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CHAPTER 1: WELCOME TO SCAN LONG TERM CARE AND SCAN HEALTH PLAN 
ARIZONA 

 
SCAN Long Term Care is a program contractor with the Arizona Long Term Care 
System (ALTCS), the Arizona Medicaid program for long term care operated by the 
Arizona Health Care Cost Containment System (AHCCCS).  SCAN Long Term Care 
provides services for ALTCS eligible Members.  SCAN Health Plan Arizona has two 
Medicare Advantage (MA) Plans; a Special Needs Plan (SNP) and a Medicare 
Advantage Prescription Drug Plan (MAPD). The SNP was created to provide Medicare 
medical, hospital and prescription drug covered services to special needs members who 
are eligible for both Medicare and Medicaid (ñdual eligibleò).  The MAPD plan provides 
Medicare beneficiaries the opportunity to have SCAN be their provider of Medicare 
benefits.  The service area for all plans is Maricopa County.  Throughout this manual 
ñSCANò will refer to both plans unless otherwise specified. 
 
SCAN, which has operated a health plan in California for over thirty (30) years, has 
provided innovative, quality health care, serving the frail, elderly, and disabled. Its 
mission is to continue to find innovative ways to enhance the ability of its members to 
manage and continue to control where and how they live. 
 
The key to success in any working relationship is good communication. This manual is 
intended to be used as a communication tool and reference guide for providers and 
their office staff. It contains basic information about SCAN Long Term Care and SCAN 
Health Plan Arizona, the ALTCS and Medicare Advantage programs, and clearly spells 
out requirements and responsibilities for contracted providers, and our authorization, 
referral and claims submission policies. 
  
Most of the manual is applicable to both the ALTCS and Medicare Advantage programs; 
there is specific information on both programs, which will be noted, as applicable.  In 
particular, information on the Medicare Advantage Special Needs Plan (MASNP) is 
provided in Chapter 22.  
 
Chapter 2 of the manual has been designed to present providers with a comprehensive 
overview. We recommend this chapter for those of you who would like to get a basic 
understanding of SCAN standards and expectations. However, SCAN encourages 
providers to familiarize themselves with the entire manual and to refer to it frequently. 
Please feel free to discuss any questions and concerns with your SCAN Network 
Management Services representative.  This manual is also available on the SCAN 
website, www.scanhealthplan.com. 
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SCAN Health Plan Arizona 
SCAN Long Term Care 

 
List of Important Phone Numbers  

 
 
Main Office Number        (602) 778-3300  
       1-(866) 563-7321 
 
Member Services      1-(888) 540-7226 
  
Case Management        (602) 778-3300   

1-(866) 563-7321  
 
Claims Inquiry      1-(877) 235-7226 
  
Network Management Services       (602) 778-3300   

1-(866) 406-0937  
 
Medical Management        (602) 778-3326  
 
Prior Authorization         (602) 778-3300 

1-(866) 406-0955  
 
Grievance and Appeals     1-(866) 406-0994  
 
Transportation         (602) 286-3930     
       1-(877) 270-9240 
 
 
SCAN ON-CALL      1-(877) 582-7226 
       1-(877) LTC-SCAN 
Pharmacy questions- 
-ESI/SCAN customer reps    1-(866) 553-4125 
(SCAN pharmacy group #AN9A) 

 
**SCAN provides interpretation services for any member with translation needs.  Please 
contact our Member Services Department to access these services. 

 
Claims should be submitted to: 

SCAN  
P.O. Box 61450  

Phoenix, AZ 85082-1450 
 

For additional information, please visit our website at 
www.scanhealthplan.com/azproviders 

http://www.scanhealthplan.com/azproviders


  Revision date 07/01/09 
  

SCAN Health Plan  Provider Operations Manual 
  

 4 

President

 

VP, Chief 

Operations 

Officier

 

Finance Officer/

CFO

 VP, Compliance

(Compliance 

Officer/Contract 

Compliance 

Officer)

Manager, 

Business Support

(Business 

Continuity 

Planning and 

Recovery 

Coordinator)

Manager, 

Utilization 

Management

 

Manager, Quality 

Management

(Performance/

Quality 

Improvement 

Coordinator)

Executive 

Assistant

 

Blue:  Staff located 100% of time in AZ

Green: Staff located less than 100% of time in AZ

SCAN Long Term Care

SCAN Health Plan Arizona

Organization Chart - Administration

 

Manager, 

Resource CenterManager, 

Grievance 

 

SVP, Network 

Mgmt

 

VP, HCI

Encounters

VP, Case 

Management

 

VP, Medical 

Director

(Dental Director)

VP, Network 

Mgmt Services

 

 

Medicare Sales

Manager

Network Mgmt 

Services

Case 

Mangagement

Manager

VP, Claims

 

Chief 

Information 

Officer, IT

 

SVP, Gen. 

Counsel

 

SVP, HR

 

Dir., 

Member 

Services

 

Dental Director

(Consultant) 

Claims

 (16 employees 

dedicated to AZ)

Pharmacy

(AZ Licensed 

Pharm D)

Executive Asst.

 

Contracts

Manager
Case 

Management

Supervisiors and 

Staff

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



  Revision date 07/01/09 
  

SCAN Health Plan  Provider Operations Manual 
  

 5 

Chapter 2: Overview Of Primary Care Physician (ñPCPò)  
And Specialist 

 Roles and Responsibilities 
 
THE PCP AS A MEDICAL MANAGER 
 
Primary care physicians (PCPs) play a critical role in the provision of health care to SCAN 
members.  With the exception of annual well woman exams, behavioral health services and 
childrenôs dental services, all covered services are provided by or coordinated through a 
PCP. 
  
As the memberôs health care manager it is expected that the PCPs will:  

¶ Provide supervision, coordination and provision of care to each assigned member  

¶ Initiate referrals for medically necessary specialty care  

¶ Maintain continuity of care for each assigned member  

¶ Maintain the memberôs medical record, including documentation of all services 
provided to the member by the PCP, as well as any specialty or referral services. 
Dental referrals requiring follow up must also be documented in the medical record.  

 
This model helps members receive the medical care and services they require, efficiently 
and effectively. The member also has a centralized point of care where each aspect of his, 
or her, care can be documented in a permanent medical record, regardless of the source of 
care. PCP services should be accessible, continuous, coordinated, family centered, 
comprehensive, compassionate and culturally sensitive. 
 
The use of PCPs results in less fragmentation and greater continuity of care for the 
member. It also affords more effective control over the utilization of medical services while 
still maintaining a high standard of care. 
  
This Chapter is intended to provide an overview of the major patient care and 
administrative responsibilities of PCPs and the specialists. More information is located in 
appropriate sections of this Provider Operations Manual, and in each provider contract. 
  
PATIENT CARE RESPONSIBILITIES 
 
History and Physical  
It is expected that a complete history and physical will be documented in the member's 
chart by the third visit or within one year of assignment to the PCP if there have been less 
than three visits.  
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Preventive Care 

The PCP is responsible for providing appropriate preventive care for all members. These 
preventive services include, but are not limited to, age appropriate immunizations, disease 
risk assessment and age appropriate physical examinations like well child or well woman 
visits. Preventive health forms can be found under the EPSDT tab on the SCAN web site at 
www.scanhealthplan.com.  Additional information is available in Chapter 8 of this manual. 
 
Female members may go to a SCAN contracted obstetrician/gynecologist (OB/GYN) for a 
well woman exam once a year without a referral. 
 
SCAN physicians are responsible for providing family planning/health screening services 
for age-appropriate females. These include the following services: 

¶ An annual clinical breast examination, including information on its importance and 
instructions for self-examination.  

¶ The patientôs medical history pertaining to signs and/or symptoms of breast 
abnormality and family history of breast malignancy. 

¶ A Pap test as part of a routine gynecological assessment if the previous one was 
done one year or more ago. If the results are abnormal, appropriate treatment and 
follow-up shall be initiated.  

¶ Immunological screening for Rubella should be provided for age-appropriate females 
during preconception counseling or postpartum visits. Those who are not immune 
should receive immunization.  

 
PCPs must also provide screening for sexually transmitted diseases (STDs) and 
provide information for all sexually active members, regardless of age, including:  

¶ Information on the risk of infertility resulting from STDs.  

¶ Discussion of concerns and/or problems that may be contributing to the patientsô 
high-risk sexual behaviors.  

¶ Promotion of condom use for all sexually active members to help prevent and 
decrease the spread of STDs (including AIDS). 

 
If it is determined that a sexually active member is at risk for contracting the human 
immunodeficiency virus (HIV), the provider is to offer a confidential HIV test with 
appropriate counseling and follow-up.  
 

Cultural Competency/Non-Discrimination 

Members are to receive covered services without concern about race, ethnicity, 
national origin, religion, gender, age, mental or physical disability, sexual 
orientation, genetic information or medical history, ability to pay or ability to speak 
English. SCAN expects contracted providers to treat all members with dignity and 
respect as required by federal law. Additionally, services must be provided in a 
culturally effective manner to all members, including those with limited English 
proficiency (LEP) or reading skills, those with diverse cultural and ethnic 
backgrounds, the homeless and individuals with physical and mental disabilities. 
To ensure a memberôs privacy, they must not be interviewed about medical or 

http://www.scanhealthplan.com/
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financial issues within hearing range of other patients. 
  
To comply with federal and state requirements, SCAN makes certain that LEP 
members have access to health care and benefits by providing a range of 
language assistance services at no cost to the member or the provider. SCAN 
offers interpreter/translation services, including sign language interpreters, to 
providers and members free of charge. Bilingual staff is available in Member 
Services to assist LEP members and a TTY line (1-(800) 367-8939) is available 
as well. Member materials, such as the Member Handbook, are available in 
alternative formats such as CDs or audiocassettes. The use of professional 
interpreters, rather than family or friends, is strongly encouraged. Contact SCAN 
Member Services at 1-(888) 540-7226 to access these services.  
 
SCAN will not discriminate against providers who serve high-risk populations or 
that specialize in conditions that result in costly treatment.  Further information on 
cultural competency is available in Chapter 16. 
 
Americans with Disabilities Act (ADA) 

Under Title III of the ADA, requirements for public accommodations, such as a 
physicianôs office, mandate that they must be accessible to those with disabilities. 
Under the provisions of the ADA, no qualified individual with a disability may be 
excluded from participation in or be denied the benefits of services, programs or 
activities of a public facility, or be subjected to discrimination by any such facility. 
  
Providers should ensure that their offices are as accessible as possible to 
persons with disabilities, and should make efforts to provide appropriate 
accommodations such as large print materials or easily accessible doorways. 
 
Patient Education 
SCAN PCPs are responsible for offering appropriate education about prevention, 
disease management, family planning and covered behavioral health services as 
required. Providers may discuss medically necessary or appropriate treatment 
options with members even if the options are not covered services. Health 
maintenance education is not only expected and encouraged, but it is required. 
Members should receive counseling about disease prevention and the 
importance of annual physical exams, and they must be included in the planning 
and implementation of their care. 
  
It is expected that PCPs will educate members about their unique health care 
needs and status; share the findings of physical examinations; discuss potential 
treatment options, side effects and management of symptoms; any information 
that member needs in order to decide among all relevant treatment options; the 
benefits, risks and consequences of treatment or non treatment, including 
alternative treatment that may be self-administered; and, in general, recognize 
that the member has the right to have input into proposed treatment plans and 
choose the final course of action among clinically acceptable options, including 
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the right to refuse treatment and to express preferences about future treatment 
options.  Documentation of discussions with the member on proposed treatment 
plans should be included in the memberôs medical record.  SCAN does not 
prohibit or restrict a provider from advising or advocating on behalf of a member. 
  
It is expected that members will be advised about the difference between urgent 
conditions, such as earaches or flu, and emergent conditions and be instructed to 
contact their PCP first before visiting an emergency department or calling an 
ambulance unless they have a real emergency.  
 
Urgent Care 
If you are not able to provide services to a member who needs care right away, 
or if they call after hours, SCAN has an extensive network of urgent care centers 
to refer members to in Maricopa County.  Please refer to the SCAN Provider 
directory for the location of contracted urgent care centers. 
 
Emergency Services 
SCAN does not require prior authorization for a member to receive emergency 
services. In an emergency, members may go to any emergency department.   
 

Some medical conditions that may not be emergencies are: 

¶ Flu, colds, sore throat, earaches 

¶ Urinary tract infections 

¶ Prescription refills or requests 

¶ Back strains 

¶ Migraine headaches 
 
For these conditions, providers should educate their members that they should 
make an appointment to see their PCP or utilize an Urgent Care location. 
 
EPSDT Services  
The EPSDT (early and periodic screening, diagnosis and treatment) program is 
federally mandated and includes all AHCCCS eligible members from birth up to 
age 21. EPSDT includes well child visits, screenings and referrals for dental, 
vision and behavioral health care. Medically necessary services to treat 
conditions found in EPSDT screenings are covered services. The program 
requires documentation of visits at specific intervals and the completion of 
EPSDT forms that prompt appropriate health maintenance screenings at each 
age. Chapter 8 describes the EPSDT program and PCP responsibilities in more 
detail.  
 
Pediatric Immunizations  

Age appropriate immunizations are to be provided following the standards 
adopted by the Advisory Committee on Immunization Practices (ACIP), which 
includes the American Academy of Pediatrics and the Centers for Disease 
Control (CDC). Those members who are unable to document prior immunizations 
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should be immunized until current with their appropriate age group. Arizona law 
requires that providers report all immunizations administered to children 
under age 19 to the Arizona Department of Health Services (ADHS). 
  
Reported immunizations are held in a central database by ADHS known as ASIIS 
(Arizona State Immunization Information System). ASIIS can be accessed via the 
Internet at http://www.hs.state.az.us/phs/asiis/. 
  
PCPs must participate with the Vaccines for Children (VFC) Program to obtain 
free vaccines. Failure to maintain current standing as a VFC provider may be 
grounds for contract termination.  
 
Adult Immunizations 
Physicians are strongly encouraged to provide immunizations for influenza and 
pneumonia when medically indicated and must ensure that members with 
Medicare understand that they may directly access these immunizations.  
 
Care Coordination and Referrals  

The PCP is responsible for initiating and coordinating referrals to specialists 
within the SCAN contracted network. Members are entitled to a second opinion 
from a practitioner within the contracted network. If there is not a SCAN 
contracted specialist to whom the member can be timely referred, the PCP may 
request authorization for referral to a non-contracted specialist.  Please refer to 
Chapter 13 for more information on authorizations and referrals. Specialists must 
coordinate with the PCP when patients need a referral to another practitioner. It 
is critical that a strong communication link be maintained with specialists or 
behavioral health providers who are treating your patients.  
 
Behavioral health services are available to all SCAN members; the specific 
coverage varies upon whether the services are provided as an ALTCS (SCAN 
Long Term Care) benefit or a Medicare benefit. 
  
Other state or community agencies may provide some types of services to 
members that are not otherwise covered by SCAN. These agencies include, but 
are not limited to: 
  

CRS (Children's Rehabilitative Services) 
DDD (Division of Developmental Disabilities) 
WIC (Women, Infants & Children Nutrition program) 
Head Start 
 

Appropriate referrals to these agencies can help avoid duplication of services 
and may help members receive care not covered by SCAN. The PCP is 
responsible for coordinating medical care for members receiving services from 
other agencies. Please contact your Network Management Services 
representative, or the Case Management Department, if you would like more 

http://www.hs.state.az.us/phs/asiis/
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information about these agencies.  
 
A record of the referral and any treatment notes from the specialist/behavioral 
health provider must be maintained in the memberôs medical record. 
 
Advance Health Care Directives 

Advance Health Care Directives are formal documents, signed by a member in 
advance of a severe illness or injury, which will guide physicians when providing 
treatment if a member becomes so incapacitated that they cannot make an 
informed decision.  Advance Health Care Directives include: 
 

a. An executed and Durable Health Care (Medical) Power of Attorney 
 

b. An executed and Durable Mental Health Care Power of Attorney 
 

c.        The above two documents may be combined as a Health Care   
           (Medical) Power of Attorney with Mental Health Authority 

 
d.       An executed and non-expired Living Will 
 
e.       Pre-hospital Directive  

 
SCAN encourages its adult members to complete an Advance Health Care 
Directive to ensure that their wishes regarding medical care/treatment are 
followed in the event they become unable to direct their care or treatment.  SCAN 
contracted providers are required to comply with federal and state law regarding 
Advance Health Care Directives for adult members and provide information to 
adult Members about Advance Health Care Directives. 
 
An adult memberôs PCP (as well as any hospital, skilled nursing facility or other 
health care institution in which the member is living or receiving treatment; or 
home health agency, hospice or organization responsible for providing personal 
care which is providing care to a member) is responsible for knowing if the 
member has an Advance Health Care Directive and what it states. 
 
PCPs are required to comply with following federal and state required mandates: 
 

a. Provide written information to adult members regarding each 
individualôs right under state law to make decisions about medical 
care, and the providerôs written policies concerning advance 
directives (including any conscientious objections). 

b. Document, and prominently display, in the memberôs medical 
record whether the adult member has been provided the 
information and whether an advance directive has been exercised. 
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c. Not discriminate against a member because of his or her decision 
to execute or not to execute an advance directive, and not make it 
a condition for the provision of care. 

d. Provide education to staff on issues concerning advance directives 
including notification of direct care providers of services, such as 
home health care and personal care, of any advance directives 
executed by members to whom they are assigned to provide 
services.

 
Additionally, all hospitals, skilled nursing facilities (SNFs), assisted living and 
adult group homes, hospice, and home health services providers are required to 
maintain written policies that address the rights of adult members to make 
decisions about medical care, including the right to accept or reject medical care, 
and the right to execute an advance directive.  If the provider has a conscientious 
objection to carrying out an advance directive, it must be explained in the 
policies. 
 
Hospital Admissions  

While PCPs may or may not admit and follow their own patients in the hospital, it 
remains the PCPs responsibility to arrange for an admitting/attending physician 
who is contracted with SCAN and who has privileges at the admitting facility. The 
PCP must notify SCAN in advance, and obtain authorization, if the covering 
physician is not a SCAN contractor. SCAN may have contracted hospitalists 
available to provide inpatient coverage. It is still the responsibility of the PCP to 
coordinate the admission with the hospitalist. Please contact your Network 
Management Services representative for further information about contracted 
hospitalists. PCPs are also responsible for communicating adult membersô 
wishes outlined in their Advance Health Care Directive to attending staff in 
hospitals or other facilities. 
 
Appointment Availability  
PCP and specialist appointments must be available to SCAN members within the 
prescribed standards listed below and must be based on medical need. 
Availability also includes in-office waiting time. Accessibility means the ability or 
ease with which members can reach their physician by telephone during office 
hours and after the office closes. 
  
Accessibility also means the accommodations providers make for limited English 
proficiency (LEP) members and members with disabilities, such as medical 
instructions and educational materials in other languages and wheelchair 
accessible offices. SCAN monitors both provider availability and accessibility on 
an ongoing basis. Accessibility is a key component of the site visit prior to 
contracting.  
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Providers must have the same hours of operation and appointment availability for 
SCAN Medicare or AHCCCS members as are available for other non-SCAN 
patients. 
 
The following list is SCAN's expected appointment availability standards for a 
variety of medical services. These requirements are minimum standards. SCAN 
routinely monitors providers for compliance with these standards.  

a. Primary Care: 
Emergency PCP appointments ï same day of request or 
within 24 hours of the memberôs phone call or other 
notification, or as medically appropriate 
Urgent care PCP appointments ï within 2 days of request 
Routine care PCP appointments ï within 21 days of request 
Scheduled appointments wait time ïwithin 45 minutes 
 

b. Specialty Referrals: 
Emergency appointments ï within 24 hours of referral 
Urgent care appointments ï within 3 days of referral 
Routine care appointments ï within 45 days of referral 
Scheduled appointments wait time ïwithin 45 minutes 
 

c. Behavioral Health Services: 
Emergency appointments ï within 24 hours of referral 
Routine appointments ï within 30 days of referral 
 

d. Dental: 
Emergency appointments ï within 24 hours of request 
Urgent appointments ï within 3 days of request 
Routine care appointments ï within 45 days of request 
 

e. Maternity Care: 
First trimester ï within 14 days of request 
Second trimester ï within 7 days of request 
Third trimester ï within 3 days of request 
High-risk pregnancies ï within 3 days of identification of high 
risk by SCAN or maternity care provider, or immediately if an 
emergency exists. 
 

f. Medically Necessary Non-Emergent Transportation (ALTCS only):  
SCAN will require its non-emergent ground transportation 
provider to schedule the transportation so that the member 
arrives on time but no sooner than one hour before the 
appointment and does not have to wait more than one hour 
after making the call to be picked up after the appointment 
for transportation home. 
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Appointment Waiting Time  
Appointments must be scheduled in such as manner as to ensure that a 
member's waiting time at the office does not exceed 45 minutes, except in the 
event the physician is detained due to an emergency. If the waiting time for a 
scheduled appointment is expected to exceed this limit, the member should be 
informed of the circumstances and an alternative appointment time should be 
offered. 
 
After Hours Office Coverage 
PCPs and other physicians are required to have coverage 24 hours per day, 
seven days per week. Compliance with these standards is monitored by 
conducting periodic telephone surveys. It is not acceptable to sign out to an 
emergency department as coverage, or to authorize non-emergency visits to an 
emergency department in your absence.  Payment to the covering physician is 
made according to the SCAN fee schedule. The PCP or other physician must 
notify SCAN in advance and obtain authorization if the covering physician is not a 
SCAN Plan contracted physician. Contracted urgent care facilities are available 
to members in Maricopa County.  Please refer to the SCAN Provider Directory for 
the location of contracted urgent care facilities.
 
Acceptable Coverage 
Acceptable coverage includes the following:  
Å An answering service that picks up the physician office's telephone after 

hours. The operator will then contact the physician or his covering 
physician  

Å An answering machine that either directs the caller to the office of the 
covering physician, or directs the caller to call the physician at another 
number  

Å Call forwarding services that automatically send the call to another 
number that will reach the physician or his covering physician 

 
Unacceptable Coverage 

Unacceptable coverage includes the following:  
Å An answering machine that directs the caller to leave a message (unless 

the machine will then automatically page the doctor to retrieve the 
message)  

Å An answering machine that directs the caller to go to the emergency 
department  

Å An answering machine that has only a message regarding office hours, 
etc., without directing the caller appropriately, as outlined above  

Å An answering machine that directs the caller to page a beeper number  
Å No answering machine or service  
Å If your answering machine directs callers to a cellular phone, it is not 

acceptable for charges to be directed to the caller (i.e. members should 
not receive a telephone bill for contacting their physician in an emergency) 
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Follow up of Canceled and Missed Appointments 
It is helpful if PCPs and other physicians have a systematic method to document 
and follow-up on canceled or missed appointments. A process for dealing with 
"no-show" appointments and a recall system are helpful. Follow-up on missed 
appointments can help identify members who may need assistance from SCANôs 
Case Management Department. 
 
Family Planning Services  

Family planning services are available to SCAN members. Although SCAN, 
cannot provide these services directly, all members are entitled to receive them 
and PCPs are responsible for ensuring that members have information about and 
access to them. Arizona statutes require that AHCCCS members of reproductive 
age be reminded on an annual basis that family planning services are available 
to them. The memberôs medical record must reflect that the member was advised 
verbally or in writing that family planning services are available. See Chapter 8 
for more information. 
 
Prescriptions  

A PCP, attending physician, dentist or other authorized provider, may order 
prescription drugs. Chapter 14 contains specific information about and a copy of 
SCANôs preferred drug list (PDL)/Formulary. Prescriptions should be written to 
allow generic substitution whenever possible and signatures on prescriptions 
must be legible in order for the prescription to be dispensed. For the most current 
version of the PDL/Formulary go to www.scanhealthplan.com. 
 
Continuity of Care/Loss of Eligibility 

Providers terminating their contracts without cause are required to continue to 
treat members until their treatment course is completed or care is transitioned. 
Authorization may be necessary for these services. Members who lose eligibility 
and continue to have medical needs should be referred to a facility or provider 
that can provide the needed care.  
 
Transition of care 
When a contracted provider is terminated from the SCAN Long Term Care 
network, SCAN will use its best efforts to provide written notice, 15 days prior to 
the effective date, of the termination of a PCP to all members who are patients of 
the PCP, or for the termination of a non-PCP provider, to all members seen by 
that provider on a regular basis.  
 
When a contracted provider is terminated from the SCAN Health Plan Arizona 
network, SCAN will use its best efforts to provide written notice, 30 days prior to 
the effective date, of the termination of a PCP to all members who are patients of 
the PCP, or for the termination of a non-PCP provider, to all members seen by 
that provider on a regular basis. 
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Providers who terminate their contract, are required to continue to provide 
services to members under their care until the earlier of 1) completion of 
services, or 2) SCAN has arranged for the transfer of such members to another 
SCAN provider and given a written notice of such transfer to the terminating 
provider.  For hospitalized members, the provider shall continue to provide 
services until the date of discharge.  
 
SCAN will work to transition members to a contracted provider as soon as 
possible, but will allow up to a 60-day transition of care for members from a 
terminated provider to a contracted provider, or for a shorter or longer transition 
period if extenuating circumstances exist. The terminating provider and the 
accepting provider will communicate all health care treatment to ensure 
continuity of care for the member.  
 
Challenging Members 

We encourage our providers to work with challenging members.  However, 
SCAN understands that there are circumstances where a satisfactory 
doctor/patient relationship cannot occur. In this event, the provider should contact 
Members Services to try to resolve the situation.  Providers must comply with all 
applicable state and federal requirements in providing a transition period.  
 
 
ADMINISTRATIVE RESPONSIBILITIES  

 
Provider Identification Numbers 

Each SCAN provider must first be registered with AHCCCS and CMS and obtain 
an AHCCCS and Medicare provider identification number.  Any physician who 
provides coverage for a PCP must also register and obtain a provider number 
from AHCCCS. Please refer to Chapter 15 for more information on AHCCCS and 
CMS provider numbers. 
 
National Provider Identifier (NPI) 
The Centers for Medicare and Medicaid Services (CMS) has announced that the 
National Provider Identifier (NPI) will become the standard, unique identifier for 
all health care providers by May 23, 2007.   CMS has extended the enforcement 
date to May 23, 2008. 
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SCAN is prepared to accept and store NPI received from providers. When you 
receive your NPI from CMS, send the information in writing to the Network 
Management Services Department and to AHCCCS at: 

AHCCCS 
Provider Registration Unit 
P.O. Box 25520 
Phoenix, AZ 85002 
Mail Drop 8100 
FAX: (602) 256-1474  

If you have further questions, call your Network Management Services 
representative. 
 
Eligibility Verification  
The provider is responsible for verifying a memberôs current enrollment status 
and whether they have been assigned to your practice before providing care. 
SCAN will not reimburse for services provided to patients who are not enrolled 
with SCAN or who are not assigned to your roster. Read more about eligibility 
verification in Chapter 5, Member Services. Contact your Network Management 
Services representative if you are interested in electronic member eligibility 
verification. To readily determine AHCCCS eligibility visit the AHCCCS website at 
www.ahcccs.state.az.us/HPlans&Providers. 
 
Member eligibility may also be verified on the SCAN Web site at 
www.scanhealthplan.com. 

 
Authorization 

A PCP or a SCAN contracted specialist may request authorization for medically 
necessary services. The specific requirements for referrals and authorizations 
are addressed in Chapter 13. Unauthorized, non-covered and non-medically 
necessary services will not be reimbursed.  
 
Claims and Encounter Reporting 

An ñencounterò is a term often used interchangeably with a claim. Generally, 
encounters are a claims record of medically necessary services rendered by a 
provider registered with AHCCCS and/or CMS to a member enrolled in SCAN on 
the date of service. Encounter data is used to evaluate whether care 
requirements have been met and to help SCAN establish rate adjustments. 
  
All claims and encounters must be reported to SCAN, including prepaid services. 
Providers are required to follow certain procedures in submitting claims and 
encounters. These procedures are explained in Chapter 15. We in turn report 
these encounters to AHCCCS or CMS.  All providers are expected to comply with 
all encounter requirements. 
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Electronic Billing 

SCAN has agreements with vendors who provide software that will send pre-
edited CMS 1500 and UB 04 claims to SCAN. All you need to use this software 
in your office is a PC and a billing system that produces print images of the 
forms. Electronic billing eliminates the cost of sending paper claims, the software 
allows you to track each claim sent, and minimizes clerical data entry errors and 
ensures faster processing and payment of claims. 
  
If filing your claims electronically, please be aware that the SCAN ñLevel Twoò 
report that is transmitted back to your vendor by SCAN is the only accepted proof 
of timely filing. If you have further questions about this, please contact your 
vendor directly. Contact your Network Management Services representative for 
more information on electronic billing. See Chapter 15 for more information on 
electronic billing and how you can participate.
 
Claims Scanning System 
SCAN uses an optical character recognition system to scan submitted claims. 
The imaging system captures the data on the claim form and electronically 
creates the claim record in the information system as well as capturing an image 
of the form. Scanning eliminates the potential for data entry errors and manually 
keying claims, but it does require that information entered on the claim be 
centered in each appropriate field or the information could be read incorrectly. 
 
Medical Claims Review  
SCAN periodically conducts medical claims review. For information on SCANôs 
medical review criteria and policies, please refer to Chapter 15.  
 
Credentialing/ Re-credentialing Activities  
SCAN delegates the credentialing process to certain medical groups with whom 
it contracts.  SCAN contracts with an independent, outside credential verification 
organization (CVO) to credential those providers not belonging to or participating 
with a medical group to which SCAN has delegated credentialing. Upon request, 
all providers are afforded the opportunity to review their application and 
information obtained from outside sources, (e.g. state licensing agencies and 
malpractice carriers) with the exception of references, recommendations or other 
peer-review protected information. Providers also have the right to correct 
erroneous information submitted by another source. SCAN will notify 
credentialing applicants if information obtained from other sources (e.g. licensure 
boards, National Practitioner Data Bank, etc.) varies substantially from that 
provided by the health professional. 
 
Providers are re-credentialed every three years and must complete the required 
reappointment application. Updates of malpractice coverage, state medical 
licenses and Drug Enforcement Agency (DEA) certificates are also required. 
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Health delivery organizations such as hospitals, skilled nursing facilities, home 
health agencies and ambulatory surgical centers must submit updated licensure 
and accreditation documentation annually or upon request from SCAN.   
 
Contract Renewal/Termination 
SCAN provider contracts renew automatically as long as the provider remains 
with the same legal entity. Providers who move or leave a contracted group will 
not automatically be offered a contract in their new location. A contract offer or 
renewal in such cases is contingent upon network need. SCAN routinely reviews 
its network and may make changes based upon network management 
considerations.  

Either party, upon providing a 90-day written notice, may terminate contracts 
without cause.   

Terminations made on the basis of quality of care issues  may be appealed to 
SCANôs Peer Review Committee utilizing the fair hearing process provided by 
law and outlined in the SCAN Peer Review Policy, a copy of which may be 
obtained from you Network Management representative.  

Providers wanting to contract with SCAN should contact SCANôs Network 
Management Department.    

Reimbursement  
SCAN may reimburse its contracted providers in a variety of ways: monthly 
capitation, fee-for-service payment according to SCANôs fee schedule or 
contracted per diem rates. The type of reimbursement you receive and the 
services you are eligible to provide to members are part of your contract. Please 
refer to your contract for specifics. The fee schedule is based upon CMS and 
AHCCCS fee schedules and is typically reviewed and adjusted annually.  
 
Cost Sharing/Coordination of Benefits 
Medicare and Medicaid are payers of last resort.  This means if a member has 
other private insurance, that benefit is primary and should be billed before 
submitting claims to Medicare or Medicaid plans.  When members have both 
Medicare and Medicaid and no other private insurance, the Medicare benefit is 
primary and the Medicaid benefit is secondary.  Medicaid may also cover certain 
services that Medicare does not.  In that event, Medicaid would pay as the 
primary payer.   

For members that are enrolled in SCAN Health Plan Arizona for their Medicare 
benefit but have other private insurance, that insurance is primary and should be 
billed first. Submit the Explanation of Benefits (EOB) from the other carrier with 
your claim. SCAN will coordinate benefits and pay co-insurance, co-payment or 
deductibles up to SCANôs allowable for that benefit. 
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For members that have SCAN Health Plan Arizona for their Medicare benefit and 
have no other private insurance, SCAN will pay as the primary payer.   

For ALTCS members that are enrolled in SCAN Long Term Care for their 
Medicaid benefit, but have other coverage such as Medicare or a commercial 
carrier, those benefits are primary and should be billed first.  Submit the primary 
carrierôs EOB with your claim.  In accordance with the requirements of the 
Balanced Budget Act of 1997 (BBA), SCAN Long Term Care will coordinate 
benefits and pay co-insurance, co-payment or deductibles up to SCANôs 
allowable or the other carrierôs allowable, whichever is lower.   

Generally, for members that are enrolled in both SCAN Health Plan Arizona for 
their Medicare benefit and SCAN Long Term Care for their Medicaid benefit, 
providers can submit only one claim to SCAN.  The provider does not have to 
resubmit the claim with the SCAN Health Plan Arizona EOB for SCAN Long 
Term Care to pay the secondary claim.  SCAN will coordinate payment for both 
benefits.   

However, for those members who reside in a facility that is covered under 
ALTCS custodial care AND they receive care for facility Medicare charges, two 
claims will have to be submitted: one for the ALTCS custodial care and another 
for the facility Medicare charges. 
 
For members residing in a skilled nursing facility, and receiving ALTCS covered 
custodial services and who are eligible for both Medicare and ALTCS (Medicaid) 
and who are transferred from custodial to sub acute the facility will be required to 
submit two claims, one for the ALTCS covered custodial services and another for 
the Medicare covered sub acute services. 
 
Note:  If the skilled nursing facility is participating in the Expedited Claims 
Payment (EFP) Process the custodial billing shall be done automatically through 
the EFP Process and will not require the submission of a claim.  The sub acute 
services must be billed on the appropriate UB04 to qualify for reimbursement. 
 
Member Co-Payments and Other Member Payment Responsibility 

Members enrolled in SCAN Health Plan Arizona for their Medicare benefit are 
also enrolled in SCAN for their Medicare Part D benefit.  All Part D benefits have 
co-pays for members.   

 
Members enrolled in SCAN Long Term Care for their Medicaid benefit may have 
certain services in which they have to contribute financially.  For example, 
generally, institutional members pay an amount for their long-term care services 
called the ñshare of cost.ò  This amount is determined by AHCCCS.  SCAN Long 
Term Care delegates collecting the share of cost amount to the nursing facility.  
Additionally, room and board is not an ALTCS covered benefit in alternative 
residential settings (e.g. adult foster care, assisted living home, assisted living 
center, etc.).  Therefore, SCAN members are responsible for payment of their 
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room and board.  SCAN Long Term Care delegates collecting the room and 
board amount to the alternative residential settings. 

 
With the exceptions noted above, neither SCAN Long Term Care nor SCAN 
Health Plan Arizona SNP members have any co-payments, premiums, or 
deductibles.   

 
SCAN contracted providers must abide by the terms of their contract with SCAN 
and this manual.   Agreements reached with members when they were on a 
private pay basis prior to enrollment with SCAN are no longer applicable after the 
member is enrolled with SCAN.   
  
Confidentiality 
Disclosure of information about a SCAN member is limited to the member or to 
persons or agencies authorized to receive such information under Federal and 
State law. You are permitted and expected to release this information to SCAN or 
to AHCCCS or CMS representatives. When a member changes PCPs, his or her 
medical records must be forwarded to the new PCP within 10 working days of the 
receipt of the request.  
 
HIPAA  
The Health Insurance Portability and Accountability Act of 1997 (HIPAA) has 
many provisions impacting the health care industry, including transaction code 
sets, privacy and security provisions. HIPAA impacts what is referred to as 
covered entities; specifically, providers who transmit health care information 
electronically, health plans and health care clearinghouses.  
 
HIPAA has established national standards addressing the security and privacy of 
health information, as well as standards for electronic health care transactions 
and national identifiers. For more information about these standards, please visit 
the CMS web site at:  www.cms.hhs.gov.  
 
Quality Management and Utilization Review 
As a provider, you are required to participate in quality management and 
utilization monitoring activities. Although participation on SCAN committees is not 
required, we encourage interested providers to participate in our Quality 
Management, Peer Review and Medical Management Committees.  Please 
contact the Medical Director for more information about how you can become 
involved in these groups.  
 
We also encourage you to participate in Centers for Medicare and Medicaid 
Services (CMS) and Health and Human Services (HHS) quality improvement 
initiatives.  We will periodically provide you with information on these activities 
and how you can participate. 
 
Documentation 

PCPs are required to keep a complete medical record for each assigned 
member. When information is received about a member who has not yet been 
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seen, in lieu of actually establishing a medical record, such information may be 
kept in an appropriately labeled file, but must be integrated into the memberôs 
medical record as soon as one is established.  
 
All office visits, referrals, contacts, patient education, family planning counseling 
or follow up with members must be documented. Copies of specialty referral 
reports, EPSDT forms and a permanent record of the member's immunization 
status must be included in the permanent medical record. Notations regarding 
follow-up of canceled and missed appointments should also be evident. Records 
must be signed, dated and legible. SCAN will conduct routine audits of medical 
records to ensure that documentation meets standard requirements. Additionally, 
medical records may be requested from PCPôs when SCAN is researching 
grievance or quality of care issues. It is important that these requests are 
responded to promptly. 
 
Medical Record Keeping Standards 

Providers are required to have a system for maintaining member medical records 
in a consistent, organized and confidential manner and must ensure that records 
are accessible to authorized persons only. Medical records must be made 
available to SCAN, AHCCCS and CMS for purposes of quality review or other 
administrative requirements. 
  
All contracted providers must maintain comprehensive and detailed medical 
records that conform to good standards of professional medical practice. 
Consistent format, complete documentation, and legibility are essential. All 
entries must be dated, signatures or initials of the provider of each service must 
be present, orders for each service must be present and a periodic summary of a 
patientôs progress toward treatment goals is also present. 
  
The following are minimum standards for providers' medical records. SCAN 
conducts periodic medical record reviews to assess compliance with these 
standards and all items listed are considered to be of equal importance. 
  
1. Each and every page must have the member's name and AHCCCS or 

Medicare ID number.  
2. Demographic data including address, employer, home and work telephone 

numbers, date of birth, next of kin, marital status and gender. If applicable, 
the memberôs guardian or authorized representative.  

3. Initial history of the member, including family medical history, social history 
and preventive lab screenings. If the member is under 21, the initial history 
should include prenatal care and birth history.  

4. Identification of all providers participating in the memberôs care and 
information on services furnished by these providers. 

5. Past medical history, physical examinations, disabilities, previous illnesses 
or injuries, smoking, alcohol/substance abuse, allergies or adverse 
reactions to medicines (or notation that the patient has no known allergies 
or history of adverse reactions), any surgeries or hospitalizations, 
necessary treatments, any emergency/urgent care received, and possible 
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risk factors for the member relevant to the particular treatment.  
6. A problem list, including significant illnesses and medical and 

psychological conditions. 
7. Immunization records, particularly for children.  
8. Dental history if available; current dental needs.  
9. Presenting complaints, diagnoses, and treatment plans.  
10. Prescribed medications, including dosages and dates of initial or refill 

prescriptions.  
11. Initialed documentation indicating review of all: a) Diagnostic information 

b) Reports from referrals, consultations and specialists c) 
Emergency/urgent care reports d) Hospital discharge summaries e) 
Behavioral health referrals and services, if applicable  

12. Prominently displayed documentation of discussions with adult members 
about Advance Health Care Directive and whether an adult member has 
completed an Advance Health Care Directive.  

13. Documentation of requests for release of information and any subsequent 
release.  

14. Documentation that diagnostic, treatment and disposition information on a 
specific member was appropriately transmitted to other providers to 
promote continuity of care and quality management.  

15. Obstetrical providers must also complete and document an accepted 
MICA or ACOG risk assessment tool for pregnant members. 

16.      Encounter forms or notes have a notation, when indicated, regarding 
follow up care, calls or visits. The specific time of return is noted in weeks, 
months, or PRN.  

17.      Documentation that memberôs health information and treatment plan was  
           provided to the appropriate service providers to promote continuity and  
           quality management of memberôs care. 
 
In addition, if physician assistants or medical assistants are allowed to provide 
services, documentation must be present indicating supervision by a licensed 
professional authorized to provide the supervision.  
 
*Please note: members are entitled to one (1) copy of their medical records at no 
cost to the member.  
 
Fraud and Abuse Reporting  
SCAN supports efforts to detect, prevent and report fraud and abuse within the 
AHCCCS and Medicare programs. These efforts are consistent with our mission 
to provide care to those with special needs while exercising sound fiscal 
responsibility. Management of limited resources is a key part of this 
responsibility. 
  
Examples of actions that are reportable to the state and federal investigative 
agencies include: physical or sexual abuse of members, improper billing and 
coding of claims, pass through billing, billing for services not rendered or raising 
fees for Medicaid and Medicare patients to allowable amounts if these fees are 
not billed to other patients. In addition, unbundling and up coding may be 
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construed as fraud if a pattern is found to exist.  
 
Member fraud is also reportable and examples include: use of another memberôs 
identification to obtain services, fraudulent application for eligibility, sale of 
durable medical equipment while on loan to members and prescription fraud.  
The following laws are applicable to providers and providers must train their 
employees to be familiar and comply with these laws. 

 
Federal Provisions 

 
Federal False Claims Act 
What it does: 

Allows a civil action to be brought against any person or entity who: 

¶ Knowingly presents, or causes to be presented, a false or fraudulent claim 
for payment or approval to any federal employee; 

¶ Knowingly makes, uses or causes to be made or used a false record or 
statement to get a false or fraudulent claim paid;  

¶ Conspires to defraud the government by getting a false or fraudulent claim 
allowed or paid; 

¶ Has possession, custody, or control of property or money used, or to be 
used, by the Government and, intending to defraud the Government or 
willfully to conceal the property, delivers, or causes to be delivered, less 
property than the amount for which the person receives a certificate or 
receipt;  

¶ Authorizes to make or deliver a document certifying receipt of property 
used, or to be used, by the Government and, intending to defraud the 
Government, makes or delivers the receipt without completely knowing 
that the information on the receipt is true;  

¶ Knowingly buys, or receives as a pledge of an obligation or debt, public 
property from a federal employee, who lawfully may not sell or pledge the 
property; or  

¶ Knowingly makes, uses, or causes to be made or used, a false record or 
statement to conceal, avoid, or decrease an obligation to pay or transmit 
money or property to the Government (31 USC sec. 3729). 

Examples of a false claim: 

¶ Billing for procedures not performed 

¶ Violation of another law, for example a claim was submitted appropriately 
but the service was the result of an illegal relationship between a 
physician and the hospital (physician received kick-backs for referrals) 

¶ Falsifying information in the medical record or in a claim, 

¶ Improper bundling or coding of charges, and 
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¶ Misrepresentation by a member or provider to seek benefits provided by 
the health plan. 

Remedies: 

¶ Violation of the False Claims Act is punishable by a civil penalty of not less 
than $5,000 and not more than $10,000, plus 3 times the amount of 
damages that the Government sustains because of the violation. 

¶ A federal false claims action may be brought by the U.S Attorney General.   

¶ An individual also may bring what is called a qui tam action for violation of 
the False Claims Act.  This means the individual files a civil action on 
behalf of the government.   

¶ An individual who files a qui tam action receives an award only if, and 
after, the Government recovers money from the defendant as a result of 
the lawsuit. Generally, the court may award the individual between 15 and 
30 percent of the total recovery from the defendant, whether through a 
favorable judgment or settlement. The amount of the award depends, in 
part, upon the Governmentôs participation in the suit and the extent to 
which the individual substantially contributed to the prosecution of the 
action  

¶ A statute of limitations provides the amount of time that may pass before 
an action may no longer be brought for violation of the law.  Under the 
False Claims Act, the statute of limitations is six years after the date of 
violation or three years after the date when material facts are known or 
should have been known by the government, but no later than ten years 
after the date on which the violation was committed. 

Whistleblower Protections 

Any employee who is discharged, demoted, suspended, threatened, harassed, or 
in any other manner discriminated against in the terms and conditions of 
employment by his or her employer because of lawful acts done by the employee 
on behalf of the employee or others in furtherance of an action under the False 
Claims Act, including investigation for, initiation of, testimony for, or assistance in 
an action filed or to be filed under the False Clams Act, shall be entitled to all 
relief necessary to make the employee whole. Such relief shall include 
reinstatement with the same seniority status such employee would have had but 
for the discrimination, 2 times the amount of back pay, interest on the back pay, 
and compensation for any special damages sustained as a result of the 
discrimination, including litigation costs and reasonable attorneysô fees. An 
employee may bring an action in the appropriate district court of the United 
States for such relief. (31 USC 3730(h)) 

 

 

State Provisions  
 
AHCCCS- Prohibited Acts 
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What it does: 
Prohibits the presentation to AHCCCS or a contractor, such as SCAN, the 
following: 

      ǒ A claim for a medical or other item or service that the person knows or has     
reason to know was not provided as claimed. 

      ǒ A claim for a medical or other item or service that the person knows or has 
reason to know is false or fraudulent. 

      ǒ A claim for payment that the person knows or has reason to know may not 
be made by the system because: 

(a) The person was terminated or suspended from participation in the 
program on the date for which the claim is being made. 

(b) The item or service claimed is substantially in excess of the needs of 
the individual or of a quality that fails to meet professionally recognized 
standards of health care. 

(c) The patient was not a member on the date for which the claim is being 
made. 

      ǒ A claim for a physician's service or an item or service incidental to a 
physician's service, by a person who knows or has reason to know that the 
individual who furnished or supervised the furnishing of the service: 

(a) Was not licensed as a physician. 

(b) Obtained the license through a misrepresentation of material fact. 

(c) Represented to the patient at the time the service was furnished that the 
physician was certified in a medical specialty by a medical specialty board 
if the individual was not certified. 

      ǒ A request for payment that the person knows or has reason to know is in 
violation of an agreement between the person and this State or AHCCCS. 

Remedies: 
A person who violates one of the provisions above is subject, in addition to any 
other penalties that may be prescribed by federal or state law, to a civil penalty 
not to exceed two thousand dollars for each item or service claimed and is 
subject to an assessment of not to exceed twice the amount claimed for each 
item or service. 
 
SCAN is required to report cases of suspected fraud or abuse to the AHCCCSA 
Office of Program Integrity and /or the Office of the Inspector General (OIG) or 
the Justice Department Civil Division or the U.S. Attorney.  Other agencies may 
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have involvement in cases of criminal activity or abuse.   
 
Anyone who suspects member or provider fraud or abuse must report it either to 
the SCAN Compliance Department at (602) 778-3300, or directly to the State 
hotline at 1-(888) ITôS NOT OK or 1-(888) 487ï6686, or on-line at: 
   

http://www.azahcccs.gov/FraudAbuse/Complain.htm 
 
 

http://www.azahcccs.gov/FraudAbuse/Complain.htm
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CHAPTER 3: COVERED AND NON-COVERED SERVICES 
 
INTRODUCTION  
 
As a health plan contracted with AHCCCS and CMS, SCAN Covered Services 
are mandated by federal and state law. The following chart is a summary of 
covered and non-covered medical and home/community based services for 
ALTCS members and for Medicare members.  
  
This chart is intended to provide basic information and is not intended to be an in 
depth description of benefits.  All services provided must be medically necessary 
and many may require prior authorization. Specific information about prior 
authorization is included in Chapter 13.  Additional information on certain 
Medicare benefits is also included in Chapter 22. 
   

COVERED SERVICES 

    

 ALTCS MEDICARE 

Audiology services ï with limitations 
 

X X 
 

Behavioral health services and settings 
 

X X 

Care to stabilize after an emergency 
 

X X 

Cataract removal; medically necessary vision services 
 

X X 

Cochlear implants  
 

X X 

Custodial care provided in conjunction with skilled nursing 
care and/or skilled rehabilitation services 
 

X X 

Custodial care NOT provided in conjunction with skilled 
nursing care and/or skilled rehabilitation services (limited) 
 

X  

Dental services that are  emergent or needed for                                                                                                                                                                                
pre-transplant 
 
Diabetes self-monitoring, training and supplies 
 
Durable medical equipment, prosthetics and medical 
supplies 

X 
 
 

X 
 

X 

X  
 
 

X 
 

X 

Medically necessary dentures  
 

X  

Doctor office visits, including specialist  
 

X X 

Emergency care 
 

X X 
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 ALTCS MEDICARE 

Family planning services  
 

X X 

Podiatry - foot care that is medically necessary  
 

X X 

Home Health 
 

X X 
(limited) 

Home Delivered Meals 
 

X  

Homemaker services 
 

X  

Health risk assessments and screenings 
 

X X 

Inpatient and outpatient hospital care 
 

X X 

Skilled nursing facility care                                                     
 

           X 
            

X 
 

Immunizations 
 

X X 

Dialysis  
 

X X 

Laboratory and X-ray services  
 

X X 

Maternity care (prenatal, labor and delivery, postpartum) 
 

X X 

Medical foods, with limitations  
 

X X 
(limited) 

Nursing Care on a full-time basis in a home (limited) 
 

X  

Nutritional assessments 
 

X X 

Outpatient surgery and anesthesia 
 

X X 

Personal Care (limited) 
 

X X 

Physical exams    
 

X X 
(limited) 

Prescriptions on SCAN's preferred drug list 
(PDL)/Formulary 
 

X X 

Preventive Services  
 

X 
 

X 
(See Ch 22) 

Rehabilitation services, including occupational, speech,                                                                     
physical and respiratory therapy 
 

X X 

Transplants as allowed by AHCCCS/CMS w/related 
prescriptions 

X X 
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 ALTCS MEDICARE 

 

Transportation to and from medically necessary services 
 

X  

Emergency transportation  
 

X X 

Urgent care  X X 
 
 ADDITIONAL ALTCS SERVICES FOR CHILDREN (under age 21) 

¶ Checkups 

¶ Childrenôs Rehabilitative Services 

¶ Chiropractic services 

¶ Dental routine/preventive services, including oral health screenings, 
 cleanings, fluoride treatments, dental sealants, oral hygiene education, 
 X-rays, fillings, extractions and other medically necessary procedures and 
 therapeutic and emergency dental services 

¶ Immunizations  

¶ Vision services, including exams and prescriptive lenses 
 
ADDITIONAL SERVICES FOR QUALIFIED MEDICARE BENEFICIARIES 
(QMBs) WHO ARE ALTCS MEMBERS  

¶ Respite services  

¶ Chiropractic services  

¶ Outpatient occupational therapy  

¶ Any services covered by Medicare but not by AHCCCS  
 
NON-EMERGENCY TRANSPORTATION  

 
SCAN Long Term Care  (ALTCS) members ONLY are eligible to receive 

medically necessary non-emergency transportation when there is no other 
means of transportation available (i.e., family, friends, community services or 
public transit). Food, lodging and mileage will be reimbursed when medically 
necessary and prior authorized when the visit is out of area or out of the 
county of residence. Transportation providers are expected to schedule 
transportation so that the member does not arrive sooner than one hour before 
the appointment and does not wait more than one hour after making the call to 
be picked up for the return trip after the appointment. 
 
Emergency Transportation  

All members are eligible for emergency transportation services without prior 
authorization. 

 

NON-COVERED SERVICES  
 
The following are services that are not covered by SCAN:  
All Members: 
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¶ Services that are obtained from non-contracted providers, except for care 
for a medical emergency or urgently needed care, renal (kidney) dialysis 
services obtained when temporarily outside of SCANôs service area, and 
care from non-contracted providers that is arranged or approved by 
SCAN. 

¶ Elective or voluntary enhancement procedures, services, supplies and 
medications including but not limited to:  weight loss, hair growth, sexual 
performance, athletic performance, cosmetic purposes, anti-aging and 
mental performance unless medically necessary. 

¶ Cosmetic surgery or procedures, unless needed because of accidental 
injury or to improve the function of a malformed part of the body.  Breast 
surgery is covered for all stages of reconstruction for the breast on which 
a mastectomy was performed and, to produce a symmetrical appearance, 
surgery and reconstruction of the unaffected breast. 

¶ Personal comfort/convenience items such as a telephone or television in a 
hospital or skilled nursing facility room. 

¶ Routine dental services. 

¶ Private room in a hospital, unless medically necessary. 

¶ Services obtained without a referral from SCAN PCP, when a referral is 
required. 

¶ Services obtained without prior authorization, when prior authorization is 
required. 

¶ Services or items given free of charge, or for which charges are not 
usually made. 

¶ Services of special duty or private duty nurses, unless medically 
necessary and prior authorized by SCAN. 

¶ Physical therapy that is not medically necessary. 

¶ Routine circumcisions. 

¶ Experimental or investigational medical and surgical procedures, 
equipment and medications, including experimental organ transplants 
except for 1) ALTCS benefit, those approved by SCAN and AHCCCS; and 
2) for Medicare benefit, unless covered by Original Medicare or unless 
services are covered under an approved clinical trial.  Experimental 
procedures and items are those items and procedures determined by 
SCAN and Original Medicare that are not generally accepted by the 
medical community. 

¶ Abortions and abortion counseling unless the pregnancy is the result of 
rape, incest, physical illness related to the pregnancy endangers the life of 
the mother. 

¶ Health services when the member is in prison or in a facility for the 
treatment of tuberculosis. 

¶ Sex change operations and reversal of voluntary sterilization. 

¶ Drugs and supplies given without a prescription. 

¶ Treatment to straighten teeth  (except for ALTCS members if medically 
necessary). 

¶ Prescriptions not on SCANôs preferred drug list (PDL)/Formulary, unless 
approved by SCAN. 
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¶ Surgical treatment of morbid obesity unless medically necessary and 
approved by AHCCCS or covered under Original Medicare, as applicable. 

¶ Charges imposed by immediate relatives or members of the household. 

¶ Emergency facility services for non-authorized, routine conditions that do 
not appear to a reasonable person to be based on a medical emergency. 

¶ Hearing aids and routine hearing examinations. 

¶ Radial keratotomy, LASIK surgery, vision therapy and other low vision 
aids and services. 

¶ Self-administered prescription medication for the treatment of sexual 
dysfunction, including erectile dysfunction, impotence and anorgasmy or 
hyporgasmy. 

¶ Acupuncture. 

¶ Naturopath services. 

¶ Chiropractic care except for Medicare - benefit as limited according to 
Medicare guidelines. 

¶ Routine eye examinations for prescriptive lenses or glasses (Medicare has 
limited benefit ï see Chapter 22) 

 
Additional Medicare excluded services: 

¶ Services that are not covered under Original Medicare, unless such 
services are specifically listed as covered above. 

¶ Services that are not reasonable and necessary according to the 
standards of Original Medicare unless these services are otherwise listed 
by SCAN MA as a covered services. 

¶ Orthopedic shoes unless part of a leg brace and included in the cost of the 
leg brace.  Exception:  Orthopedic or therapeutic shoes are covered when 
necessary in conjunction with diabetic foot disease. 

¶ Supportive devices for the feet.  Exception:  These devices are covered 
when necessary in conjunction with diabetic foot disease. 

¶ Non-prescription contraceptive supplies and devices (medically necessary 
services for infertility are covered). 

¶ Services provided to veterans in Veteranôs Affairs (VA) facilities.  
However, in the case of emergency services received at a VA facility, if 
the VA cost sharing is more than the cost sharing required under SCAN 
MA, the difference will be reimbursed.  Members are still responsible for 
the SCAN MA cost-sharing amount. 
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CHAPTER 4: NETWORK MANAGEMENT SERVICES 
 
INTRODUCTION 
The Network Management Services Department is responsible for developing 
and maintaining a contracted network that provides all covered services.  The 
network consists of PCPs, specialists, skilled nursing, assisted living and other 
group home facilities, hospitals, home and community based services providers, 
behavioral health providers, and ancillary providers. Each contracted provider is 
assigned a Network Management Services representative who will serve as a 
vital link to SCANôs operations. Network Management Services also conducts 
training activities and keeps providers informed of their contractual 
responsibilities. The Department can help in resolving many administrative 
issues or concerns 
  
ROLE OF NETWORK MANAGEMENT SERVICES REPRESENTATIVES 
 Network Management Services representatives serve a variety of roles at 
SCAN. They serve as educator, advocate and primary contact between the 
provider and SCAN for all administrative concerns. Representatives also 
participate in routine site audits and surveys of the provider network to assess 
compliance with policies and procedures and standards, participate in network 
development and maintenance, and often serve as the "intermediary" between 
the provider and a department within SCAN. 
 
They will visit offices regularly to review changes and updates to policies and 
procedures, review specific provider profile information and provide initial and 
follow-up training for office staff. Regular visits include information related to 
provider performance, results of compliance evaluations, discussion about 
problems or issues that have occurred since the last visit, information about any 
SCAN changes and opportunities for the provider to express any concerns. The 
representative will meet with the administrator, office manager and/or the 
physician, when available, and visits are usually completed in less than one hour. 
  
Network Management Services representatives can answer many of your 
questions directly, research your problem or issue or help direct you to the proper 
information resources. They can be reached at (602) 778-3300. 
 
Supplies such as EPSDT forms, health histories, specialist referral forms, etc. 
can be obtained by contacting Network Management Services. 
 
The representatives routinely review information about SCANôs provider network. 
They work with many other health plan personnel to identify potential areas for 
network expansion or modification. The representatives help monitor the services 
our network is providing and work with potential providers to help secure new 
contracts and services for SCAN.  
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SCAN contracts with providers on a geographic basis. Network need is 
determined by a variety of factors, including membership, member utilization and 
existing coverage in an area. Prior notification of any changes to address, tax 
identification numbers, telephone numbers, or professional staffing is necessary 
to comply with CMS and AHCCCS requirements, ensure correct payment and 
continuity of care and to ensure the network is adequate. Changes in the location 
of your office may result in contract termination if the new location is not in an 
area where additional practitioners are needed. 
  
New physician associates are considered to be joining a group if they are sharing 
the same tax identification number of the currently contracted physician(s). 
Generally, these associates will be added to the network after they have been 
credentialed and approved. Physicians who simply share office space will be 
considered for participation solely on the basis of network need. Satellite offices 
of contracted groups are not automatically added to the network unless a 
network need exists. Your network management services representative can 
assist you with these issues. 
  
SCAN credentials (through delegated entities) its physicians, mid-level 
professionals and dentists prior to participation and reviews practitioner 
performance at least every three years. 
 
OFFICE ADMINISTRATION 
Changes in the professional staff in your office, for example physicians, physician 
assistants or nurse practitioners, must be reported to your Network Management 
Services representative. All physicians and mid-level professionals giving care 
must be registered with AHCCCS and CMS and credentialed by SCAN. Your 
representative can help you in obtaining the proper forms. When reporting 
covered services for claims or encounter purposes, you may use either your 
AHCCCS provider identification number, Medicare provider number, or your 
National Provider Number (NPI).  After May 1, 2007, you must use your NPI 
number.  Please make sure it is on file with AHCCCS so your SCAN Long Term 
Care claims will be processed properly. Failure to identify the individual rendering 
care when reporting claims is considered to be fraud under federal reporting 
regulations. 
 
Administrative changes in your office staff may result in the need for training. 
Contact your Network Management Services representative to schedule any 
needed staff training. 
  
PROVIDER FEEDBACK & COMMUNICATION  
SCAN is very interested in your opinions. We conduct provider and member 
surveys to help us improve our services. Your comments about SCAN need not 
be reserved for these surveys, however. We welcome your opinions at any time. 
 
Providers receive updated information via our website, www.scanhealthplan.com, 
Insights, the SCAN provider newsletter and updates to the Provider Operations 
Manual. 
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CHAPTER 5: MEMBER SERVICES 

 
INTRODUCTION 

The SCAN Member Services Department is responsible for the following 
functions: 

¶ PCP  changes 

¶ Responding to and resolving member inquiries and complaints 

¶ Verification of member eligibility  

¶ Ensuring membership eligibility data integrity  
 
MEMBER ELIGIBILITY AND ENROLLMENT 
 
Eligibility Determination 

SCAN does not participate in the eligibility determination process. The Arizona 
Health Care Cost Containment System (AHCCCS) determines eligibility for 
ALTCS members and members select their ALTCS health plan.  CMS 
determines eligibility for Medicare members who may select a Medicare 
Advantage Plan or other Medicare coverage. 

Prior Period Coverage (ALTCS only) 
Members may be enrolled in SCAN Long Term Care (and the ALTCS program) 
under Prior Period Coverage (PPC). This refers to the time period prior to 
notification to SCAN Long Term Care of member eligibility during which SCAN 
Long Term Care is retroactively liable for payment of covered services received 
by the member.  

If a provider has rendered services to the Member during this time period, PPC 
claims should be submitted to SCAN for payment. Payments made by the 
member to the provider for covered services during this time period must be 
refunded in full.  SCAN is not responsible for payment of non-covered services 
during the PPC period.  

PCP Assignments  
There are three ways members may be assigned to a PCP: 

¶ Auto assignment -Members who are auto assigned are generally new to 

SCAN. Each assignment is based on physician availability and 
accessibility, languages spoken, member zip code and age of the 
Member;  

¶ Member request ï Members may change from their PCP upon request; 

and 

¶ Re-enrollments ï Members who lose eligibility may become eligible 

again. Once eligible again, the member is ñre-enrolledò in SCAN. If the 
member is reenrolled, they will be assigned to the previous provider if 
possible.  
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MEMBER GRIEVANCES 

On occasion, members contact the Member Services Department when they are 
not happy with the health care services they received.  It is SCANôs policy as 
required by both AHCCCS and CMS, to document and track any expression of 
member dissatisfaction. In the course of assisting a member with their issue, a 
provider may be contacted by a SCAN staff member for additional information. If 
providers receive a request for more information on a member, your cooperation 
in resolving the issue is expected and appreciated.  For more information on 
member grievances and appeals, please see Chapter 21. 

Providers may also act as an advocate for a member by assisting in the 
grievance process.  Providers will not be discriminated or retaliated against for 
filing a grievance on behalf of a member or assisting the member in the 
grievance or appeal process. 
 
During the year, member grievance data is reviewed for trends. Providers may 
be contacted by SCAN if a trend is identified about them. Follow-up contact is 
SCANôs way of letting providers know what members may be experiencing when 
dealing with a provider or their office staff. Feedback is intended to give providers 
information to evaluate the situation and make appropriate adjustments. 

ELIGIBILITY VERIFICATION  

For AHCCCS Members 
In order to receive payment for covered services, it is critical to verify member 
eligibility, and assignment to your practice if you are a PCP, before providing 
services. If a patient presents as a SCAN Long Term Care member but has lost 
eligibility, and eligibility is not verified before providing services, payment will not 
be made. In addition, if a patient is AHCCCS eligible, they cannot be billed 
for AHCCCS covered services.  

In order to make this process simple for providers and their staff, SCAN has 
several convenient tools to use to verify eligibility:  
 

¶ Web site ï the SCAN web site, www.scanhealthplan.com, will have a link 
to the AHCCCS eligibility website. To verify eligibility, providers must first 
register and obtain a confidential password from AHCCCS before they will 
be able to access eligibility information. Eligibility verification is available at 
no cost. The direct link to the AHCCCS eligibility site is: 
www.ahcccs.state.az.us/HPlans&Providers  

 

¶ AHCCCS telephone verification ï The AHCCCS Telephone Verification 
Unit will provide member eligibility information.  To call the unit, dial (602) 
417-7000 or 1-(800) 331-5090. 

http://www.ahcccs.state.az.us/HPlans&Providers
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¶ SCAN telephone verification ï as a last resort, providers may call Member 
Services to verify eligibility. To protect the confidentiality of our members, 
providers will be asked for at least three pieces of identifying information 
for the member, such as their AHCCCS identification number, date of birth 
and address, before any eligibility information can be released.  

For MEDICARE Members  
SCAN Medicare Advantage (MA) offers providers two ways to check eligibility: 

1. Accessing the SCAN MA web site at www.scanhealthplan.com 
2. Calling SCAN MA Member Services at 1-(888) 540-7226 

 
Providers should check member eligibility at each point of contact, as eligibility 
can change at anytime.  The memberôs ID card covers both medical and 
prescription benefits.  All providers, including pharmacies, should ask to see the 
SCAN MA member ID cars. 
 
If a patientôs eligibility status terminates with AHCCCS, then the member will also 
be disenrolled with the Medicare Special Needs Plan (MA SNP) 60 days after the 
disenrollment from AHCCCS. 
 
DATA INTEGRITY  
 

SCAN Enrollment Services Department is responsible for ensuring that all 
membership information, such as eligibility dates, rate codes and date of birth, is 
accurate. However, if errors are found in a Memberôs eligibility information, 
please call Member Services to report the discrepancy at 1-(888) 540-7226. 
 
MEMBER SATISFACTION SURVEYS  

 
Each year, a member satisfaction survey is conducted by SCAN and on 
occasion, by AHCCCS and CMS. While results are not specific to any one 
physician or provider, they do enlighten SCAN about potential operational issues. 
Results also indicate if members are satisfied with their providers. For more 
information, contact your Network Management Services representative. 

IDENTIFICATION CARDS  
 
All SCAN Long Term Care (ALTCS) members are issued a member identification 
card (ID) by AHCCCS. Although the ID card does not guarantee that a member 
is eligible for benefits, providers should request to see the card.  SCAN will issue 
an identification card for its Medicare Advantage Plan members.  Providers may 
call SCAN Member Services to verify a memberôs enrollment in SCANôs MA 
Plan. 

Each provider office is encouraged to maintain a copy of the memberôs AHCCCS 
and/or SCAN Medicare Advantage ID card in their medical record and to update 
it each time the member visits the office in order to verify that the memberôs 

http://www.scanhealthplan.com/
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insurance did not change since their last visit. It is also very important that the 
insurance information be shared with other physicians/providers rendering 
services to the member at your request. Be sure to ask members if they have 
other insurance, including Medicare. 

BILLING MEMBERS  

 
In accordance with federal and state law, SCAN members may not be billed for 
covered services beyond their plans co-payments (or deductibles). Members 
may also not be billed for services that are not paid due to the failure of the 
provider to comply with SCANôs authorization or billing requirements.  Providers 
also may not balance bill a SCAN Medicare Advantage Plan member for 
Covered Services. 

The only exception to this is if a member elects to receive non-covered services. 
In this case, providers should inform the member about payment options before 
rendering services and have the member sign a statement agreeing to pay for 
the services.  

Arizona law allows AHCCCS to levy civil penalties against providers who 
knowingly continue to bill members after they have been notified in writing by 
AHCCCS that the billing is in violation of federal and state law. The civil penalties 
may be up to three times the amount the provider was attempting to collect from 
the member. 

PLAN CHANGES   
 
ALTCS members are generally not allowed to change their health plan until their 
Annual Enrollment Choice (AEC) period that occurs on the anniversary date of 
their enrollment. Only in certain circumstances may a member request a change 
outside of this timeframe. Plan change requests may also be granted based on 
continuity of medical care. The plan change determination will be made by the 
case management department upon the memberôs request.   

Members of SCAN Health Plan Arizona SNP are allowed to change their 
Medicare Advantage (MA) plan on a monthly basis. 
 

Members of SCAN Health Plan Arizona MAPD plan follow the same ñlock-inò 
regulations as a normal Medicare Advantage plan.  Generally, MAPD members 
are allowed to change plans during the Annual Election Period (November 15 th to 
December 31st) or the Open Enrollment Period (January 1st to March 31st ). 
Questions about enrollment timelines and the ñlock-inò period are available by 
contacing SCAN Medicare Sales department. 
 
MEMBER RIGHTS AND RESPONSIBILITIES  

SCAN is committed to treating members with respect and dignity at all times. 
Member rights and responsibilities are shared with staff, providers, and members 
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each year. Below are member rights and responsibilities as published in the 
Member Handbook and the SCAN MA Plan Evidence of Coverage (EOC).  

SCAN is committed to ensuring that the membersô rights are honored and 
protected. Providers are asked to review the member rights below and honor 
them as well. 

SCAN will work with you to make sure that the members adhere to their 
responsibilities as stated below.  Included below are member rights and 
responsibilities as they appear in the Member Handbook. 

SCAN Member rights are: 

¶ Know the name of your case manager (for ALTCS). 

¶ Get one copy of your medical records at no cost to you. 

¶ A description of covered services and prior authorization requirements 

¶ Know how SCAN provides for help after hours and emergency care. 

¶ Know how SCAN pays providers, manages cost and uses services. 

¶ Get general grievance results and a summary of member survey results. 

¶ Know the cost to you if you choose to pay for a service that SCAN does 
not cover. 

¶ Know about the treatment choices you have or the other types of care you 
can get.  You are responsible for your actions if you refuse to follow your 
doctorôs plan or refuse care. 

¶ Know how SCAN reviews new medical procedures to include as a 
covered service. 

¶ Know information about Advance Health Care Directives and information 
on how to have medical decisions made for you, if you are not able to 
make them for yourself. 

 
Quality Care and Service 

¶ Change your services if your PCP leaves SCAN. 

¶ Have information about you kept private unless you say it is okay to give 
out the information 

¶ Not be treated differently because of your race, ethnicity, religion, sex, 
age, disability, sexual orientation, where you come from, the language you 
speak, genetic information, or who pays for your services 

¶ Have your services and information given to you in a way that follows your 
personal beliefs or is easier for you to understand.  You may have 
someone interpret in a language that you are able to understand, including 
sign language.  You may ask for things to be given to you in an alternate 
format, such as Braille. 

¶ Decide for yourself what kind of healthcare you would like.  Or, you can 
choose someone to make these decisions for you, including the decision 
to not accept care. 

¶ Move about freely.  Not be secluded or restrained as a form of making you 
do something you do not want to do, or getting back at you for not making 
the decision someone wanted. 
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¶ Be treated with dignity and respect and consideration for the memberôs 
privacy 

¶ Be told in writing if the health plan is not going to give you service, give 
you less service, or stop your services for a short time or permanently.  
There will be instructions in a letter that will tell you what to do if you do 
not agree. 

 
Freedom Of Choice 

¶ Choose a SCAN PCP to provide your health care. 

¶ Change your PCP if you need to. 

¶ Talk with your PCP to get complete and current information about your 
health care and condition so that you and/or your family understand and 
can be a part of making decisions about your health care. 

¶ Decide who you want to be with you for treatments and exams. 

¶ Have a female in the room for breast and pelvic exams. 
 
Specialty Care 

¶ Get emergency health care services without the approval of your PCP or 
SCAN when you have a medical emergency. 

¶ See a specialist with a referral from your PCP. 

¶ See certain specialists without a referral from your PCP.  
ǒ  You can refuse care from a doctor you were referred to and ask for a 
 second opinion. 
 

Your Privacy 

¶ Talk to health care professionals privately. 

¶ Keep your health care information private and confidential. 
 

Complaints And Concerns 

¶ Tell us about any complaints or issues you have with your health care 
services. 

¶ File an appeal and get a decision in a reasonable amount of time. 

¶ Give SCAN suggestions on changes to policies and services. 
 

Personal Matters 

¶ Share a room with your husband / wife or significant other if you want to 
and it is appropriate (ALTCS). 

¶ Remain in your home if you want to. 

¶ Have a choice of a single occupancy unit if you live in an assisted-living 
center (ALTCS). 

¶ Have the freedom to use the telephone and receive visitors if residing in 
and assisted-living home. 

¶ Manage your own money or choose someone you trust to do it for you. 

¶ Exercise your rights as a citizen. 

¶ Have the freedom to refuse to talk with or see anyone. 

¶ Keep and use your personal clothing and belongings if there is space and 
if there are no medical reasons not to. 
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¶ Say no to drugs or restraints, except for times when your doctor thinks it is 
needed to protect you or others from harm. 

¶ Have freedom to say no to tasks a provider may ask you to do that are not 
part of your care plan. 

¶ Transfer or leave a long-term care home because of medical reasons, for 
your own good or the good of others, or for not paying your share of the 
cost. 

 
SCAN Member responsibilities are: 

Respect 

¶ Respect the doctors, pharmacists, staff and people providing services to 
you. 

¶ Protect your ID card. Do not lose it or share it with anyone. 

¶ Be considerate of the rights of the staff and other people living in the same 
place. Be respectful of their property. 

¶ Know the names and qualifications of doctors and health care 
professionals involved in your medical treatment. 

 
Information Sharing 

¶ Show your member ID card(s) or identify yourself as a SCAN member to 
health care providers before getting services. If you have other insurance 
in addition to SCAN, show your other insurance ID card as well. 

¶ Notify SCAN if you feel a provider or another member is not using the 
health plan benefits correctly. 

¶ Tell your doctor and case manager about any other insurance or programs 
you have or may be eligible. 

 
Speak Up! 
ǒ    For your own well being it is important that you share information with  
      your PCP, and for ALTCS members, share with your case manager and  
      AHCCCS.  We have one common goal that is, to keep you healthy and  
      independent. 

 
Changes In Your Health 

¶ Provide, to the best of your knowledge, a medical record about past and 
present medical problems, medicines used, and other things about your 
health. Let your doctor and/or your case manager know about any 
changes in your condition. 

¶ Understand your health condition or treatment plan, ask your doctor to 
explain it in words you can understand. 
 

Changes In Your Ability To Do Things 

¶ Contact your case manager or SCAN Member Services if your ability to do 
daily living activities change, such as dressing, preparing meals, or 
walking.  

 
Changes In Living Situation 
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¶ If your address, phone number, or other ways to contact you change call 
your case manager or contact Member Services at 1-(888)-540-7226. 

 
Changes In Your Financial Situation (ALTCS only) 

¶ Contact your eligibility interviewer at AHCCCS if your financial status 
changes. It could affect your eligibility. 

 
Listening And Following Advice 

¶ Know the name of your assigned PCP and, for ALTCS members, the 
name of your case manager. 

¶ Follow the advice and instructions that you and your case manager have 
agreed upon. 

¶ Pay your share of cost and/or room and board at the start of every month 
(ALTCS). 

 
Making An Appointment 

¶ Schedule appointments during office hours when possible instead of using 
urgent or emergency care. 

¶ Keep appointments and come on time. Call your doctorôs office at least 
one day ahead of time when you cannot keep your appointment. 

¶ Bringing immunizations records to appointments for children 18 years or 
younger. 

 
REDUCTION, SUSPENSION OR TERMINATION OF SERVICES AND 
DENIALS  

Members shall be notified when any of their services are reduced, suspended, 
terminated or denied. The notification shall be sent by the Medical Management, 
Case Management, or Pharmacy Department, as applicable, and shall contain the 
appropriate information for appeals.  See Chapter 21 for more information on 
member grievances and appeals. 

CO-PAYMENTS, PREMIUMS AND DEDUCTIBLES 
  
The ALTCS Program and SCAN Medicare Advantage Special Needs Plan (MA 
SNP) do not have any co-payments, premiums, or deductibles except Medicare 
co-payments for pharmacy benefits.    If a member has other Medicare coverage 
please refer to Chapter 15 regarding co-payments, deductibles, etc.  
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CHAPTER 6: MATERNAL HEALTH AND OBSTETRICAL CARE 

 
INTRODUCTION 

 
While the occurrence of this diagnosis is low in SCANôs member population, 
SCAN places high importance on encouraging good prenatal health. Obstetrical 
and newborn services are handled by SCAN staff that specializes in facilitating 
prenatal health services for providers and members. These services include but 
are not limited to:  
 

¶ Assigning members to OB physicians  

¶ Assigning newborns to PCPs  

¶ Authorizing "AHCCCS OB Package"  

¶ Coordinating referrals to perinatology and special services  

¶ Assisting in developing effective outreach mechanisms  

¶ Providing case management for identified high-risk members  
 
Covered services for members include preconception counseling, routine and 
medically necessary prenatal care, treatment of pregnancy related conditions 
and postpartum care. If needed, transportation is provided for SCAN Long Term 
Care (ALTCS) members to access maternity care services. 
  
ASSIGNMENT TO AN OBSTETRICAL PHYSICIAN  

Members who are confirmed to be pregnant are assigned to an obstetrical (OB) 
physician who serves as the member's primary care physician (PCP) throughout 
the course of pregnancy and for approximately six (6) weeks postpartum.  
 
Either the pregnant member or her PCP must call SCAN at (602) 778-3300 or 1-
(888) 540-7226 for an OB physician assignment and, for ALTCS members, 
authorization for an ñAHCCCS OB Packageò.  
 
Assignment to an OB physician is based on the following criteria:  

¶ Member choice or PCP referral  

¶ Geographic location  

¶ Languages spoken  

¶ Expected date of delivery  

¶ Availability and limitations of the physician 

¶ Assessment of medical risk  

¶ Hospital request 
 
For ALTCS members, once the pregnant member is assigned, SCAN will issue a 
unique assignment number for "AHCCCS OB Package." This assignment 
number also serves as an authorization number to facilitate claims payment. The 
initial prenatal appointment is then scheduled. If a member changes OB 
physician during the course of the pregnancy, the original OB physician must call 
SCAN and get the AHCCCS OB Package authorization changed to ñvisits onlyò 
in order for their claims to pay correctly. 
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Prior authorization for AHCCCS OB Package is required at the time of the first 
visit. This enables SCAN to risk assess each pregnant member and to enroll 
appropriate members in case management. 
  
In addition, SCANôs Case Management Department should be contacted directly 
for any pregnancy with complications related to medical or socio-economic 
issues. Providers should also make appropriate referrals to support services and 
community resources. 
  
PRENATAL APPOINTMENTS 
  
SCAN has specific standards for the timing of initial and return prenatal 
appointments. These standards are as follows:  
 
Initial  

All OB physicians must make it possible for members to obtain initial prenatal 
care appointments within the following time frames:  

¶ First trimester: Within 14 days of the request for an appointment  

¶ Second trimester: Within seven (7) days of the request for an appointment  

¶ Third trimester: Within three (3) days of the request for an appointment 
  

High-risk pregnancy care must be initiated within three (3) days of identification 
of a high-risk situation or immediately in an emergency. 
 
Return Visits  

Return visits should be scheduled routinely after the initial visit. Members must 
be able to obtain return prenatal visits:  

¶ First 28 weeks: every four (4) weeks  

¶ From 28 to 36 weeks: every two to three (2-3) weeks  

¶ From 37 weeks: until delivery weekly  
 
High risk maternity care members are to have return visits scheduled as 
appropriate to their individual needs; however, no less frequently than listed 
above. 
 
Postpartum Visits  

¶ Postpartum visits should be scheduled routinely after delivery between 21 
and 42 days after delivery  

 
GENERAL OBSTETRICAL CARE 

  
All physicians must adhere to the standards of care established by the American 
College of Obstetrics and Gynecology (ACOG) which include the following:  

1. Use of a standardized perinatal medical record and risk assessment 
tool such as the ACOG form, documenting all aspects of maternity 
care.  

2. Completion of history including medical and personal health (including 
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infections and exposures), menstrual cycles, past pregnancies and 
outcomes, family and genetic history.  

3. Clinical expected date of confinement.  
4. Performance of physical exam (including determination and 

documentation of pelvic adequacy). 
5. Performance of laboratory tests at recommended time intervals. 
6. Comprehensive risk assessment incorporating psychosocial, 

nutritional, medical and educational factors. 
7. Routine prenatal visits with blood pressure, weight, fundal height (tape 

measurement), fetal heart tones, urine dipstick for protein and glucose, 
ongoing risk assessment with any change in pregnancy risk recorded 
and an appropriate management plan.  

 
Additional Requirements  

The following elements are also required of OB physicians: 
1. Educate members on healthy behaviors during pregnancy, including 

proper nutrition, effects of alcohol and street drugs, the physiology 
of pregnancy, the process of labor and delivery, breast feeding and 
other infant care information. 

2. ALTCS pregnant members must be referred to SCAN Case 
Management, and other known support services and community 
resources, as needed. 

3. Offer HIV/AIDS testing and confidential post testing counseling to all 
members. 

4. Ensure deliveries will be conducted at sites that meet SCAN criteria. 
5. Be aware that the delivery hospital is required to notify SCAN  
6. on the date of delivery.OB physicians are routinely audited to evaluate 

compliance with these standards.  
 
HIGH RISK MATERNITY CARE 

  
In partnership with OB physicians, SCAN will identify pregnant women who are 
"at risk" for adverse pregnancy outcomes. OB physicians are responsible for 
identifying risk factors associated with pregnancy by using either the ACOG or 
MICA Risk Assessment Tools. Both are comprehensive assessment tools that 
cover psychosocial, nutritional, medical and educational factors.  SCAN also 
considers factors such as non-compliance with prenatal care appointments and 
medical treatment plans in determining risk status. 
  
Under most circumstances, the high-risk screening should be performed at the 
first prenatal appointment. Identification of a high-risk case may also be based on 
prior knowledge of the member's medical/prenatal history, or an initial telephone 
screening. 
  
SCAN may prior authorize a referral from a general OB for a consult or transfer 
of a pregnant member to a perinatologist for certain medical conditions or 
circumstances, including but not limited to:  

¶ Insulin dependent diabetes  
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¶ Chronic renal disease or renal insufficiency  

¶ Epilepsy requiring medication  

¶ Chronic hypertension requiring medication  

¶ A history of delivering two or more infants at 32 weeks or less  

¶ A malignancy  

¶ A current diagnosis of highly probable Intrauterine Growth Retardation 
(IUGR)  

¶ Premature rupture of the membranes (before 32 weeks)  

¶ Pregnant with triplets or more  

¶ Potential need for cerclage procedure  

¶ Diagnosis of Lupus Erythematosus  

¶ Twin pregnancy with diagnosis of discordant growth  

¶ HIV positive mother  

¶ Polyhydramnios  

¶ Oligohydramnios  
 
Providers may also consult with the SCAN Medical Director for members with 
other conditions that you deem appropriate for perinatology referral.  Call (602) 
778-3300 or 1-(888) 540-7226 with requests for assignment to a perinatologist. 
  
MEDICALLY NECESSARY TERMINATION OF PREGNANCY  

 
The SCAN Medical Director will review all requests for medically necessary 
termination of pregnancy. Documentation must include:  

¶ A copy of the memberôs medical record  

¶ For ALTCS members: a completed and signed copy of the AHCCCS 
Certificate of Medical Necessity for Pregnancy Termination  

 
A physician attestation must state the specific reason that the procedure is 
medically necessary. For example, it is:  

a. Creating a serious physical or mental health problem for the pregnant 
member; 

b. Seriously impairing a bodily function of the pregnant member; 
c. Causing dysfunction of a bodily organ or part of the pregnant 

member; 
d. Exacerbating a health problem of the pregnant member; or 
e. Preventing the pregnant member from obtaining treatment for a 
     health problem.  

 
If the termination of pregnancy is requested for incest or rape of a member who 
is under 18 years of age or is an incapacitated adult, the following information 
must also be included:  

¶ Signature of a parent or legal guardian or a certified copy of a court order;  

¶ Identification of the proper authority to which the incident was reported, 
including the name of the agency, the report number and the date on 
which the report was filed. 
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When termination of pregnancy is considered due to rape or incest, or because 
the health of the mother is in jeopardy secondary to medical complications, 
please contact the SCAN Medical Director. 
  
OB CASE MANAGEMENT 
  
SCAN offers a multi-disciplinary program to assist physicians in managing the 
care of pregnant members who are at risk because of medical conditions, social 
circumstances or noncompliant behaviors. Obstetrical case managers link 
expectant mothers with appropriate community resources such as the Women, 
Infants and Childrenôs (WIC) nutritional program, parenting classes, smoking 
cessation, teen pregnancy case management, shelters and substance abuse 
counseling. They provide support and promote compliance with prenatal 
appointments and prescribed medical regimens. 
  
REPORTING HIGH RISK AND NON-COMPLIANT BEHAVIORS 

  
To ensure that at risk pregnant members are referred for potential case 
management services, OB providers should inform SCAN Long Term Care Case 
Management Department by phone at (602) 778-3300 or 1-(888) 540-7226 or fax 
at (602) 778-3333:  

¶ Fail to appear for two or more prenatal visits without rescheduling and 
keeping the rescheduled appointment. Before contacting the Case 
Management Department, providers are expected to make two (2) 
attempts to bring the member in for care  

¶ Are diabetic and display consistent complacency regarding dietary control 
and/or use of insulin 

  Fail to follow prescribed bed rest  

¶ Fail to take tocolytics as prescribed or do not follow home uterine 
monitoring schedules 

  Admit to or demonstrate continued alcohol and/ or other substance abuse  

¶ Show a lack of resources that could influence well being (e.g. food, shelter 
and clothing) 

ǒ Frequently visit the emergency department/urgent care setting with 
      complaints of acute pain and request prescriptions for controlled  
      analgesics and/or mood altering drugs  

 
 
REPORTING MISSED APPOINTMENTS 

  
Providers should use an appointment system that identifies missed 
appointments. When making an initial appointment, please verify the member's 
current name, address and telephone number. Also, obtain the name and phone 
number of a person outside the member's household to serve as an alternate 
contact. 
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SCAN recognizes the importance of members making and keeping 
appointments, and the health plan wants to work with our network providers and 
members to minimize missed appointments.  SCAN would like providers to notify 
the plan about non-compliant members.  When notifying SCAN of non-
compliance with appointments please provide the following information:  

¶ Member name and ID number  

¶ Dates of missed appointments  

¶ Address and current home or message telephone number  

¶ Efforts made to contact member  

¶ Expected date of delivery  

¶ Other pertinent information 
  

Please complete the appropriate form when notifying SCAN for appointment non-
compliance.  The form can be faxed to: 
 

(602) 778-3331 
Attn: Maternal Child Health Coordinator 
 
or mailed to:   

SCAN 
Attn: Maternal Child Health Coordinator 

1313 E. Osborn Road, Suite150 
Phoenix, AZ 85014 

 
Please inform SCAN if a member you have reported for failure to make or keep 
appointments subsequently schedules or appears. 
  
OUTREACH/COMMUNITY RESOURCES/EDUCATION 
 
Childbirth classes are provided free to members. The Member may call the 
facility where she will deliver and register for childbirth classes. 
  
Obstetrical physicians should also ensure that members have enrolled in the 
WIC nutritional program. 
  
A variety of other services are available in the community to help pregnant 
women and their families. Please call SCAN for information about how to help 
your members use these services. We can provide you with a list of low-cost or 
no-cost services.  
 
Questions regarding the availability of community resources may also be directed 
to the Arizona Department of Health Services (ADHS) Hot Line at 1-(800) 833-
4642.  
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OB CLAIMS CODING AND BILLING 
  
Complete Obstetrical Care Package  
Providers are expected to bill for obstetrical care using the appropriate global 
packages. The following services are included in a global obstetrical care 
package and will not be separately reimbursed if billed separately:  

¶ Initial and subsequent prenatal visits, including early, periodic, screening, 
diagnosis and treatment services (EPSDT -see below) for patients less 
than 21 years of age  

¶ Treatment of pregnancy related conditions, including hypertension and 
gestational diabetes  

¶ Treatment of urinary tract infections and pelvic infections  

¶ Routine labs and blood draws  

¶ In hospital management of threatened premature labor  

¶ In hospital management of hyperemesis gravidarum  

¶ External cephalic version performed in hospital  

¶ Induction of labor by prostaglandins and/or oxytocin and/or combined  

¶ Amnioinfusion  

¶ Trial of vaginal birth after a cesarean (VBAC)  

¶ Delivery by any method, including cesarean section  

¶ Episiotomy and repair, including 4
th 

degree lacerations  

¶ All routine post partum care, including follow up visit  

¶ Any management that would ordinarily be considered part of OB care  

     0  One obstetrical ultrasound 
If a provider does not complete all the services in the OB Package this may result 
in a lesser payment or potential re-coupment of payments made. 
 
Services Not Included in the OB Package  

(Separate reimbursement will be provided if medically necessary):  

¶ Amniocentesis  

¶ Additional ultrasounds after the first obstetrical ultrasound   

¶ Non-stress and contraction stress tests  

¶ Colposcopy and/or biopsy for accepted indication  

¶ Return to operating or delivery room for postpartum hemorrhage/curettage  

¶ Non-obstetrical related medical care  

¶ Cerclage  
       
Trimester of Entry Into Prenatal Care  
Claims for obstetrical services are submitted on the CMS 1500 form. Providers 
must bill Evaluation and Management codes with the date span, and zero 
charges on one line and the total OB service charges on another. 
 
The provider must indicate the date of the first prenatal visit as well as identify 
the total number of prenatal visits provided. 
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While the goals of early entry into prenatal care and regular care during 
pregnancy have not changed, HEDIS guidelines will be followed to determine 
trimester of entry into prenatal care. Entry into prenatal care and the number of 
prenatal visits are measured and monitored by SCAN and AHCCCS as part of 
the  Maternal Child Health Program. 
 
EARLY AND PERIODIC SCREENING, DIAGNOSIS AND TREATMENT 
(EPSDT)  

 
Federal and State mandates govern the provision of early and periodic 
screening, diagnosis, and treatment (EPSDT) services for members less than 21 
years of age. Since the obstetrical provider functions as the PCP, EPSDT 
services will need to be provided to those pregnant members under 21 years of 
age. These services are already performed in the initial prenatal visit but 
necessitate additional claims coding. When you submit OB claims for members 
who are 12 through 20 years old, please include one of the following codes that 
reflect the appropriate EPSDT visit: 

Ages 12 through 17 years new patient 99384 
established patient 99394 
 

Ages 18 through 20 years new patient 99385 
established patient 99395 

 
LOSS OF AHCCCS COVERAGE  

 
Members may lose eligibility for AHCCCS coverage during pregnancy. Although 
members are responsible for maintaining their own eligibility, providers are 
encouraged to notify SCAN if they are aware that a pregnant member is about to 
lose or has lost eligibility. We can assist in coordinating or resolving eligibility and 
enrollment issues so prenatal care may continue without a lapse in coverage. To 
report concerns about eligibility, contact SCAN Member Services at 1-(888) 540-
7226. 
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CHAPTER 7: COORDINATION OF FAMILY PLANNING SERVICES 
  
INTRODUCTION 
  
Family planning services are those services provided by health professionals to 
members who voluntarily choose to delay or prevent pregnancy. In order to allow 
members to make informed decisions, counseling should provide accurate, up-
to-date information regarding available family planning methods and prevention 
of sexually transmitted diseases. This chapter includes information about 
eligibility for family planning services, covered and non-covered services, 
provider responsibilities when prior authorization and/or medical director review 
is required, reimbursement for services provided and procedure billing codes. 
  
ELIGIBILITY FOR FAMILY PLANNING SERVICES 
  
Full health care coverage and voluntary family planning services are a SCAN 
covered benefit for members. 
 
VERIFICATION OF MEMBER ENROLLMENT 
  
Member enrollment must be verified with SCAN before family planning services 
are provided. Failure to verify enrollment may result in unpaid claims. Claims for 
services provided to members who are not currently enrolled with SCAN will not 
be paid even if a prior authorization number was issued. Issuance of prior 
authorization does not guarantee payment. Refer to the chapters on Prior 
Authorization (Chapter 13) and Claims (Chapter 15) for additional information. 
  
NON-COVERED FAMILY PLANNING SERVICES 

  
The following services are not covered for the purposes of family planning:  

¶ Treatment of infertility  

¶ Pregnancy termination counseling  

¶ Pregnancy terminations  

¶ Hysterectomies  

¶ Hysteroscopic tubal sterilization  

¶ Services to reduce voluntary, surgically induced fertilized embryos 
 

PRIOR AUTHORIZATION  
 
SCAN requires prior authorization for the following: 

¶ Permanent sterilization (available only for members 21 years of age or 
older)  

¶ Medically necessary termination of pregnancy for members  
 
Members are informed in writing (in English and Spanish) of the availability of 
family planning services, what services are covered and how to obtain them at no 
cost to the member.  
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PROVIDER RESPONSIBILITIES 

 
Providers contracted with SCAN will be required to: 

¶ Make appropriate referrals to health professionals who provide family 
planning services  

¶ Keep complete medical records regarding referrals  

¶ Verify and document a memberôs willingness to participate  

¶ Provide medically necessary management of members with family 
planning complications  

¶ Notify members of available contraceptive services and make them 
available to all members of reproductive age using the following 
guidelines:  

1. Members who are 17 years of age and younger must be 
given the information through the memberôs parent or 
guardian. Information for members between 18 and 55 years 
of age must be provided directly to the member or legal 
guardian.  

2. Whenever possible, contraceptive services should be offered 
in a broad spectrum counseling context, which includes 
discussion of mental health and sexually transmitted 
diseases, including AIDS.  

3. Members of any age whose sexual behavior exposes them 
to possible conception or sexually transmitted diseases 
(STDs) should have access to the most effective methods of 
contraception.  

4. Every effort should be made to include male or female 
partners in such services.  

¶ Providing counseling & education to members of both genders that is age 
appropriate and includes information on: 

1. Prevention of unplanned pregnancies.  
2. Counseling for unwanted pregnancies. Counseling should 

include the memberôs short and long-term goals.  
3. Spacing of births to promote better outcomes for future 

pregnancies.  
4. Preconception counseling to assist members in deciding on 

the advisability and timing of pregnancy, to assess risks and 
to reinforce habits that promote a healthy pregnancy.  

5. Sexually transmitted diseases, to include methods of 
prevention, abstinence, and changes in sexual behavior and 
lifestyle that promote the development of good health habits.  

6. Contraceptives should be recommended and prescribed for 
sexually active members.  

7. Health professionals must discuss the availability of family 
planning services annually. If a memberôs sexual activity 
presents a risk or potential risk, the provider should initiate 
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an in-depth discussion on the variety of contraceptives 
available, and their use and effectiveness in preventing 
sexually transmitted diseases (including AIDS).  

 
FAMILY PLANNING MEDICATIONS AND SUPPLIES  
 
SCAN pays pharmaceutical claims for family planning services. Pharmacies must 
bill Express Scripts, Inc. (ESI) on line for all over-the-counter and prescription 
products used by members for family planning services. Pharmacies are 
responsible for verifying member enrollment before filling prescriptions. 
 
Over-the-Counter (OTC) Medications  

Over-the-counter items related to family planning (condoms, foams, 
suppositories, etc.) are covered and do not require prior authorization. However, 
a written prescription, including the quantity (limited to the package size closest 
to a 30-day supply) to be dispensed, must be presented to the pharmacy by the 
member. 
 
Injectables  
Injectables such as Depo-Provera administered in the physicianôs office will be 
reimbursed at SCANôs fee schedule rates. 
 
Preferred Drug List  
Prescription oral contraceptives are a covered benefit for members with choice of 
product to be made by the physician. 
 
Billing Members  
Scan Long Term Care (ALTCS) members cannot be billed for AHCCCS Covered 
Services and no co-payment may be charged for family planning services.  
 
Members may request services, such as infertility evaluations and abortions, 
from physicians, whether or not they are eligible with AHCCCS or CMS, but must 
sign a release form stating that they understand the service is not covered and 
that the member is responsible for payment of these services. 
 

COVERED FAMILY PLANNING BILLING CODES 

Diagnosis Code  Accepted Family Planning Diagnoses   

V25.01  Prescription of oral contraceptives   

V25.02  Initiation of other contraceptive measures   

V25.03  Encounter for emergency contraceptive counseling and 
prescription  

 

V25.09  Other general counseling and advice   

V25.1  Insertion of intrauterine contraceptive device   

V25.2  Sterilization   

V25.40  Contraceptive surveillance, unspecified   

V25.41  (Surveillance) Contraceptive pill (surveillance)   
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V25.42  (Surveillance) Intrauterine Contraceptive Device (surveillance)   

V25.43  
(Surveillance) Implantable Subdermal Contraceptive 
(surveillance) 

 

V25.49  (Surveillance) Other Contraceptive Method   

V25.8  Other Specified Contraceptive Management   

V25.9  Unspecified Contraceptive Management   

V45.51  (Presence of) Intrauterine Contraceptive Device   

V45.52  (Presence of) Subdermal Contraceptive Implant   

V45.59  (Presence of) Other (Contraceptive Device)   

Accepted ICD-9 Codes for Family Planning   

66.21  Bilateral Endoscopic Ligation and Crushing of Fallopian Tubes   

66.22  Bilateral Endoscopic Ligation and Division of Fallopian Tubes   

66.29  Other Bilateral Endoscopic Destruction or Occlusion of Fallopian 
Tubes  

 

66.31  Other Bilateral Ligation and Crushing of Fallopian Tubes   

66.32  Other Bilateral Ligation and Division of Fallopian Tubes   

66.39  Other bilateral Destruction or Occlusion of Fallopian Tubes   

66.4  Total Unilateral Salpingectomy   

66.51  
Removal of Both Fallopian Tubes at the Same Operative 
Session  

 

66.52  Removal of Remaining Fallopian Tube   

66.63  Bilateral Partial Salpingectomy, Not Otherwise Specified   

66.69  Other Partial Salpingectomy   

66.92  Insertion Destruction or Occlusion of Fallopian Tube   

69.7  Insertion of Intrauterine Contraceptive Device   

96.17  Insertion of Vaginal Diaphragm   

97.71  Removal of Intrauterine Contraceptive Device   

97.73  Removal of Vaginal Diaphragm   

63.7  Vasectomy and Ligation of Vas Deferens   

63.70  Male Sterilization Procedure, Not Otherwise Specified   

63.71  Ligation of Vas Deferens   

63.72  Ligation of Spermatic Cord   

63.73  Vasectomy   

 FP Modifier is Not Needed With the Following   

11976  Removal, Implantable Contraceptive Device   

57170  Diaphragm or Cervical Cap Fitting with Instructions   

58300  Insertion of Intrauterine Device (IUD)  

58301  Removal of Intrauterine Device (IUD)  

58600  Ligation or Transection of Fallopian Tube(s), Abdominal or Vaginal 
Approach, Unilateral or Bilateral During Same Hospitalization  

58605  Ligation or Transection of Fallopian Tube(s), Abdominal or Vaginal 
Approach, Postpartum, Unilateral or Bilateral During Same 
Hospitalization  
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58611  Ligation or Transection of Fallopian Tube(s) When Done at the 
Time of Cesarean Delivery or Intra-abdominal Surgery  

58615  Occlusion of Fallopian Tube(s) by Device (Band, Clip, Falope 
Ring), Vaginal or Suprapubic Approach  

58670  Laparoscopy, Surgical, With Fulguration of Oviducts  

58671  Laparoscopy, Surgical, With Occlusion of Oviducts by Device  

00851  Anesthesia for Intraperitoneal Procedures in Lower Abdomen, 
including Laparoscopy; Tubal Ligation/Transection  

A4261  Cervical Cap  

A4266  Diaphragm  

J1055  Injection, Medroxyprogesterone Acetate for Contraceptive Use, 150  

 mg (Depo-Provera)  

J1056  Injection, Medroxyprogesterone Acetate/Estradiol Cypionate, 5  

 mg/25 mg (Lunelle)  

J7300  Intrauterine Copper Contraceptive  

J7302  Levonorgestrel ï Releasing Intrauterine Contraceptive System, 52  

 mg  

J7303  Contraceptive Supply, Hormone Releasing Vaginal Ring, Each  

S4989  Contraceptive Intrauterine Device (e.g. Progestacert IUD) Including 
Implants and Supplies  

55250  Vasectomy, Unilateral or Bilateral  

55450  Ligation (Percutaneous) of Vas Deferens, Unilateral or Bilateral  

 FP Modifier Is Needed With the Following  

99201-99215  Office or Other Outpatient Visit  

99241-99245  Office Consultation  

99000  Handling and/or Conveyance of Specimen  

G0001  Routine Venipuncture for Collection of Specimen(s)  

81000  Urinalysis, by Dip Stick or Tablet Reagent for Bilirubin, Glucose, 
Hemoglobin, Ketones, Leukocytes, Nitrite pH, Protein, Specific 
Gravity, Urobiligin, any Number of These Constituents; Non-
Automated with Microscopy  

81001  Automated with Microscopy  

81002  Non-Automated, Without Microscopy  

81025  Urine Pregnancy Test  

82948  Glucose; Blood Reagent Strip  

82951  Glucose; Tolerance Test  

84702  Gonadotropin, chorionic (hcg); quantitative  

84703  Gonadotropin, chorionic (hcg); qualitative  

85014  Blood Count; Hematocrit  

85018  Blood Count; Hemoglobin  

86592  Syphilis Test; Quantitative (VDRL, RPR, ART)  

86593  Syphilis Test; Quantitative  

86689  HTLV or HIV Antibody, Confirmatory Test (e.g. Western Bolt)  
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86701  HIV-1  

86702  HIV-2  

86703  HIV-1 and HIV-2, Single Assay  

86706  Hepatitis B Surface Antibody (HbsAB)  

86781  Treponema Pallidium, Confirmatory Test (e.g. Western Bolt)  

86803  Hepatitis C Antibody  

86804  Hepatitis C Antibody, Confirmatory Test (e.g. Immunoblot)  

87075  Culture, Bacterial; Any Source Except Blood  

87106  Culture, Fungi, Definitive Identification, Each Organism, Yeast  

87110  Culture, Chlamydia, Any Source  

87207  Smear, Primary Source With Interpretation; Special Stain for 
Inclusion Bodies or Parasites (e.g. Malaria, Coccidian, 
Microsporidia, Trypanosomes, Herpes Viruses)  

87210  Smear, Primary Source With Interpretation; Wet Mount for  

 Infectious Agent (e.g. Saline, India Ink, KOH Preps)  

87250  Virus Isolation; Inoculation of Embryonated Eggs, or Small Animal;  

 Includes Observation and Dissection  

87340  Infectious Agent Antigen Detection by Enzyme Immunoassay 
Technique, Qualitative or Semiqualitative, Multiple Step Method; 
Hepatitis B Surface Antigen (HbsAg)  

87350  Hepatitis Be Antigen (HbeAg)  

87390  HIV-1  

87391  HIV-2  

88141-88155  Cytopathology Slides/Smears, Cervical or Vaginal  

88164-88167  Cytopathology Slides, Cervical or Vaginal  

88174-88175  Cytopathology  

88302  Level II-Surgical Pathology, Gross and Microscopic  
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CHAPTER 8: CHILDREN'S HEALTH SERVICES (EPSDT) 
ALTCS ONLY 

 
INTRODUCTION  

 

The Early and Periodic Screening, Diagnosis and Treatment program (EPSDT) 

applies to members under age 21 who are enrolled in SCAN Long Term Care 

(ALTCS). The EPSDT program is governed by federal and state regulations and 

community standards of practice. All PCPs who provide services to members 

under age 21 are required to provide comprehensive health care, screening, and 

preventive services, such as:  
 

Å Primary prevention  
Å Early intervention  
Å Diagnosis  
Å All services required to treat or ameliorate a defect, problem or 

condition identified in an EPSDT screening  
 
Comprehensive well-child screenings are required to be provided at periodic 
intervals. The AHCCCS Periodicity Schedule specifies the screening services to 
be provided at each stage of the child's development. Children may receive 
additional inter-periodic screening at the discretion of the PCP. SCAN Long Term 
Care does not limit the number of visits members under age 21 may receive. 
  
Essential EPSDT service requirements are provided in this chapter. Contact 
SCAN Long Term Care at (602) 778-3300 for additional information regarding the 
EPSDT program.  
 
PCP REQUIREMENTS FOR EPSDT SERVICES  

 
PCPs are required to: 

¶ Provide all screening services according to the AHCCCS Periodicity 
Schedule and community standards of practice. In addition, all infants 
enrolled with SCAN Long Term Care are required to receive both the first 
and second newborn screening tests. Specimens for the second test may 
be drawn at the PCPôs office and mailed directly to the Arizona State 
Laboratory, or the member may be referred to SCAN Long Term Careôs 
contracted laboratory for the draw. Contact your Network Management 
Services representative for billing and coding questions.  

¶ Provide SCAN Long Term Care with the names of EPSDT eligible 

members who fail to make/keep EPSDT visits after your office has 

contacted the parent, guardian or member to schedule the appointment.  

¶ Providers must use AHCCCS standardized EPSDT tracking forms to 
document services provided and compliance with AHCCCS standards. A 
copy of each completed EPSDT tracking form must be sent to SCAN Long 
Term Care monthly. EPSDT tracking forms are available by downloading 
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them from the AHCCCS web site at www.azahcccs.gov or by contacting 
the Network Management Services Department. 

¶ Use all clinical encounters to assess the need for EPSDT screening 
and/or services. 

¶ If appropriate, document in the medical record the memberôs decision not 
to participate in the EPSDT program.  

¶ Make referrals for diagnosis and treatment services when necessary, 
initiating follow up services within 60 days.  

¶ Comply with the Standards for Pediatric Immunization Practice periodicity 
schedule. 

¶ Schedule the next appointment at the time of the current office visit for 
children 24 months of age and younger. 

¶ Report all EPSDT encounters on required claim forms using the 
Preventive Medicine Codes.  

¶ Refer SCAN Long Term Care members to Children's Rehabilitative 
Services (CRS) when they have conditions covered by the CRS program 
(described later in this chapter).  

¶ Refer members to WIC and Head Start as appropriate.  

¶ Initiate and coordinate referrals to behavioral health providers as 
necessary. 

 
EPSDT SCREENINGS  

 
An EPSDT screening includes the following basic elements:  

¶ Comprehensive health and developmental history (including physical, 
nutritional, developmental and behavioral health assessments.)  

¶ Comprehensive unclothed physical examination. 

¶ Appropriate immunizations according to age and health history.  

¶ Laboratory tests appropriate to age and risk for the following: blood lead, 
tuberculosis skin testing, anemia testing and sickle cell trait.  

¶ Health education and counseling about child development, healthy 
lifestyles and accident and disease prevention. 

¶ Appropriate dental screening and referral. 

¶ Appropriate vision and hearing/speech testing. 

¶ Obesity screening using the BMI percentile for children.  

¶ Anticipatory guidance.  
 
SELECTED SPECIFICATIONS FOR EPSDT SCREENING  

 
History  

A developmental, nutritional, medical and social history must be maintained for 
each eligible member under age 21 that is obtained from a parent or responsible 
adult familiar with the childôs health history. The initial history must be taken at 
the time the member is enrolled in the program and an interval history obtained 
at each subsequent screening visit. A physician or a licensed health professional 
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under the supervision of a physician must interpret the history. Every member 
under the age of 21 must have a complete EPSDT Health History Form in the 
medical record, with appropriate updates. 
 
Physical Examination  

A comprehensive, unclothed physical examination must be performed 
according to acceptable medical practice. 
 
Developmental Assessment  

Developmental assessment must be completed at all EPSDT visits. 
Components of the assessment include:  

¶  A relevant developmental/behavioral history  

¶  Observation of the member  

¶  Objective testing as required  

¶  Attention to parental concerns  
 
Development should be monitored within the context of a child's general well 
being, rather than in isolation during a testing session. However, an objective 
developmental test must be administered as a "second stage" screening 
instrument when the history and/or physical examination is suspicious.  
If behavioral needs are identified, the child should be referred to a SCAN 
contracted behavioral health provider for further assessment and/or services 
to be provided by a behavioral health specialist.  
 
Nutritional Assessment  

Nutritional status must be assessed at each visit. Members in need of nutritional 
counseling or supplemental feedings should be identified and referred to the 
SCAN Case Management Department for follow up services. 
  
SCAN Long Term Care covers nutritional therapy for EPSDT members on an 
enteral, parenteral or oral basis when determined to provide either complete daily 
dietary requirements, or to supplement a memberôs daily nutritional and caloric 
intake.  
 
Body Mass Index 

The AHCCCS EPSDT Tracking Form requires the PCP to calculate each childôs 
BMI starting at age three until the Member is 21 years old. Body mass index is 

used to assess underweight, overweight, and risk for overweight. BMI for children 
is gender and age specific. PCPs are required to calculate the childôs BMI and 
percentile. The following established percentile cutoff points are used to identify 
underweight and overweight in children:  
Underweight  BMI-for-age < 5th percentile  

At risk of overweight  BMI-for-age 85th percentile to <95th percentil 

Overweight  BMI-for-age > 95th percentile  
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Additional information is available at the CDC Web site: 
www.cdc.gov/healthyweight/assessing/bmi/ 

 
 

If a child is determined to be below the 5
th 

percentile, or above the 85
th 

percentile, the PCP should provide guidance to the memberôs parent or 
guardian regarding diet and exercise for the child. Additional services may be 
provided or referrals made if medically necessary.  
 
 
Parentsô Evaluation of Developmental Status (PEDS) 

As of January 1, 2006, the PEDS developmental screening tool should be utilized 
for developmental screening by all participating providers who care for EPSDT-
age members admitted to the Neonatal Intensive Care Unit (NICU) following 
birth. The PEDS screening should be completed for NICU graduates from birth 
through eight (8) years of age. For information on the PEDS tool screening 
and/or provider training, please contact the SCAN Maternal Child Health 
Coordinator at 602-778-3300. 
 
Blood Lead Screening  

All children are considered at risk of, and must be screened for, lead poisoning. 
All children must receive a blood lead test at 12 and 24 months of age. Children 
between 36 months and 72 months of age must receive a blood lead test if they 
have not been previously screened. A verbal risk assessment must be 
completed at each EPSDT visit for children 6 months through 72 months to 
determine risk category and the need for any follow up services. Talk to your 
patients about their risk for lead poisoning (use of imported pots for cooking, 
extended exposure to lead based paint) 
 
Organ and Tissue Transplantation Services 
EPSDT covers medically necessary solid organ and tissue transplants approved 
for reimbursement in accordance with respective transplant policies, as noted in 
Chapter 300 of the AHCCCS Medical Policy Manual. Covered transplants must 
not be experimental or provided primarily for the purpose of research.  
 
Tuberculin Skin Testing 
Tuberculin skin testing should be performed as appropriate to age and risk. 
Children at increased risk of tuberculosis (TB) include those who have contact 
with persons: 

¶ Confined or suspected of TB 

¶ In jail during the last five years 

¶ Living in a household with an HIV-infected person or the child is infected with 
HIV, and 

¶ Traveling/emigrating from, or having significant contact with persons 
indigenous to, endemic countries. 
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Immunizations  

EPSDT covers all child and adolescent immunizations. Immunizations must be 

provided according to the Advisory Committee on Immunization Practices (ACIP) 

guidelines and must be up-to-date. Also, physicians are required to coordinate 

with the Arizona Department of Health Servicesô (ADHS) Vaccine for Children 

Program (VFC) to obtain vaccines for immunization services provided to 

members under age of 19. 
  
Arizona law requires the reporting of all immunizations given to children 

under the age of 19  

Immunizations must be reported at least monthly to ADHS. Reported 

immunizations are held in a central database known as ASIIS (Arizona State 
Immunization Information System) that can be accessed to obtain complete, 

accurate immunization records via the Internet at 

http://www.hs.state.az.us/phs/asiis/.  SCAN can help providers obtain free 

software that will assist in meeting this reporting requirement. 
 
Eye Examinations and Prescriptive Lenses  

EPSDT includes eye exams and prescriptive lenses to correct or ameliorate 
defects, physical illness and conditions. PCPs are required to perform basic eye 
exams and refer members to the SCAN contracted vision provider for further 
assessment. 
 
Hearing/Speech Screening  

Hearing evaluation consists of appropriate hearing screens given according to 
the periodicity schedule. Evaluation consists of history, risk factors, parental 
questions and impedance testing. Pure-tone testing should be performed when 
medically necessary. Speech screening shall be performed to assess the 
language development of the member at each EPSDT visit. 
 
Behavioral Health Screening  

Screenings for mental health and substance abuse problems are to be 
conducted at each EPSDT visit. Treatment services are a covered benefit for 
members under age 21, and the PCP is expected to initiate and coordinate 
necessary referrals for behavioral health services. Further information on referral 
procedures is discussed in the Behavioral Health, Chapter 18. PCPs are also 
expected to monitor whether a member has received services and to keep any 
information received from a behavioral health provider regarding the Member in 
the memberôs medical record. A copy of referrals or information sent to a 
behavioral health provider should be initialed and dated before placing in the 
memberôs medical record. If the member has not yet been seen, this information 
may be kept in an appropriately labeled file in lieu of actually establishing a 
medical record, but must be associated with the memberôs medical record as 
soon as one is established. 
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Oral Health Services 

Oral health screenings are to be conducted at every EPSDT visit. The PCP must 
screen children less than three (3) years of age at each visit to identify those who 
require a dental referral for evaluation and treatment. In addition to the screening, 
members three (3) years of age and older must be referred to a dentist at least 
annually. Documented dental findings and treatment must be included in the 
memberôs medical record in the PCPôs office. Depending on the results of the 
oral health screening, referral to a dentist should be made according to the 
following timeframes. 
 
Category Recommendation for the Criteria Next Dental Visit  

¶ Emergent:  Within 24 hours of request 

¶ Urgent:   Within three days of request 

¶ Routine:  Within 45 days of request 
 
The memberôs parent or guardian may also ñself-referò and schedule dental 
appointments for the member with any SCAN contracted general dentist. They 
may go directly to the dentist without seeing the PCP first and no authorization is 
required.  
 
Health Education  

The PCP is responsible for ensuring that health counseling and education are 
provided at each EPSDT visit. Anticipatory guidance should be provided so 
that parents or guardians know what to expect in terms of the child's 
development. In addition, information should be provided regarding accident 
and disease prevention, and the benefits of a healthy lifestyle.  
 
Childrenôs Rehabilitative Services (CRS)  
Beginning October 1, 2008, the Arizona Department of Health Services 
contracted with Arizona Physicians IPA (APIPA) to administer the Childrenôs 
Rehabilitative Services program.  They are responsible to provide oversight for 
quality of care, prior authorization for services provided to CRS eligible children 
for CRS eligible conditions provided by APIPA/CRS contracted providers and 
clinics, utilization management, and claims payment for services provided 
through an APIPA/CRS Clinic or APIPA/CRS practitioner are provided through 
APIPA/CRS. 
 
APIPA/CRS provides rehabilitative medical care to enrolled individuals with 
handicapping or potentially handicapping conditions who have the potential for 
functional improvement. APIPA/CRS does not provide primary care; the PCP 
remains responsible for providing all EPSDT screenings and primary care 
preventive and treatment services.  
 
To contact APIPA/CRS for more information about their administration of 
services, visit their web site at www.myapipacrs.com, or call: (800) 445-1638. 
SCAN providers are responsible for referring children with eligible conditions to 

http://www.myapipacrs.com/
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the APIPA/CRS program and are strongly encouraged to do so. All PCP referrals 
to APIPA/CRS must be documented in the memberôs medical record. 
APIPA/CRS referral forms can be found at: 

www.hs.state.az.us/phs/ocshcn  
 

Referrals to respective APIPA/CRS clinics must be accompanied by:  

¶ A completed APIPA/CRS application  

¶ A copy of the memberôs medical record  
 
Eligibility requirements include:  

¶ A condition that requires comprehensive multi-disciplinary care  

¶ A condition that has a reasonable potential for rehabilitation  
 
Examples of medical conditions covered under the APIPA/CRS Program include:  

¶ Club Foot  

¶ Scoliosis  

¶ Cerebral Palsy  

¶ Cleft Lip/Palate  

¶ Cystic Fibrosis  

¶ Spina Bifida  

¶ Neurofibromatosis  

¶ Metabolic Diseases (Phenylketonuria, Galactosemia)  
 
For questions regarding APIPA/CRS coverage, or assistance with the referral 
process, please contact the SCAN Long Term Care at (602) 778-3300 or the 
Department of Health Services/Office for Children with Special Health Care 
Needs at (602) 542-1860. 
 
 
Cochlear Implantation  

Cochlear implantation is a covered service for EPSDT members when the 
implants are used in accordance with the Food and Drug Administration 
approved labeling instructions. Members must meet the following criteria:  

a) A diagnosis of bilateral profound sensorineural deafness, with 
little or no benefit from a hearing aid; 

b) Deafness that is either pre, peri or post lingual; 
c) Have an accessible cochlear lumen structurally suited to 

implantation with no lesions of the auditory nerve and acoustic 
areas; 

d) Demonstrate no contraindications to surgery; and 
e) Demonstrate age appropriate cognitive ability to use auditory 

clues.  
Cochlear implants require prior authorization by SCAN.  
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Conscious Sedation  

Conscious sedation is a covered service only for the following procedures:  
a) Bone marrow biopsy with trocar or needle 
b)       Bone marrow aspiration  
c)           IV chemotherapy, push technique 

d)         Chemotherapy administration into central nervous system by  
                        spinal puncture 

e)     Diagnostic lumbar spinal puncture 
f)     Therapeutic spinal puncture for drainage of cerebrospinal fluid  

Other requests will be considered on a case-by-case basis and require medical 
review and prior authorization. 
 
Religious Non-Medical Health Care Institution Services  
AHCCCS covers religious non-medical health care institution services for 
members eligible for EPSDT services. 
 
Case Management Services 
SCAN Long Term Care covers case management services as appropriate for 
members eligible for EPSDT services. In EPSDT, case management involves 
identifying the health needs of a child, ensuring necessary referrals are made, 
maintaining health history, and initiating further evaluation/diagnosis and 
treatment when necessary.  
 
Chiropractic Services 

SCAN Long Term Care covers chiropractic services to members eligible for 
EPSDT services when prescribed by the memberôs PCP and approved by the 
Contractor in order to ameliorate the memberôs medical condition.  
 
Personal Care Services 
SCAN Long Term Care covers personal care services, as appropriate, for 
members eligible for EPSDT services.  
 
Incontinence Briefs 
Incontinence briefs, including pull-ups, are covered in order to prevent skin 
breakdown and to enable participation in social, community, therapeutic and 
educational activities under the following circumstances:  

¶ The member is over three years and under twenty-one years old  

¶ The member is incontinent due to a documented disability that causes 
incontinence of bowel and/or bladder  

¶ The PCP or attending physician has issued a prescription ordering the 
incontinence briefs  

¶ Incontinence briefs do not exceed 240 briefs per month unless the prescribing 
physician presents evidence of medical necessity for more than 240 briefs per 
month for a member diagnosed with chronic diarrhea or spastic bladder  
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¶ The member obtains incontinence briefs from providers in the SCAN Long 
Term Careôs network  

¶ Prior authorization has been obtained  
 

Medically Necessary Therapies ï SCAN Long Term Care covers medically 
necessary therapies including physical therapy, occupational therapy and speech 
therapy for members eligible for EPSDT services.  
 
Coordination with Appropriate State agencies for EPSDT eligible members 
Scan Long Term Care coordinates care for members needing additional services 
including but not limited to: 
Women Infant and Children (WIC) program 
Head Start 
Arizona Early Intervention Program (AzEIP) 
Behavioral Health 
Please contact the Maternal Child Health Coordinator at 602-778-3300 for 
information on referring an eligible member to these services.   
 
SCAN Long Term Care covers services for EPSDT members needing services 
through AzEIP and will reimburse providers whether or not they are contracted 
with the plan.   
 
 
CLAIMS CODING  

 
Most of the screening services required on the EPSDT form are to be performed 
as part of the EPSDT exam at no additional charge. Claims should be submitted 
for all EPSDT visits. EPSDT claims may be submitted in conjunction with an 
appointment for an illness if both services are performed on that day. In this 
case, the evaluation and monitoring visit for the illness should be billed with a 
modifier.  
 
AHCCCS and SCAN Long Term Care use claims data to determine health plan 

EPSDT participation rates as well as the PCP's participation rates. 

Claims Coding for EPSDT/Well-Child Visits 
CPT Codes Preventive Medicine Services (UB04 or CMS 1500)  
99381 New patient under 1 year  
99382 New patient (ages 1 ï 4 years)  
99383 New patient (ages 5 ï 11 years)  
99384 New patient (ages 12 ï 17 years) 
99385 New patient (ages 18 ï 39 years)  
99391 Established patient under 1 year  
99392 Established patient (ages 1 ï 4 years)  
99393 Established patient (ages 5 ï 11 years)  
99394 Established patient (ages 12 ï 17 years)  
99395 Established patient (ages 18 ï 39 years)  
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99431 Newborn care (history and examination)  
99432 Normal newborn care  
OR  
CPT Codes Evaluation and Management (UB92 or CMS 1500)  
 99201 -99205 New patient 
 99211 -99215 Established patient 
 
In conjunction with ICD-9 Diagnosis codes  

V20.2 Routine infant or child health check  
V70.0 Routine medical examination (routine) 
V70.3 ï V70.9 General medical examination 
OR  
ICD-9 Diagnostic Codes (UB92 or CMS 1500)  

V20.2 Routine infant or child health check  
V70.0 Routine medical examination (routine)  
V70.3 ï V70.9 General medical examination 
 
And Not in Conjunction with Category of Service 

03 Respiratory Services  
06 Physical Therapy 
07 Speech/Hearing Therapy 
11 Dental 
12 Pathology & Laboratory 
13 Radiology 
15 Durable Medical Equipment & Supplies 
30 Home Health Nurse Services 
31 Non-emergency Transportation 
40 Medical Supplies 
 
Please Note:  
Providers who bill for administration of vaccines under the Federal Vaccines for 
Children program must bill the appropriate CPT code for the immunization with 
the ñSLò (State supplied vaccine) modifier.  
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