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Health Insurance Premium Payment Assistance
Medical Out—of—-Pocket Program

Program Benefits

Who is covered?

(1.) ADAP clients who are also receiving health insurance premium payment
assistance through the OA-HIPP program.

(2.) Spouses and/dependents of HIPP clients, who are also enrolled in ADAP.

What is covered?

Outpatient expenses that count towards the insurance plan’s out-of-pocket
maximum, which are the copayment, coinsurance, and deductible for medical
care as part of the plans covered benefits. Note: All claim submissions must be
for expenses incurred during the client’s active HIPP eligibility period.

Billing and Claim Submissions

Obtaining required supporting documentation for services received

(1.) Provide the medical provider with the PAI-CDPH HIPP Program
identification card.

(2.) Request a medical billing statement or invoice from the provider.

(3.) After the client’s appointment, the client should receive an Explanation of
Benefits (EOB) from their insurance company.

Note: If the client does not receive an EOB, they should contact their insurance
company to request one. If the client has difficulty obtaining an EOB, please
contact PAI directly at (877) 495-0990 for further instruction on acceptable
submission documentation.
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Submitting a Claim to PAI

To submit a claim to PAI, the following must be included:

(1.) Medical Out-of-Pocket Claim Form (See attachment 1),
(2.) Billing statement/invoice (See attachment 2)
(3.) EOB (See attachment 3)

Note: One Medical Out-of-Pocket Claim Form is required for each date of
service and provider. For example, if the client visits multiple providers on the
same day, they will need to submit each claim individually.

Claims can be sent using one of the following methods:

(1.) Fax: (860) 560-8225
(2.) Email: CDPH_MBM_Fax@pooladmin.com
(3.) Standard mail:

PAI-CDPH
628 Hebron Avenue, Suite 100
Glastonbury, CT 06033

Reimbursement

How will the client be reimbursed?

The HIPP program pays the reimbursement directly to the provider. If the client
is required to pay at the time of service, one of the following should occur:

(1.) Provider issues the reimbursement directly to the client, or

(2.) Provider will apply the reimbursement as a credit on the client’s account.
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If the client is not required to pay at the time of service, one of the following
should occur:

(1.) The provider should work directly with PAI and submit the claim on the
client’s behalf for payment, or

(2.) The client submits the claim and PAI will submit the payment on the client’s
behalf.

Claim Denial

What could cause a claim to be denied?

(1.) Ineligible dates of service
(2.) Unauthorized expense: not covered by medical insurance

(3.) Any expense that is listed as "Not Covered by the Primary Insurer"”. For
example, elective out patient surgeries may not be covered by primary
insurance and would not be reimbursable by CDPH.

(4.) Unauthorized expense: medical service is out of network

(5.) Unauthorized expense: Inpatient service

(6.) Service does not count toward your annual out of pocket maximum
(7.) Client name does not match the invoice

(8.) Supporting documentation not provided within 21 days of the Information
Request letter being sent

(9.) Cost of Service does not match the supporting documentation
(20.) Other

Note: If a client receives a denial letter, they have 20 days from the date of the
letter to file an appeal.
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Request for More Information (See Attachment 4)

A client may receive a request for more information in the following
circumstances:

(1.) Supporting documentation was not provided

(2.) Supporting documentation is incomplete. Please send provider billing
invoice

(3.) Supporting documentation is incomplete. Please send insurance
Explanation of Benefits

(4.) Supporting documentation is illegible
(5.) Supporting documentation does not match date of service
(6.) Supporting documentation does not match submitted request

(7.) Supporting documentation does not match requested claim reimbursement
amount

(8.) Other

Note: A client has 21 days from the date of the letter to provide PAI with the
requested documentation.

Reminder: A provider is not obligated to waive any co-payments that are due at the
time of service. If the client’s provider does require payment at the time of service, the
client is encouraged to ask the provider to contact PAI directly to discuss the program in
more detail.

Additionally, in accordance with IRS guidelines, providers are required to submit
completed W9s to PAI prior to PAI remitting payment. PAI will contact the provider to
obtain the W9 if one is not already on file.
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Attachment 1: Sample Medical Out-of-Pocket Claim Form

35{%}_1 205903

Insurance Premium Payment Assistance Medic%l Out-of-Pocket Claim Form

Submitter must complete Sections A and B. This claim form AND supporting
documentation must be sent to Pool Administrators, Inc. (PAD

s Fax: (860) 560-8225

» Email: COPH_MBM_Fax@pooladmin com

+ Mail: PAI-CDPH, 628 Hebron Ave., Suite 100, Glastonbury, CT 06033

if you have any questions about submitting this form, please confact PAI Customer
Service at {877) 495-0980.

Ehabiarrall et o
 ShwmpLE CLIENT  afnfeo L9337y
--FirstName -~ - - - ~LastName - -Datgof-Birth - -~ Client D Number~ - -~
Client Maifing Address. _ /35 Maln §F  mwyTewdd ¢ goces
Street/PO Box City State Zip Code

o1 Spousal Claim

% Lab o Radiclogy/X-ray/maging

o Provider Visit - o EmergencylUrgent Care

3 Other (please specify):

42717 g 2000

Date of Service . Client's Out of Pocket Cost Amount
_Quest Diagnostics 1-800-7586047

Provider Name (Print) Provider Ph

Erroliment Worker Name Enroliment Worker Phone Enroliment Worker Email
Address

Received By Date Received  Date Updated
Comments by Pool Administrators (Check alt
that appiy):
z Approved:
PAl Payment Date: Payment Amount:
PAI Check Number: Check Memo Line:

i1 Denial Reason:
i1 Pending Reason:
o Appeal Reason:
Date received: . Date responded;
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Attachment 2: Sample Invoice
"""""" o Page 1 of 2

‘ QuESt . Do not use address-alow, Laberatﬁry ;

For sarvioss ot Moy

 Foltiey, MO A58T2.T08 TP Dk
) ; . 06, 2617
inkolca Number  Lab Code j

Pat
Reﬁpmn Par’y* .
Date of Sarv it

E Lab Results and Disgnosis Questions fust Be

i Answored By Your Physiclan,
Customer Sarvics
g . i e LOG ON NOW af v, Qussiagnostics som/bil & conveniantly
- LaAloratory Tests Were Reduested By oo pay your ivoios, frovide ptiaied Insimnes nfrmation, or take £
Rafardng Physiclan patient survey,
Physislan Addrass: Phane' o800

TEBS047
MON-TH B:B0AM-EBMIFRE 69:00 AM - D400 PM PET
e Habia Espanolf

oy Quest
@ .{)i&gl’}t')SHCS £.0. Box 7205

SAMPLE ot e

o Mast Revent Insuranee Clain Flled Tor .
nstirance Name: BLUE CROSS GOB
ineurance I .
 Group Narmder, e _ Piossn have your Involoe sveltabie for reforance.

L CRT if i Patiant Patigni
/ome Y Tust Boseription CHRSE | pissount | Pald | Medood fea]  Pald ores
{7 osrr § asa1s [ veNipURCTURE w2250
{ o4mi7 | esues | GBC,PLTBFF gaz.1a
i SARTAT | ABIGD | TCELLSABS CIMER,ING RATY BRaB8 v
" painT | 66355 | T CELLS, TOTAL COURT s
Q41S7H7 | 005S | COMPREHEN METABOLIC PANEL §77.41
< oz | B80T | BACTERIUM, AWP PROBE $i03.49
\ * oagri? | 67501 | BACTERAM, AMP PROBE 088 RECEINED
PAZTIT | 87595 | VERUS-1, QUANT 407,20
odizirts JLEETED | AB, TREPONEMA RALLIDUIR $a5.2 !
N Cortiruedon et Page MAY &1i2017
TakiD: 74080721 6D Codes: £,
Servvat Postirred by, (A7 riﬁ" UIACNCSTION BANTA ANA . TUSTIN nANTA ANA,CA -;
Sardloar Partumas by ST HILLS WEST MILLS, 4 s

hamad by CRUEST DIAGNCETION Wi
Burdors Pertormed by UUBSY ERAGNOETICS INFECTIOUS DISEARE N S«M. JUAN CARISTRARD, Q4
* The GPT vodey providd i to nforination pLitpden tnlk, Bid 419 Desed ot AMA dultelina wihout g ty spatills [ayer oqulstisiie

| L Lt sk el B BoAS Bdpbadlion i Sl Vi aihibel th o BEVRIGRE RV KT

Lok Code, WHC

(s20007

Due Date: Jun, 05, 2017 Invoice Number: o

(st

4"& : ;
@ Diagnostics

LOG ON NOW. Pay your bil aniine sacurely at _ Pafient Neme:

: ot oall 1-B55.504-BA6 . _ Amotint Envlosed: ot i

Cuest [Ragnosics also scospis:

I o rscalved an axp«hnaﬁon of b&m’!& BhOWIRG you TEsEonsily s leas thay the
SRGHIT SHOWH o7 (i DN, ases pay the lessar sinotint, To Ll resolve your voks,
Dlaten provide 8 copy OF Foir axpianaten Of toneiis.

DISCOVER AL BAYMENTS ONLY TO;

i Rk ¢ OUEST DIAGNOSTICS
| Plesas make checks payable to Guest DI H E PO BOX 740887
Ba sure fo ciude | n\macs nEEhEr on your chack. CIRCINNATY, DH 4B2T4-DGET

Checx fiere i address has changed.
d Please pruvide vour new address infurmadion on e back. apttighs oyt i T by ke oy By

Cuiegt DIOGOSIGS MSONE 5 SGIL D RISl this MEsivabl & any of 8 sifiieler,
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Medical services payment detail
as of 5/05/2017
Services provided fod oo " Glairs number. . Date claim received  Provider: : Do Metwork status. o Patient account
SAMLE (LTENT iRBH S s ey QUEST DiAGROSTICS S menstwork U Jaiy
' NG heanh benabits pad You pay
Apust Yaur Ampunt dug ts . E . Servces
it yiw Reasen | rharged by disegumts yaur grovider : Aathem Ble Srosspaid . Capay Deductible | Coinsuraros i gverad
gotoas | Servides restived node | yewr provider - = : o . +* + S S
2T Yeripunetize 458 22.50 20.40 230 S - ] ik : 210 628 6.a0
134 P i
41E/ET | iah Hematslony {48 4218 BE4 B.&t 6.84 pae 080
138
HEE it Immunlogy {5 240185 15852 41.53 105 690 Al
i3 - .
472717 Lab innsunclogy 356 183.35 336D s 3386 e [ 636
9a8 Tl g%3 43 2.0 0s0 0.0
158 183,49 3Lz Lo 3pae i) 058 nat
HETT 558 13,44 313t - e 3.69 0.46 0.36
T nee 497,25 768 7852 480 0.20 0.5
HEVLT {68 35,62 1151 1181 1.81 649 040
Subtotat 1.285.78 24444 - 224.44 20.00 2.08 a.06
This provider is i yotir gfan's nebyork. This fets us use your innetwori beneffis to pay Ter coverad seevices. Lopk fur the "You pay” seetion akove for what you owe,
135 THIS AMOUNT IS THE MEMBER'S LOPAYMENT RESPONSIBILITY.
D88 THIS B THE AMOUNT T8 £XCESS OF THE MAXINUR ALLOWED AMOUNT FOR A PARTICIPETING PROVIGER. THE MEMBER, THERFFORE, I8 NOT RESPONSIBLE FUR THIS AMOURT,
[Tolfer SHMFPLE T vaeaval  iadioe] FZYET R 2244 [ nae] FERH 0.00] 0.0
Yau ean fearn erare ahont services shown here, inclding diagnosis and teatmeat codes and what they mean, Jast call Metaber Services ot $55-636-3281. Page Fof 7
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Attachment 4: Sample Information Request Letter

3o PA

Sample Information Letter

Information Request

<First Name Last Name> Date <Month DD, YYYY=>
<Address 1>

<Address 2>

<City, State, Zip>

Re: Claim Number: <Insert Claim number>
Provider/Payee Name: <Insert Provider/Payee Name=>
Date of Service: <Insert Date of Service>
Claim Request Amount: <Insert Claim Request Amount>

Dear <Insert First Name Last Name>,

This letter is to inform you that the evaluation of your reimbursement request for outpatient out of pocket
medical costs submitted to the California Department of Public Health (CDPH) insurance premium
payment assistance program has been delayed for the reason noted below.

Select one :( Common Reasons for information request to be selected from the administration system
chosen from a system drop-down menu)

+ Supporting documentation was not provided

+ Supporting documentation is incomplete. Please send provider billing invoice

+ Supporting documentation is incomplete. Please send insurance Explanation of Benefits

+ Supporting documentation is illegible

+ Supporting documentation does not match date of service

* Supporting documentation does not match submitted request

+ Supporting documentation does not match requested claim reimbursement amount

+ Other (An B0-character editable field will be available for input)

Acceptable types of supporting documentation must include; your name, the date of service, service
provider name, the type of outpatient medical service you received, and your out of pocket cost. You
may find this information on an invoice, claim, or an Explanation of Benefits. The documentation
submitted must be legible. Always note the Claim Number <Insert Claim Number= on all supporting
documents submitted that are associated with this request.

Please submit the required documentation to Pool Administrators Incorporated (PAl), using one of the
following methods:

1. Fax: (860) 560-8225
2. Email: CDPH_MBM_Fax@pooladmin.com
3. Mail: PAI-CDPH, 628 Hebron Avenue, Suite 100, Glastonbury, CT 06033

If you have any questions, please contact the PAI customer service team at (877) 495-0990. Your
response Is required within 21 days from the date of this letter. Otherwise, your claim will be
denied.
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