Attachment 19 - Remittance Advice - Medicare DualChoice Annual Visit

Happy Doctors Inc. Inland Empire Health Plan Check Date: 04/19/2018
P.O. Box 1800 Remittance Advice Check Amount: $200.00
Rancho Cucamonga, CA 91729 Check No: 1234567
123456789
Member # Line Of Business DOB Patient Name Provider Name
Claim & Li Received Service Date Amount Amount Mot Copay Deduct Withhold Met 5 Reason Deduct Adjust
aim ine Date From To Proc Mod Gty Billed Allowed Covered Amount Amount Amount Paid T Copay OthCarr
123456735456-00 MEDI-CAL 03242017 Doe, lane Doctor Happy
00000E1234567850 001 04122018 03/30/2018 033002018 90212 1 $120.00 $10.75 $0.00 30,00 $0.00 $0.20 $0.00 H RECENED
Patient Account # 123456783456 Claim Totals $120.00 $10.75 $0.00 50.00 50.00 $0.20 $0.00
Member Totals $120.00 $10.75 $0.00 50.00 50.00 $0.20 50.00
Provider Totals $120.00 $10.75 $0.00 50.00 50.00 $0.20 E0.00
123456789456-00 MEDI-CAL 0811111977 Doe, Jill Doctor Happy
OO0DOEL234567390 001 031612015 1218217 12118217 88141 P 1 $50.00 $50.00 50.00 50,00 $0.00 $0.00 55000 P P4P
Patient Account # 123456789456 Claim Totals $50.00 $50.00 $0.00 50.00 50.00 $0.00 550.00
Member Totals $50.00 550.00 $0.00 50.00 50.00 $0.00 550.00
123456739456-00 MEDI-CAL 07/05/1988 Doe, Judy Doctor Happy
DODO0E1234567830 D01 03MEI2015 01/20/2018 012002018 28144 P 1 $50.00 $50.00 50.00 50,00 $0.00 $0.00 35000 P F4P
Patient Account # 123456789456 Claim Totals $50.00 $50.00 $0.00 50.00 $0.00 $0.00 550.00
Member Totals $50.00 550.00 $0.00 50.00 50.00 $0.00 550.00
123456789456-00 MEDI-CAL 07IZ011878 Doe, Jackie Doctor Happy
OO00DOEL234567390 001 D3MEI2015 01/20/2018 01202018 28141 P 1 $50.00 $50.00 $0.00 30,00 $0.00 $0.00 35000 P P4P
Patient Account # 123456739456 Claim Totals $50.00 550.00 $0.00 50.00 50.00 $0.00 550.00
Member Totals $50.00 550.00 $0.00 50.00 50.00 $0.00 $50.00
Provider Totals $150.00 $150.00 $0.00 50.00 50.00 $0.00 $150.00
123456789456-00 MEDI-CAL 01/18/1966 Doe, len Doctor Happy
OOODOELZ34567390 001 031612015 013002018 01302018 88141 P 1 $50.00 $50.00 50.00 50,00 $0.00 $0.00 55000 P P4P
Patient Account # 123456789456 Claim Totals $50.00 $50.00 $0.00 50.00 50.00 $0.00 550.00
Member Totals $50.00 550.00 $0.00 50.00 50.00 $0.00 550.00
Praovider Totals $50.00 550.00 $0.00 50.00 50.00 $0.00 $50.00
Vendor Account Totals $320.00 $210.75 $0.00 50.00 50.00 $0.20 $200.00
s y Page

Total Number Of Claims: 5
Total Mumber Of Claim Lines: 5
Total Payment Amaount: $200.00

Ex

ations Code Legend

Pay For Performance Program

5T Code Legend: | - Informational, P - Payable, D - Denied, A - Adjustment, H - Claim Recefved & In Process
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Attachment 19 - Remittance Advice - Medicare DualChoice Annual Visit

Flease Nole:
Medl-Cal and Healthy Kids

& Under the Know-Keene Act, Heaith and Safety Gode 1379 of the S2aie of Calfomia and Tee 22 of fheCalifornia Code of Regulabions, e palent 10 whom senices wene provided is not kable for any portionof the bil, except non-benedt items or non-covered serices.

# Acknowledgement of caim receipt = Contracted Providers can confirm receipt of submitted claim(s by logging into the Provider Portal at www iehp.org. To obiain website instructions, please call IEHP Provider Rislations Team at ($05) 8502084,

& In Complianoe with AB1455, if you disagree with your payment, you may contact the IEHF Provider Reelations Tean at (808 BS0-2054 or (BEE) 2234347 Monday = Friday B:00am to 8:00pm PST. You may also fike a ProviderDispube within 385-days from e daim determination dabe. Dispules. should be
subrnimed 1o IEHP ClamsAppeals Resoksion Unit PO, Box 4318, Rancho Cucamonga, G 91729, Please visit Wi ishp org o obtaina Provider Disputs Resolution famm anline.

s In acoordance with our agresment, negatve balances will be offset against foture daimes to be paidio you.

MWithhold Amawnt

By statule enacted in June 2011, {in responss 1o the Califomia budget orisis) effectve July 1, 2011 Medi-Cal has reduced paymesnis 1o spacific Provider types by 10% with a cormesponding reduction o Med-Cal Managed Care Plans.Dus 1o this lsgisiative mandate, IEHP has reduced paymenss & mpacied
Providers referenced in the stasuie as foll ows:

» Serdices rendered from 9001713 o 12731/14 are reduced by 10%.

» In accordance with Medicanre mandaied guidelines, your payment for daies of services on or after 0400113, may redect a 2% sequestration reduction

Lentracted Providers

» Acknowiedgemen of caim receipt = Contracted Providers can confirm receipt of submitted claim(s| bylogging inko the Provider Portal at wwwichp org. To obilain website instructions, please call IEHP Provider Rielations Team at (805) 850-2084,

» In accordance with our agreement, negaive balances will be offset against future daims o be paid fo you.

# Appeals and Payment Dispule Requests = can be subsmimed within the: Smeframe indicated in your contractio: IEMF DuaiChoice (HMO SNF) Claims. Appsals and Resolution Unit .0, Bax 40, Rancha Cucamonga, G 91729 Please visit wiww ishp org to obtain a Prowider Dispute Resolution form online. For more
irdarmation, please contact IEHP Provider Fislations Team at {509) B90-2054 or (866) 2234347,

Mon Contracted Providors
Payment Appeals and Disputes for IEHP DualChoios (HAMO SMNP) and |IEHF DualChoice Cal MediConnect Plan (Medicare-Medicaid Plan | Memibers should be submithed 1o IEHF at PO Box 40, Rancho Cucamonga, T 81729

s Appeals -  you disagres with the outcome of a daim, you may submit an appeal attached with a ‘Warver ofLiability and any supparting documentation within B0-days from the denial date. The waiver cdiability form can be found on fhe CME websile = weaw o hivs gosFegulations-and.
Gudance/Guidance/Manuals reference Appendix 7.

» Payment Dispute Resolutions = If you disagree with the %?anem Dfld-'lln ynum submit your POR with amysupporiing documentation within 120-days from e initial delermination date. As a Mon Comracted Prosideryou also have the option of sending your dispute to C2C Solutions Inc. For further
indormation check heirwsbsibte reganding s process at

+ Fayment Dispuies = i you disagree with The payment of a claim, ylummnl]mlmﬁ. with any supperting documeniation within 120-days from the initial delermination dabe.

Lagal Nohow
& Ay person who knowingly presents a false or fraudulent claim for payment of a loss or benedift orknowingly presents false infiormation in an application for insurance may be guikty of a crime and may be subjecto chal and criminal penalties in acoondanoe with the State and Federal Faise Claims Acts.
# Fleass assist IEHP in prevenSing possible berefft abuse. Request another form of idensfication fromthe Member in addibion to the IEHP card.
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