 66-9440
Miami, FL 33166
FAX: 305-229-7500

H5410_G4001S 08/14
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LEON MEDICAL CENTERS HEALTH PLANS
LEON CARES (HMO)

Advance Directives

INT_16_31222 09142015

Leon Medical Centers Health Plans is an HMO plan with a Medicare contract. Enrollment in Leon
Medical Centers Health Plans depends on contract renewal.

All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna
Corporation. The Cigna name, logos, and other Cigna marks are owned by Cigna Intellectual Property,
Inc.

This information is available for free in other languages. Please call our Member Services number at 305-
559-5366 or toll-free at 1-866-393-5366 (TTY 711), seven days a week from 8:00 am to 8:00 pm. Esta
informacidn esta disponible de forma gratuita en otros idiomas. Por favor, llame a nuestro Departamento

89



de Servicios a los Miembros al 305-559-5366 o gratuitamente al 1-866-393-5366, (TTY 711), los siete
dias de la semana de 8:00 am a 8:00 pm.

Leon Medical Centers Health Plans

Health Care Advance Directives

The Patient’s Right to Decide

Introduction
Every competent adult has the right to make decisions concerning his or her own health, including the
right to choose or refuse medical treatment.

When a person becomes unable to make decisions due to a physical or mental change, such as being in
a coma or developing dementia (like Alzheimer’s disease), they are considered incapacitated. To make
sure that an incapacitated person’s decisions about health care will still be respected, the Florida
legislature enacted legislation pertaining to health care advance directives (Chapter 765, Florida
Statutes).

The law recognizes the right of a competent adult to make an advance directive instructing his or her
physician to provide, withhold, or withdraw life-prolonging procedures; to designate another individual to
make treatment decisions if the person becomes unable to make his or her own decisions; and/or to
indicate the desire to make an anatomical donation after death.

By law hospitals, nursing homes, home health agencies, hospices, and health maintenance organizations
(HMOs) are required to provide their patients with written information, such as this pamphlet, concerning
health care advance directives. The state rules that require this include 58A-2.0232, 59A-3.254, 59A-
4.106, 59A-8.0245, and 59A-12.013, Florida Administrative Code.

Questions About Health Care Advance Directives

What is an advance directive?

It is a written or oral statement about how you want medical decisions made should you not be able to
make them yourself and/or it can express your wish to make an anatomical donation after death. Some
people make advance directives when they are diagnosed with a life-threatening illness. Others put their
wishes into writing while they are healthy, often as part of their estate planning.

Three types of advance directives are:
o ALiving Will
o A Health Care Surrogate Designation
o An Anatomical Donation

You might choose to complete one, two, or all three of these forms. This pamphlet provides information to
help you decide what will best serve your needs.
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What is a living will?

It is a written or oral statement of the kind of medical care you want or do not want if you become unable
to make your own decisions. It is called a living will because it takes effect while you are still living. You
may wish to speak to your health care provider or attorney to be certain you have completed the living will
in a way that your wishes will be understood.

What is a health care surrogate designation?

It is @ document naming another person as your representative to make medical decisions for you if you
are unable to make them yourself. You can include instructions about any treatment you want or do not
want, similar to a living will. You can also designate an alternate surrogate.

What is an anatomical donation?

It is a document that indicates your wish to donate, at death, all or part of your body. This can be an
organ and tissue donation to persons in need, or donation of your body for training of health care
workers. You can indicate your choice to be an organ donor by designating it on your driver’s license or
state identification card (at your nearest driver’s license office), signing a uniform donor form (seen
elsewhere in this pamphlet), or expressing your wish in a living will.

Which is best?
Depending on your individual needs you may wish to complete any one or a combination of the three
types of advance directives.

Am | required to have an advance directive under Florida law?

No, there is no legal requirement to complete an advance directive. However, if you have not made an
advance directive, decisions about your health care or an anatomical donation may be made for you by a
court-appointed guardian, your wife or husband, your adult child, your parent, your adult sibling, an adult
relative, or a close friend.

The person making decisions for you may or may not be aware of your wishes. When you make an
advance directive, and discuss it with the significant people in your life, it will better assure that your
wishes will be carried out the way you want.

Must an attorney prepare the advance directive?

No, the procedures are simple and do not require an attorney, though you may choose to consult one.
However, an advance directive, whether it is a written document or an oral statement, needs to be
witnessed by two individuals. At least one of the witnesses cannot be a spouse or a blood relative.

Where can | find advance directive forms?

Florida law provides a sample of each of the following forms: a living will, a health care surrogate, and an
anatomical donation. Elsewhere in this pamphlet we have included sample forms as well as resources
where you can find more information and other types of advance directive forms.
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Can | change my mind after | write an advance directive?
Yes, you may change or cancel an advance directive at any time. Any changes should be written, signed
and dated. However, you can also change an advance directive by oral statement; physical destruction of
the advance directive; or by writing a new advance directive.

If your driver’s license or state identification card indicates you are an organ donor, but you no longer
want this designation, contact the nearest driver’s license office to cancel the donor designation and a
new license or card will be issued to you.

What if | have filled out an advance directive in another state and need treatment in Florida?
An advance directive completed in another state, as described in that state's law, can be honored in

Florida.

What should | do with my advance directive if | choose to have one?

o

If you designate a health care surrogate and an alternate surrogate, be sure to ask them if they
agree to take this responsibility, discuss how you would like matters handled, and give them a
copy of the document.

Make sure that your health care provider, attorney, and the significant persons in your life know
that you have an advance directive and where it is located. You also may want to give them a
copy.

Set up a file where you can keep a copy of your advance directive (and other important
paperwork).Some people keep original papers in a bank safety deposit box. If you do, you may
want to keep copies at your house or information concerning the location of your safety deposit
box.

Keep a card or note in your purse or wallet that states that you have an advance directive and
where it is located.

If you change your advance directive, make sure your health care provider, attorney and the
significant persons in your life have the latest copy.

If you have questions about your advance directive you may want to discuss these with your
health care provider, attorney, or the significant persons in your life.
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Additional Information Regarding Health Care Advance Directives

Before making a decision about advance directives you might want to consider additional options and
other sources of information, including the following:
o As an alternative to a health care surrogate, or in addition to, you might want to designate a

durable power of attorney. Through a written document you can name another person to act on
your behalf. It is similar to a health care surrogate, but the person can be designated to perform a
variety of activities (financial, legal, medical, etc.). You can consult an attorney for further
information or read Chapter 709, Florida Statutes.

If you choose someone as your durable power of attorney be sure to ask the person if he or she
will agree to take this responsibility, discuss how you would like matters handled, and give the
person a copy of the document.

If you are terminally ill (or if you have a loved one who is in a persistent vegetative state) you
may want to consider having a pre-hospital Do Not Resuscitate Order (DNRO). A DNRO
identifies people who do not wish to be resuscitated from respiratory or cardiac arrest. The pre-
hospital DNRO is a specific yellow form available from the Florida Department of Health (DOH).
Your attorney, health care provider, or an ambulance service may also have copies available for
your use. You, or your legal representative, and your physician sign the DNRO form. More
information is available on the DOH website, www.FloridaHealth.com or www.MyFlorida.com
(type DNRO in these website search engines) or call (850) 245-4440.

When you are admitted to a hospital the pre-hospital DNRO may be used during your hospital stay or the
hospital may have its own form and procedure for documenting a Do Not Resuscitate Order.

o

o

If a person chooses to donate, after death, his or her body for medical training and research the
donation will be coordinated by the Anatomical Board of the State of Florida. You, or your
survivors, must arrange with a local funeral home, and pay, for a preliminary embalming and
transportation of the body to the Anatomical Board located in Gainesville, Florida. After being
used for medical education or research, the body will ordinarily be cremated. The cremains will
be returned to the loved ones, if requested at the time of donation, or the Anatomical Board will
spread the cremains over the Gulf of Mexico. For further information contact the Anatomical
Board of the State of Florida at (800) 628-2594 or www.med.ufl.edu/anatbd.

If you would like to read more about organ and tissue donation to persons in need you can view
the Agency for Health Care Administration’s website http://ahca.MyFlorida.com (Click on “Site
Index,” then scroll down to “Organ Donors”) or the federal government site www.organdonor.gov.
If you have further questions you may want to talk with your health care provider.

Various organizations also make advance directive forms available. One such document is “Five
Wishes” that includes a living will and a health care surrogate designation. “Five Wishes” gives
you the opportunity to specify if you want tube feeding, assistance with breathing, pain
medication, and other details that might bring you comfort such as what kind of music you might
like to hear, among other things. You can find out more at:
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http://www.med.ufl.edu/anatbd

Aging with Dignity
www.agingwithdignity.org
(888) 594-7437

Other resources include:
American Association of Retired Persons (AARP)
www.aarp.org

(Type “advance directives” in the website’s search engine)

Your local hospital, nursing home, hospice, home health agency, and your attorney or health care
provider may be able to assist you with forms or further information.

Brochure: End of Life Issues

www.FloridaHealthFinder.gov (click Brochures and Guides)
(888) 419-3456
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Living Will

Declaration made this___ day of , 2 s
willfully and voluntarily make known my desire that my dying not be artificially prolonged under the
circumstances set forth below, and | do hereby declare that, if at any time | am mentally or physically
incapacitated and

(initial) | have a terminal condition,
or _____(initial) I have an end-stage condition,
or __(initial) I am in a persistent vegetative state,
and if my attending or treating physician and another consulting physician have determined that there is
no reasonable medical probability of my recovery from such condition, | direct that life-prolonging
procedures be withheld or withdrawn when the application of such procedures would serve only to
prolong artificially the process of dying, and that | be permitted to die naturally with only the administration
of medication or the performance of any medical procedure deemed necessary to provide me with
comfort care or to alleviate pain.

Ido__,ldonot___ desire that nutrition and hydration (food and water) be withheld or withdrawn when
the application of such procedures would serve only to prolong artificially the process of dying.

It is my intention that this declaration be honored by my family and physician as the final expression of
my legal right to refuse medical or surgical treatment and to accept the consequences for such refusal.

In the event | have been determined to be unable to provide express and informed consent regarding the
withholding, withdrawal, or continuation of life-prolonging procedures, | wish to designate, as my
surrogate to carry out the provisions of this declaration:

Name
Street Address
City State Phone

| understand the full import of this declaration, and | am emotionally and mentally competent to make this
declaration.
Additional Instructions (optional):

(Signed)

Witness Witness

Street Address Street Address

City State City State
Phone Phone

At least one witness must not be a husband or wife or a blood relative of the principal.
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Definitions for terms on the Living Will form:

“‘End-stage condition” means an irreversible condition that is caused by injury, disease, or iliness which
has resulted in progressively severe and permanent deterioration, and which, to a reasonable degree of
medical probability, treatment of the condition would be ineffective.

“‘Persistent vegetative state” means a permanent and irreversible condition of unconsciousness in which
there is: The absence of voluntary action or cognitive behavior of any kind and an inability to
communicate or interact purposefully with the environment.

“Terminal condition” means a condition caused by injury, disease, or illness from which there is no
reasonable medical probability of recovery and which, without treatment, can be expected to cause
death.

These definitions come from section 765.101 of the Florida Statues. The Statutes can be found in your
local library or online at www.leg.state fl.us.
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Designation of Health Care Surrogate

Name:

In the event that | have been determined to be incapacitated to provide informed consent for medical
treatment and surgical and diagnostic procedures, | wish to designate as my surrogate for health care
decisions:

Name
Street Address
City State Phone

If my surrogate is unwilling or unable to perform his or her duties, | wish to designate as my alternate
surrogate:

Name
Street Address
City State Phone

| fully understand that this designation will permit my designee to make health care decisions and to
provide, withhold, or withdraw consent on my behalf; or apply for public benefits to defray the cost of
health care; and to authorize my admission to or transfer from a health care facility.

Additional instructions (optional):

| further affirm that this designation is not being made as a condition of treatment or admission to a health
care facility. | will notify and send a copy of this document to the following persons other than my
surrogate, so they may know who my surrogate is.

Name
Name
Signed
Date

Witnesses:

1.
2.
At least one witness must not be a husband or wife or a blood relative of the principal.
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Uniform Donor Form

The undersigned hereby makes this anatomical gift, if medically acceptable, to take effect on death. The

words and marks below indicate my desires:

| give:

(a) any needed organs or parts

(b) only the following organs or parts for the purpose of transplantation, therapy, medical research,
or education:

(c) my body for anatomical study if needed. Limitations or special wishes, if any:

Signed by the donor and the following witnesses in the presence of each other:

Donor’s Signature

Donor’s Date of Birth

Date Signed

City and State

Witness Witness

Street Address Street Address

City State City State

You can use this form to indicate your choice to be an organ donor. Or you can designate it on your
driver’s license or state identification card (at your nearest driver’s license office).
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The card below may be used as a convenient method to inform others of your health care advance
directives. Complete the card and cut it out. Place in your wallet or purse. You can also make copies and
place another one on your refrigerator, in your car glove compartment, or other easy to find place.

P e em mm Em Em Em Em o Em Em Em Em Em Em = -
I Health Care Advance Directives |
| |
1y I
hawve created the tollowing Advance Directives:
| |
I B Living Will 1
I [0 Health Care Surrogate Disignation 1
I O Anatomical Donation I
M Other {specify)
| |
| - Fold 1
| Contact l
I Mame: [
I MAddress 1
| |
| |
! Telephone: I
| |
I Signature I
h oo o oo oo oo omm omm omm oem mm omm omm omm oEm oEm 4

Agency for Health Care Administration
2727 Mahan Drive
Tallahassee, Florida 32308
1-888-419-3456
www.FloridaHealthFinder.gov
www.MyFloridaRx.com
http://ahca.myflorida.com
04-2006
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A1 FON

‘ O MEDICAL

CENTERS Phone: (305) 642-5366
O MIAMI: O EASTHIALEAH: [ WESTCHESTER: O BIRDROAD: [0 WESTHIALEAH O FLAGLER 0 KENDALL
101 SW 27th Ave 445 E 25 St. 8888 SW Coral Way 11501 SW40 St 2020 W 64 St. 150 NW79 AVE 12515 SW 88 ST

Miami, FL 33135 Hialeah, FL 33013  Miami, FL 33165 Miami, FL 33165 Hialeah, FL 33016  Miami, FL 33126  Miami, FL 33186

REFERRAL FORM

Please be advised! Failure to comply with Utilization Management certification protocol will result in non-payment of your claim.

Appointment Date & Time Today's Date
Patient Information Primary Care Physician
Patient's Name PCP Name
ID Number Phone # Fax #
Patient's DOB Contact Name
Patient's Group # Provider # Pho

Complete this section when requesting other referral services

Complete this section when requesting speciality services

REFERRAL FORM REMINDERS - PLEASE:

Provider Requested

(print name/facility) = Include number of visits requested and level
Specialty (blank requests are valid for 1 year only)
Phone # Fax # = Include patient ID number (blank referrals will be returned)
Provider # = Include provider signature (blank referrals will be returned)

O Consult & Recommendation Only. One visit within 60 days. ] ) )
O Consult & Diagnostic. Three visits within 90 days. = Give a copy of the referral to patients upon their request

O Consult/Treat/Diagnostic. Three visits within 90 days. = Authorization # will be issued within 72 hours
Services included in referal

Reason(s)/Indication(s) for referral

Previous TX/tests/procedures performed related to referral

PCP Signature Date

‘ Referral Provider: Complete below or send appropriate consultation notes to PCP

Clinical Findings

Tests/Procedures Performed

TX Recommended

# of Additional Visits Requested Signature Date

SUBMIT REFERRALS TO:
Leon Medical Centers, Att'n. Medical Management, 11501 SW 40th St. Miami, FL. 33165
MEDICAL MANAGEMENT PHONE: (305) 642-5366, FAX: (305) 642-1658

LMC #56 10 000 3p 08/09

WHITE - Patient's Chart YELLOW - Specialist PINK - LMC



a LEON Leon Medical Centers Health Plans, INC. Auth #
u
“ %= MEDICAL Ph: (305) 631-5345 - Fax: (305) 642-1142
CENTERS - Valid From/To:
HEALT g-yIOI—EAI;TI‘?SPl\RIIMS; # Visits:

REFERRAL PRE-CERTIFICATION FORM

To any avoid delay of this review, please submit any relevant documentation with this

form (dictation, progress notes, consultation request and results).

O Routine O Medically Urgent Today Date: / /
Patient Information Primary Care Physician Referral to Provider
Patient Name: PCP Name: Name: -
Phone: Address:
ID Number: Fax: Phone #:
Patient DOB: Contact Name: Fax:
Contact Name:
Services Requested - Please Attach Supporting Documentation
Date of Service / / / Facility Location:
I AMBULATORY SURGERY AND OUTPATIENT SURGERY O MRA
I BONE SCAN O MRI OF;
I CARDIAC STRESS TEST O NUCLEAR MEDICINE
1 CHEMO THERAPY 1 OCCUPATIONAL THERAPY
I CHRONIC CARE I OUT OF AREA OR NON PARTICIPATING PROVIDER
I CT SCAN OF: O PHYSICAL THERAPY
E Bk?IE_YSIS I PLASTIC AND RECONSTRUCTIVE THERAPY
5 DOPPLER ARTERIAL I PROSTHETIC/ ORTHOTIC DEVICES
O PULMONARY FUNCTION TEST
01 DOPPLER VENOUS O PULMONARY REHABILITATION
1 ECHOCARDIOGRAM
O EEG 1 RADIATION TREATMENT
O Exe 1 RENAL SONOGRAM
O HOLTER O SKILLED NURSING/REHABILITATION FACILITY
O HOME HEALTH CARE 1 SLEEP STUDY
S | O INPATIENT ADMISSION (Including 23 hr Observation) [1 SPEECH THERAPY
2| O INVASIVE VASCULAR STUDIES/ED STUDIES 0 STRESS THALLIUM
gl IvpPs I TRANSFUSION/ INFUSION
« | O MAMMOGRAM O OTHER
S
=

Clinical Information (ICD 9 Code and CPT Codes Must Be Completed)

CONSULTATION - ONE VISIT WITHIN 60 DAYS
CONSULT & FOLLOW UP - THREE VISITS WITHIN 90 DAYS

Primary Diagnosis: ICD-9 Code:

Specified TX/Procedures: CPT - Code:

Initial Findings:

Provider Signature: Date: / /

PLEASE SUBMIT CLAIMS TO: Leon Medical Centers Health Plans Inc., Attention Claims Department, PO Box 65-9006, Miami Fl. 33265

REFERRAL/AUTHORIZATION IS FOR ALL CONSULTATION TO CONTRACTED PROVIDERS OF THE PLANS AS SPECIFIFIED HEREIN ONLY AND IS
A GUARANTEE OF CLAIMS PAYMENT UNLESS ALL NECESSARY AUTHORIZATION PROCEDURES ARE FOLLOWED COMPLETE AND
AUTHORIZATION IS RECEIVED FOR COVERED SERVICE FOR AN ELEGIBLE MEMBER.



SECTION XX: ADDITIONAL MEDICARE ADVANTAGE
TERMS AND CONDITIONS OF PARTICIPATION AND
ACCREDITATION REQUIREMENTS

TERMS AND CONDITIONS OF PARTICIPATION

DISCRIMINATION PROHIBITED

Provider shall not deny, limit, or condition the furnishing of benefits to a Member on the basis of
any factor that is related to health status, including, but not limited to the following: (a) medical
condition, including mental as well as physical illness; (b) claims experience; (c) receipt of
health care; (d) medical history; (e) genetic information; (f) evidence of insurability, including
conditions arising out of acts of domestic violence; or (g) disability. [42 C.F.R. § 422.110(a).]

EMERGENCY SERVICES

Leon Medical Centers Health Plans shall pay for Covered Services that are emergency services
rendered to a Member to treat an emergency medical condition or for which Leon Medical
Centers Health Plans instructed the Member to seek treatment within or outside the service area
or Leon Medical Centers Health Plans’ provider network.

URGENTLY NEEDED SERVICES
Leon Medical Centers Health Plans shall pay for all Covered Services constituting Urgently
Needed Services rendered to a Member. [42 C.F.R. 8 422.100(b); 42 C.F.R. § 422.112(a)(9).]

RENAL DIALYSIS SERVICES

Leon Medical Centers Health Plans shall pay for all Covered Services constituting renal dialysis
services provided to a Member while the Member was temporarily outside the service area. [42
C.F.R. §422.100(b)(iv).]

PROVIDER NETWORK

Leon Medical Centers Health Plans will maintain and monitor a network of appropriate
providers that is supported by written agreements and is sufficient to provide adequate access to
covered services to meet the needs of the population served. [42 C.F.R. § 422.112(a)(1).]

SPECIALTY CARE

Leon Medical Centers Health Plans will provide or arrange for necessary specialty care, and in
particular give female Members the option of direct access to a women’s health specialist within
the network for women’s routine and preventive health care services provided as basic benefits
(as defined in 42 C.F.R. § 422.2). Furthermore, Leon Medical Centers Health Plans will arrange
for specialty care outside of the plan provider network when network providers are unavailable
or inadequate to meet a Member’s medical needs. [42 C.F.R. § 422.112(a)(3).]

ACCESSIBILITY OF SERVICES
Provider’s hours of operation must be convenient to the population served and shall not be
designed to discriminate against Leon Medical Centers Health Plan’s Members. Leon Medical
Centers Health Plans must ensure that services are available to Members 24 hours a day, 7 days a
week, when medically necessary... [42 C.F.R. § 422.112(a)(7).]
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PROVIDER TERMINATION AND/OR SUSPENSION

Leon Medical Centers Health Plans may at times terminate or suspend agreements with
participating providers. Termination may be based on a change in business needs, provider
breach of contract terms, or other reasons which may necessitate contract termination.
Terminations will be handled in compliance with law and contractual obligations. [42 C.F.R. §
422.204.]

MAINTENANCE AND CONFIDENTIALITY OF RECORDS

For any medical records or other information Provider maintains with respect to Members,
Provider must establish procedures to: (a) safeguard the privacy of any information that
identifies a Member; (b) release information from, or copies of, records only to authorized
individuals; (c) ensure that unauthorized individuals cannot gain access to or alter Member
records; (d) release original medical records only in accordance with Federal and State laws,
court orders, or subpoenas; (e) maintain the records and information in an accurate and timely
manner; (f) ensure timely access by Members to the records and information that pertain to them;
and (g) abide by all state and federal laws regarding confidentiality and disclosure for mental
health records, medical records, other health information and Member information. [42 C.F.R. 8
422.118.]

MARKETING

Provider acknowledges and agrees that all marketing activities related to a Benefit Program must
conform to the requirements of the Medicare Advantage Program, codified at 42 C.F.R. §
422.80, as amended from time to time. Provider and Leon Medical Centers Health Plans will not
engage in any such marketing activities related to their contractual obligations, directly or
indirectly, without first obtaining CMS approval. [42 C.F.R. § 422.80.]

PROVISION OF SERVICES

Provider agrees to provide Covered Services in a manner consistent with professionally
recognized standards of health care and further to (a) provide Covered Services in a culturally
competent manner to all Members by making a particular effort to ensure that those with limited
English proficiency or reading skills, diverse cultural and ethnic backgrounds, and physical or
mental disabilities receive the health care to which they are entitled; (b) provide Members
information regarding treatment options in a culturally competent manner, including the option
of no treatment; and (c) ensure that Members with disabilities have effective communications
with representatives of Facility in making decisions regarding treatment options. [42 C.F.R. §
422.112(a)(8).] Leon Medical Centers Health Plans and Provider will work together to ensure
that (i) an initial assessment of each enrollee's health care needs, including following up on
unsuccessful attempts to contact an enrollee, within 90 days of the effective date of enrollment;
(if) Provider maintains an enrollee health record in accordance with professional standards of
health care and Leon Medical Centers Health Plans’ policies and procedures; and (iii) there is
appropriate and confidential exchange of information among all Providers in order to maintain
continuity of care for Leon Medical Centers Health Plans’ enrollees. [42 C.F.R. 8
422.112(b)(4).] Provider will deliver all Covered Services in a manner consistent with
professionally recognized standards of health care. [42 C.F.R. § 422.504(a)(3)(iii).]
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ADVANCE DIRECTIVES
Provider must document in a prominent part of the individual’s current medical record whether
or not the individual has executed an advance directive. [42 C.F.R. 8 422.112(b)(4).]

CONTRACT REQUIREMENTS BETWEEN PROVIDER AND LEON MEDICAL
CENTERS HEALTH PLANS

Provider acknowledges that payment and incentive arrangements between Leon Medical Centers
Health Plans, providers, first tier, & downstream entities must be specified in all contract(s). [42
C.F.R. §422.504.]

COMPLIANCE WITH LAW

Leon Medical Centers Health Plans and Provider agree to comply with federal laws and
regulations designed to prevent or ameliorate fraud, waste, and abuse, including, but not limited
to, applicable provisions of Federal criminal law, the False Claims Act (31 U.S.C. 3729 et. Seq.),
and the anti-kickback statute (section 1128B(b)) of the Act); and (2) HIPAA administrative
simplification rules at 45 CFR parts 160, 162, and 164. [42 C.F.R. § 422.504(h).]

DISCLOSURE TO MEMBERS

Leon Medical Centers Health Plans and Provider agree to comply with the requirements of 42
C.F.R. § 422.411 regarding disclosure of certain prescribed information to Members. [42 C.F.R.
§ 422.504(a)(4).]

SUBMISSION OF INFORMATION TO CMS

Provider agrees to assist Leon Medical Centers Health Plans in submitting to CMS, all
information that is necessary for CMS to administer and evaluate Leon Medical Centers Health
Plans’ benefit programs and to simultaneously establish and to assist Leon Medical Centers
Health Plans in facilitating a process for current and prospective beneficiaries to exercise choice
in obtaining Medicare services. This information includes, but is not limited to the information
prescribed in 42 C.F.R. § 422.504(f)(2). [422.64 42 C.F.R. §; 42 C.F.R. § 422.504(f)(2).]

NOTIFICATION OF MEMBERS

Provider acknowledges and agrees to assist Leon Medical Centers Health Plans in making a good
faith effort to notify all affected Members of the termination of a provider contract within 30
days of notice of termination by Leon Medical Centers Health Plans or Provider. [42 C.F.R. §
422.111(e).]

COMPLETENESS AND TRUTHFULNESS OF DATA SUBMITTED TO CMS

Provider and Leon Medical Centers Health Plans agree to comply with the reporting
requirements in 42 C.F.R. § 422.516 and the requirements in 42 C.F.R. 8 422.310 for submitting
data to CMS. [42 C.F.R. § 422.504(a)(8)]. Provider agrees to certify that all data submitted to
Leon Medical Centers Health Plans and/or CMS pursuant to the foregoing provisions is or will
be complete and truthful as required by 42 C.F.R. § 422.504(1)(3).

CONTRACT REQUIREMENTS AND RECORDS MAINTENANCE REQUIREMENTS

Provider and Leon Medical Centers Health Plans understand and agree that the requirements of
42 C.F.R. 8 422.504(i)(3)-(4) must be contained in the agreement specifying the relationship
between Provider and Leon Medical Centers Health Plans. Additionally, Leon Medical Centers
Health Plans agrees to comply with the prompt payment provisions of 42 C.F.R. § 422.520 and
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with instructions issued by CMS. Furthermore, Provider and Leon Medical Centers Health Plans
agree to maintain for 10 years books, medical records, documents, and other evidence of
procedures and practices that are sufficient to enable CMS to audit, evaluate, or inspect such
books, contracts, medical records, patient care documentation, and other records that pertain to
any aspect of services performed for Medicare Advantage, reconciliation of benefit liabilities,
and determination of amounts payable under the contract, or as the Secretary may deem
necessary to enforce the contract. [42 C.F.R. 8 422.504(d)-(e).]

QUALITY AND MEDICAL MANAGEMENT

Provider agrees to comply with Leon Medical Centers Health Plans’ medical, quality and
medical management policies as required by CMS. Provider further agrees to consult with Leon
Medical Centers Health Plans in the development of such policies. [42 C.F.R. § 422.202(b); 42
C.F.R. 8422.504(a)(5).]

DISCLOSURES TO CMS REGARDING QUALITY AND PERFORMANCE
INDICATORS

Leon Medical Centers Health Plans agrees to disclose to CMS quality & performance indicators
for plan benefits including those regarding disenrollment rates for Members enrolled over the
previous two years; enrollee satisfaction; and health outcomes. [42 C.F.R. § 422.504(f)(2)(iv)(A)

-(C)]

DENIAL, SUSPENSION AND TERMINATION OF PROVIDER

Leon Medical Centers Health Plans agrees to notify Provider in writing of reasons for denial,
suspension & termination. [42 C.F.R. § 422.204(c)(1).] Furthermore, Leon Medical Centers
Health Plans and Provider agree to provide at least 90 days notice (terminating contract without
cause) [42 C.F.R. 8 422.204(c)(4).]

CIVIL RIGHTS, ADA, AGE DISCRIMINATION AND FEDERAL FUNDS LAWS
Provider and Leon Medical Centers Health Plans agree to comply with Civil Rights Act, ADA,
Age Discrimination Act, federal funds laws. [42 C.F.R. § 422.504(h)(1).]

PROHIBITION ON EMPLOYMENT OR CONTRACTING WITH EXCLUDED
INDIVIDUALS

Leon Medical Centers Health Plans and Provider acknowledge and agree that they are prohibited
from employing or contracting with individuals excluded from participation in Medicare under
section 1128 or 1128A of the Social Security Act. [42 C.F.R. § 422.752(a)(8).]

APPEALS AND GRIEVANCE PROCEDURES
Provider agrees to adhere to Leon Medical Centers Health Plans’ appeals and grievance
procedures as set forth in this document. [42 C.F.R. § 422.562(a)

DUAL ELIGIBLES AND COST SHARING

A dual eligible individual (“Dual Eligible”) means a Medicare managed care recipient who is
also eligible for Medicaid, and for whom the state has responsibility for payment of cost sharing
obligations under the state plan. Dual eligible Members will not be held liable for Medicare Part
A and B cost sharing when the state is responsible for paying such amounts. LMCHP shall
inform Providers of Medicare and Medicaid benefits, and rules for Members eligible for
Medicare and Medicaid. LMCHP may not impose cost-sharing that exceeds the amount of cost-
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sharing that would be permitted with respect to the individual under Title XIX if the Member
were not enrolled with a Medicare Advantage plan. Provider shall comply with the foregoing by
accepting LMCHP’s payment as payment-in-full or by billing the appropriate state source.
[42 C.F.R. § 422.504(g)(1)(iii).]

ACCREDITATION REQUIREMENTS

Leon Medical Centers Health Plans is accredited by the Accreditation Association for
Ambulatory Health Care (AAAHC) and therefore is providing additional information to
all of our participating providers in order to assure compliance with all applicable
standards of our accrediting agency.

Member Rights as it relates to AAAHC (Refer to section “Rights and Responsibilities” in the
provider manual for a full description of Member’s Rights and Responsibilities)

Members are treated with respect, consideration, and dignity.
Members are provided appropriate privacy.

Member disclosures and records are treated confidentially, and members are given the
opportunity to approve or refuse their release, except when release is required by law.

Members are provided, to the degree known, complete information concerning their diagnosis,
evaluation, treatment, and prognosis. When it is medically inadvisable to give such information
to a patient, the information is provided to a person designated by the patient or to a legally
authorized person.

Members are given the opportunity to participate in decisions involving their health care, except
when such participation is contraindicated for medical reasons.

Information is available to members and network provider staff concerning:
Member rights, including those specified above.

Member conduct, responsibilities, and participation.

Services available at the organization.

Provisions for after-hours and emergency care.

Fees for services.

Payment policies.

Members’ right to refuse to participate in research.

Advance directives, as required by state or federal law and regulations.
The credentials of health care professionals.
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Prior to receiving care, members are informed of their responsibilities. These responsibilities
require the member to:

1. Get familiar with covered services and the rules that must be followed to get these
covered services. Use their Evidence of Coverage booklet to learn what is covered and
the rules members need to follow to get covered services.
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9.

10.
11.

Provide complete and accurate information to the best of his/her ability about his/her
health, any medications (including over-the-counter products and dietary supplements),
and any allergies or sensitivities.

If members have any other health insurance coverage or prescription drug coverage in
addition to their plan, members are required to tell their health plan.

Inform his/her doctor and other health care providers that they are enrolled in a health
plan.

Help his/her doctors and other providers help them by giving them information, asking
questions, and following through on their care.

Follow the treatment plan prescribed by the member’s provider and participate in his/her
care plan.

Inform his/her provider about any living will, medical power of attorney, or other
directive that could affect care.

Pay what he/she owes. Members must pay their share of the cost when they receive a
covered medical service or drug and also accept personal financial responsibility for any
charges not covered by his/her insurance.

Be considerate and be respectful of all the health care professionals and staff, as well as
others.

Inform his/her health plan if moving; it’s important to tell them right away.

Call Member Services for help with any questions or concerns. 305-559-5366 or toll-free
at 1-866-393-5366 (TTY 711), seven days a week from 8:00 am to 8:00 pm.

Members are informed of their right to change their network provider if other qualified network
providers are available.

Members are provided with appropriate information regarding the absence of malpractice
insurance coverage where applicable.

Members are informed about procedures for expressing suggestions, complaints, and grievances,
including those procedures required by state and federal regulations.

When the need arises, reasonable attempts are made for health care professionals and other staff
to communicate in the language or manner primarily used by patients.

Credentialing
Medical staff must apply for reappointment every three (3) years; or more frequently if federal

and/or state law or organizational policies so stipulate. At reappointment, the organization
requires completion of a reappointment application and provides the following documentation:

Continuity, relevance and documentation of any interruptions in their experience
Current state license

Drug Enforcement Administration (DEA), if applicable

Proof of current medical liability coverage (if elected to not carry malpractice insurance,
provider must have notification of such posted in office)
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The scope of procedures will be reviewed and amended as appropriately determined by the
Credentialing Committee.

On an ongoing basis, the provider must submit time sensitive documentation to the plan. Some
of the documents include, but are not limited to, the following:

e State license
e DEA
e Malpractice Insurance

Quality of Care Provided

All health care professionals have the necessary and appropriate training and skills to deliver the
services provided by the organization.

Health care professionals practice their professions in an ethical and legal manner.

All personnel assisting in the provision of health care services are appropriately trained, qualified
and supervised are available in sufficient numbers for the care provided.

The organization facilitates the provision of high-quality health care as demonstrated by the
following:

1. Health care provided is consistent with current professional knowledge.

2. Education of, and effective communication with, those served concerning the
diagnosis and treatment of their conditions, appropriate preventive measures and use
of the health care system.

3. Appropriate and timely diagnosis based on findings of the current history and
physical examination.

4. Review and update of all individual patient medications at each visit, including over-
the-counter products and dietary supplements when information is available.
Treatment that is consistent with clinical impression or working diagnosis.
Appropriate and timely consultation.

Absence of clinically unnecessary diagnostic or therapeutic procedures.
Appropriate and timely referrals.

. Appropriate and timely follow-up of findings and tests.

10. Patient cooperation.

11. Continuity of care and patient follow-up.

12. Patient satisfaction.
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The organization provides for accessible and available health services and ensures patient safety
by at least the following:
1. Provision for and information about services when the organization’s facilities are not
open.
2. Adequate and timely transfer of information when patients are transferred to other
health care professionals.
3. An increased likelihood of desired health outcomes through participation in
performance measurement and quality improvement activities.
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The organization maintains appropriate, accurate and complete and timely clinical record entries.

The organization establishes procedures to obtain, identify, store and transport laboratory
specimens or biological products.

When clinically indicated, patients are contacted as quickly as possible for follow-up regarding
significant problems and/or abnormal laboratory or radiological findings that have been
identified.

When the need arises, patients are transferred from the care of one health care professional to the
care of another with:
1. Adequate specialty consultation services being available by prior arrangement.
2. Referral to a health care professional that is clearly outlined to the patient and
arranged with the accepting health care professional prior to transfer.

When the need arises, reasonable attempts are made for health care professionals and other staff
to communicate in the language or manner primarily used by patients.

Clinical Records and Health Information
The organization develops and maintains a system for the proper collection, processing,
maintenance, storage, retrieval and distribution for patient records.
An additional clinical record is established for each person receiving care. Each record includes,
but it is not limited to:

1. Name

2. Identification number (if appropriate)

3. Date of birth

4. Gender

Responsible party, if applicable

All clinical information relevant to a patient is ready available to authorized health care
practitioners any time the organization is open to patients.

Except when otherwise required by law, any record that contains clinical, social, financial or
other data on a patient is treated as strictly confidential and is protected from loss, tampering,
alteration, destruction, and unauthorized or inadvertent disclosure.

A designated person is in charge of clinical records. This person’s responsibilities include, but
are not limited to:
1. The confidentiality, security and physical safety of records
2. The timely retrieval of individual records upon request
3. The unique identification of each patient’s record
4. The supervision of the collection, processing, maintenance, storage, retrieval and
distribution of records

The maintenance of predetermined, organized and secured records format
Policies concerning clinical records address, but are not limited to:
1. The retention of active records
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2. The retirement of inactive records
3. The timely entry of data in records

The release of information contained in records.

Except when otherwise required by law, the content and format of clinical records, including the
sequence of information, are uniform. Records are organized in a consistent manner that
facilitates continuity of care.

Reports, histories and physicals, progress notes and other patient information (such as laboratory
reports, x-ray reading, operative reports, and consultations) are reviewed and incorporated into
the record in a timely manner.

If a patient has had multiple visits/admission, or the clinical record is complex and lengthy, a
summary of past and current diagnosis or problems, including past procedures, is documented in
that patient’s record to facilitate the continuity of care.

The presence of absence of allergies and untoward reactions to drugs and materials is records in
a prominent and uniform location in all patient records. This is verified at each patient encounter
and updated whenever new allergies or sensitivities are located.

Entries in a patient’s record for each visit include, but are not limited to:
1. Date, department (if departmentalized), and physician or other health care
professional’s name and credential (for example, PT, RN, CRNA)
Chief complaint or purpose of visit
Clinical findings
Discharge diagnosis or impression
Studies ordered, such as laboratory or x-ray studies
Care rendered and therapies administered
Any changes in prescription and non-prescription medication with name and dosage,
when available
Disposition, recommendations and instructions given to the patient
9. Authentication and verification of contents by health care professionals
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Documentation regarding missed and cancelled appointments.

Significant medical advice given to a patient by telephone is entered in the patient’s record and
appropriately signed or initiated, including medical advice provided by after-hours telephone
patient information or triage telephone services.

Clinical record entries are legible and easily accessible within the record by the organization’s
personnel.

Any notation in the patient’s clinical record indicating diagnostic or therapeutic intervention as

part of clinical research is clearly contrasted with entries regarding the provision of non-research
related care.
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The organization is responsible for ensuring a patient’s continuity of care. If a patient’s primary
or specialty care provider(s) of health care organization is elsewhere, the organization ensures
that timely summaries or pertinent records necessary for continuity of patient care are:
1. Obtained from the other (external) provider(s) or organization and incorporated into
the patient’s clinical record

Provided to the other (external) health care professional(s) or consultant and, as appropriate, to
the organization where future care will be provided.

Discussions with the patient concerning the necessity, appropriateness and risks of proposed

care, surgery or procedure, as well as discussions of treatment alternatives and advance
directives, as applicable, are incorporated into the patient’s medical record.
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