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II.1 MEDICAL SERVICES COVERED UNDER PRIMARY CARE CAPITATION 
 


 The following services are covered under the monthly capitation is  paid to contracted Primary Care 
Physicians (PCPs) unless special arrangements have been made with IPA. Please refer to your 
Primary Care Provider Agreement with IPA for more details regarding coverage provisions. Covered 
Medical Services include all of the services a PCP customarily makes available to patients of his or 
her practice, including but not limited to the services listed below: 
 


 Maintain office accessibility to members at least 4.5 days per week.  All  PCPs  are required 
to provide and arrange for 24 hour, 7 days per week on-call coverage for all managed care 
members unless previous arrangements have been made with IPA 


 First point of contact care for persons with previously undifferentiated health concerns 
 Office Visits and Examinations (diagnosis treatment of illness and injury);  
 Adult health maintenance 
 Periodic health appraisal examination, including all routine tests performed in PCP's office 
 Routine gynecological examinations including pap smears 
 Venipuncture and administration of injections and injectable 
 Minor office surgical procedures, including repair of  simple  lacerations  to  areas  other than 


the face, ear lavage, I&D of superficial soft tissue abscess, EKG,  visual  acuity testing, trigger 
point injections, arthrocentesis, etc. 


 Specimen collection 
 Nutritional counseling 
 Interpretation of laboratory results 
 Miscellaneous supplies related to treatment in PCP's Office (i.e., bandages, arm slings, splints, 


suture trays, gauze, tape and other routine medical supplies) 
 Telephone consultations 
 Well-Child Care, including screening and testing for vision and hearing; 
 Coordination of other health care services as they relate to a Plan Member's care 
 Immunizations, for adults and children, in  accordance with  accepted  medical  practice in the 


community; and 
 Health education in disease prevention, exercise and healthy living practices 


 
The following listed services are generally considered primary care services. The PCP must have 
received appropriate training, within the limitations of scope of practice, and consistent with State and 
Federal rules and regulations. These guidelines are based on routine uncomplicated cases where care 
is ordinarily provided by a PCP. This list only provides guidelines, is not intended to be all inclusive, 
and should be used with clinical discretion. 
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II.2 ROLE OF SPECIALTY CARE PHYSICIAN 
 


 Specialty care physicians provide referral services consistent with industry standard medical practices, 
to IPA members upon request by the PCP with authorization from the IPA. The Specialist is responsible 
for communicating results and findings back to the member's PCP for continuity and/or coordination
of care. The Specialist is responsible for the following: 
 


 Provide IPA authorized medically necessary specialty care 
 Work in conjunction with PCP to assure continuity of patient care 
 Specialist will make authorization requests through the referring PCP 
 Submit treatment plans to PCP and IPA for continued specialty care 
 Assist PCP/IPA in coordinating ancillary services and hospitalization 
 Arrange for practice coverage by another IPA contracted/participating physician for times or 


extended periods Specialist is unavailable (i.e. vacation, jury duty, holidays, illness, etc.) 
 Provide and arrange for 24 hour, 7 days per week on-call coverage for all managed care 


members 
 Participate in respective UM/QM committees and programs as may be required under 


contract 
 
NOTE: 
Specialists can only submit referral authorization requests, through the PCP, for additional continued 
care or treatment of members and cannot refer members to other specialists. Unauthorized services 
will not be reimbursed. 
 
IPA must  be  notified to  arrange for  a  Memorandum of  Understanding  to  be  in  place if a non-
participating physician is scheduled to take calls for you or assist you  with  a service or procedure.
USE OF A CALL ANSWERING MACHINE IS NOT AN ACCEPTABLE FORM OF ON-CALL 
COVERAGE. 
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II.3 ACCESS TO CARE AND SERVICES 
 


 The following are standards and requirements for appointments and services rendered by Primary 
Care Physicians as required by Health Plan, CMS and/or other regulatory agencies including the State
Department of Health Services (SDHS) and the Department of Managed Health Care (DHMC). 


 


Type of 
Appointment and 


Services 


 
Access  Standards  and  Requirements 


Availability of the 
PCP 


• PCP must be available by telephone 24-hours per day/ seven days per week. 
• If the PCP is unable to provide on-call services, arrangements must be in place to 


cover the PCP after hours and on weekends; covering physician must be 
credentialed by IPA 


Appointment 
Systems 


• Providers should use an efficient and effective written or computerized appointment
making system, which includes follow- up on broken appointment 


Waiting Time in 
the Office 


• The waiting time for scheduled appointments must be 30 minutes or less. 


Appointments for 
Urgent and Routine  
Primary Care  
Services 


• For urgent primary care services, PCPs are required to triage and provide same-
day appointment for his/her members. 


• For Routine primary care services, the timeline for appointments is as  follows: 
1.  For physical exam and routine preventive services - 4 work weeks. 
2. Routine ambulatory visits - 7 business days maximum for an appointment. 


Appointments for 
Routine Physician 
Consultation and 
Specialty Referral  


• Specialist physicians are expected to schedule an appointment for a non-urgent, 
properly authorized referral within 10 business days. 


Appointment for 
Routine Prenatal 
Care 


• Initial appointments must be available to members within one week from member 
request for members in their 1st/2nd  trimester 


• Initial appointments must be made within 3 days of request for members in their 3rd 
trimester or identified as ‘high risk’. 


90 Day Initial Health 
Assessment (IHA) 


• Each newly enrolled MA member is expected to receive an IHA within 90 days of 
enrollment. 


• Use of the age-specific "Staying Healthy Assessment" tool is acceptable and must 
be completed at the time of the IHA 


Staying Healthy 
Assessment 


• For Members currently enrolled with the PCP, the age-specific tool should be completed 
during routine physical exam or when a member enters another age group. 


Appointment for 
Sensitive Services 


• Sensitive services must be made available to members within two days from request 
for appointment. 


• Sensitive services are: Sexual assault, Drug or Alcohol abuse,  Pregnancy/Family 
Planning and sexually transmitted diseases 


• These services will be provided under the following conditions:  
1. Without necessity of preauthorization, referral, or parental consent for minors 


12 years of age and older. 
2. Confidentially, in a manner that respects the privacy and dignity of the 


individual. 
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II.4 TELEPHONE ACCESS AND HOSPITAL ADMISSIONS  
 


 A. Telephone Access 
PCP or office staff must return any non-urgent phone calls within 24 hours. Urgent and 
emergent calls are to be handled by the primary care physician, immediately, 24 hours a day, 
7 days a week unless other arrangements have been made with IPA. 


 
B. Hospital Admissions and Admitting Staff 


IPA Primary Care Physicians should have admitting privileges to at least one of the contracted 
hospitals. The Admitting Team should always be notified by the PCP for assistance and 
coordination of care whenever IPA member needs to be admitted. Refer to the MSO and the 
IPA Medical Director for notification and follow-up. 
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II.5 COMPLAINTS AND GRIEVANCES 
 


 A. Member Complaints And Grievances 
The complaint and grievance process applies when a member or provider files a 
complaint that does not involve a determination of coverage. Grievances may be filed 
for issues regarding quality of care, termination, adequacy of facilities, waiting times, 
or interpersonal problems with providers. Please keep  the following  in mind: 
 


 Members must be informed of their right to complain and  may  submit  
complaints orally or in writing to the health plans 


 Members may be directed to call the Health Plans' Member Services 
Department to file a grievance. 


 Members can obtain a complaint form, either from their provider's office, or the 
PHC (Refer to the Forms Section for a copy of the grievance form) 


 IPA and Health Plan are required to acknowledge a member's complaint 
within fifteen (15) working days and resolve the member's complaint within 
forty five (45) working days. 


 Members can call the Plan and/or the Department of Managed Health 
Care (DMHC), if the complaint is not resolved to their satisfaction. 


 
Most common grievances result from: 
 


 Length of time required to see the physician or schedule appointments 
 Difficulty in obtaining referral 
 Lack of courteous treatment on the part of physician's personnel 
 Crowded or cluttered waiting room conditions 
 Member feels that the physician is not giving the member what he/she wants 


versus the physician providing what is needed 
 


B. Physician Complaints 
Physicians and other health care providers are encouraged to aid in the overall quality 
improvement efforts of the provider network by bringing forth issues that affect 
member's care, operational issues, or other service problems. 
 


 Physicians and other health care providers with provider issues are able to 
submit a grievance to the IPA or MSO's Provider Services Department by 
telephone, fax or letter. 


 Provider Services staff will assist in resolving the issue and will forward the 
complaint to QM Department or problem to the health plans. 


 Physicians will receive written confirmation of the outcome of the grievance 
investigation and the QM Committee's findings. Administrative and operational 
issues will be resolved within five (5) business days. Providers will receive 
written confirmation of the outcome of the grievance. 
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II.6 MEMBER AND PROVIDER SATISFACTION SURVEYS 
 


 In order to measure the overall satisfaction of individual physicians and members, the MSO 
requests that physicians participate in data collection regarding satisfaction. Physician 
Satisfaction Surveys are recommended to be completed at least once a year. 


 
Attached forms 14.6 and 14.7 are provided for the purpose of gaining information regarding 
satisfaction. Form 14.6 is Member Satisfaction Form. The IPA asks that Primary Care Physicians 
give these to members to fill out.  Members  may  fill  the  form  out and return  it to the PCP  or, if 
needed, office  staff can assist  the member  in  completion. 


 
Form 14.7 is Physician Satisfaction Form. This form is for the PCP to complete.  Both forms should 
be faxed back to the identified number at the bottom of the form. 
 


 
II.7 PROVIDER STATUS CHANGE 


 
 The State Department of Health Services and CMS mandate that members be notified of any provider 


status change 30 days prior to the change, or in cases of emergency, within 14 days of the change. 
 
Any planned change in status such as an address or phone number change, malpractice insurance 
coverage or staffing changes, must be reported immediately to the MSO’s Credentialing 
Department. 


 
 


II.8 PROVIDERS RESPONSIBILITIES - FORMS 
 


 Please see Selection X.1 for a copy the following forms. 
 


A. Provider Status Change Form 
 


B. Member Complaint Form 
 


C. Provider Satisfaction Survey 
 


D. Member Satisfaction Survey 
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MD Partners, Inc.
Special Roster; Dec. 18, 2020


Last Name First Name Degree Specialty1 Primary Address City Zip Phone Fax


Singh Sudeep M.D. Allergy Immunology 7011 N Howard St Ste 201 Fresno 93720 (559) 431-9571 (559) 431-4721
Singh Sudeep M.D. Allergy Immunology 306 N Conyer St Ste 2 Visalia 93291 (559) 625-5265 (559) 625-6055
Singh Sudeep M.D. Allergy Immunology 860 W 7th St Hanford 93230 (559) 578-2130 (559) 625-6055
Lalezarian Michael M.D. Diagnostic Radiology 500 University Ave Ste 100 Sacramento 95825-6527 (530) 298-9100 (530) 298-9155
Lalezarian Michael M.D. Diagnostic Radiology 500 University Ave Ste 100 Sacramento 95825-6527 (530) 298-9100 (530) 298-9155
Aitali Adel D.P.M. Foot and Ankle Surgery 500 University Ave Ste 250 Sacramento 95825-6525 (916) 680-9510 (916) 680-9550
Aitali Adel D.P.M. Foot and Ankle Surgery 500 University Ave Ste 250 Sacramento 95825-6525 (916) 680-9510 (916) 680-9550
Yu Edmund D.P.M. Foot and Ankle Surgery 75 Scripps Dr Sacramento 95825 (916) 512-6262 (855) 212-4803
Le Phong D.P.M. Foot and Ankle Surgery 75 Scripps Dr Sacramento 95825 (916) 512-6262 (855) 212-4803
Cerruti Michael M.D. Orthopaedic Surgery 75 Scripps Dr Sacramento 95825 (916) 512-6262 (855) 212-4803
Jackson Harold M.D. Orthopaedic Surgery 75 Scripps Dr Sacramento 95825 (916) 512-6262 (855) 212-4803
James Ron M.D. Orthopaedic Surgery 75 Scripps Dr Sacramento 95825 (916) 512-6262 (855) 212-4803
Hoeg Tracy M.D. Physical Medicine & Rehabilitation 1061 E Main St Ste 201 Grass Valley 95945 (530) 798-4717 (855) 212-4803
Saini Rubby M.D. Psychiatry 7850 White Lane Ste E301 Bakersfield 93309 (661) 735-8860 (661) 873-4065






image4.emf
04 MDP QManuel -  Section IV p1-6.pdf


04 MDP QManuel - Section IV p1-6.pdf


             
MD Partners, Inc.   
 
 
 
 


1 | P a g e   MD Partners - PCP Provider Manual 9.1.20 


16027 Brookhurst St., Suite I‐109 
Fountain Valley, CA 92708 


Phone: 657‐217‐4500 * Fax: 657‐217‐4501


 


IV.1 ELIGIBILITY VERIFICATION 
 
 IMPORTANT:  Before services are rendered to CCMSO’s IPA Managed Care Patient or to any other HMO 


or PPO patient, your office must verify the patient’s (member’s) eligibility.  Eligibility reports will be provided 
to your office monthly.  You must check eligibility to confirm membership. 
 
DO NOT RELY ON A PATIENT'S MEMBERSHIP CARD TO DETERMINE ELIGIBILITY. 
Membership card DOES NOT guarantee eligibility.  When the patient arrives at your office, request to see 
the Member's I.D. Card.  Make a copy of their I.D. card and place it in the assigned location in the patient 
chart.  You should request to see their I.D. card at each visit. 
 


METHODS OF VERIFYING PATIENT ELIGIBILITY 
 


1. Eligibility Lists:  Each Primary Care Physician will receive a monthly eligibility list of all members 
assigned to their practice.  The eligibility list is available on MedLogix MSO’s (MLMSO) website at 
www.medlogixmso.com or the PCP’s can choose to receive a hard copy eligibility list mail each 
month.  Please notify the MLMSO eligibility and capitation department by telephone or fax if you 
have members that are assigned to you but are not on your eligibility list.  Each Health Plan has 
specific guidelines on how they will accept transfer of members.   


 
2. The State of California Beneficiary Eligibility Verification System is preferred means of verifying 


member eligibility.  This system provides up-to-date information regarding current and retroactive 
member eligibility and offers the following options to obtain eligibility information: 
 


 Automated Eligibility Verification System (AEVS) - This system provides an Eligibility 
Verification Confirmation number (EVC).  AEVS can be accessed by calling (800) 456-
2387 
 


 Point-of-Service (POS) Device - This device offers a hard copy printout of the member’s 
eligibility as confirmation.  This printout can be used for documentation should a 
discrepancy arise regarding a Member’s eligibility.  To inquire about purchasing a POS 
device, please call (800) 541-5555. 


 
 Medi-Cal Website - This system allows providers to verify eligibility online at: 


https://www.medi-cal.ca.gov/eligibility /login.asp 
 
Providers must have a Personal Identification Number (PIN) to access these systems.  
Providers are given a PIN when they become certified Medi-Cal providers.  If you do not 
have a PIN, please contact the POS Help Desk at (800) 541-5555. 


 
 MLMSO Member Services Department - Providers may call our Member Services 


Department at (657) 217-4500 to verify eligibility or to obtain answers to routine eligibility 
inquiries of members.    


 
3. Question:  “What if the State System does not identify the patient as MLMSO’s IPA member?”  If 


the State System shows eligibility for the date of service, but does not identify the patient as 
MLMSO’s IPA member, then the patient is not the responsibility of MLMSO’s IPA or its contracted 
health networks. 
 


4. Importance of verifying eligibility - If you cannot verify the Patient's eligibility it is important that 
you tell the patient that you are unable to determine eligibility at this time and that they will be 
financially responsible for their treatment until their eligibility is verified.  Have the patient sign a 
Standard Financial Responsibility Patient Waiver form if you are unable to verify the patient's 
eligibility.  Do not turn MLMSO’s IPA patient away from necessary care. 
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 All contracted PCP’s will receive an eligibility list along with the Initial Health Assessment list 
on or before the 15th of each month.  The eligibility list is also available on MedLogix MSO 
website at: www.medlogixmso.com 
 
The following is a sample eligibility list identifying placement of each data field listed below: 
 


1) Health Plan and Line of Business 


2) Month and year of the eligibility list  


3) IPA Name 


4) Provider Name  


5) Provider Office Location 


6) Member Name 


7) CIN – Member Unique Identification Number  


8) RT – Capitation Rate Code 


9) AID – Member Aid Code 


10) DOB - Date of Birth 


11) PHONE - Member home telephone number 


12) SEX – Member Gender 


13) PCP EFF - The date the member was first assigned to the PCP. 


14) MEM EFF – Member Effective Date with PCP 


15) TERM – Member Termination Date 


16) ADDRESS - Member Address  


17) LANGUAGE – Member Language  


18) ETHNICITY 


19) Total eligible members on the eligibility list 


 


 


 


 


 


 


 


 


 


 


 


 


IV.2 SAMPLE ELIGIBILITY LIST 
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IV.3 SAMPLE CAPITATION REPORT 


 
 All contracted PCP’s will receive a capitation payment check along with the capitation detail report within 5 


working days of receipt from Health Plans.    
 
The following is a sample capitation list identifying placement of each data field listed below: 
 


1) IPA Name 


2) Vendor 


3) Cap Month 


4) Ref/Check No 


5) Paid/Issue Date 


6) Cap Adjust Amount 


7) Check Amount 


8) PCP Name 


9) Health plan/Line of business 


10) Current Month Transactions 


11) Member name 


12) Member ID – Member Last and First name/Member Unique Client ID Number 


13) DOB – Date of Birth 


14) Age/Sex - Member Age/Gender 


15) Aid Ben – Aid code/Benefit Plan 


16) Cap Rate – PCP Cap Rate 


17) MM – Member Month 


18) Cap Amt – PCP Cap Amount 


19) Cap Month – The month the capitation is being paid 


20) PCP/Clin Effective Date – Member Effective Date with PCP 


21) Cap End Date  


22) Last Visit – Date last visit with PCP 


23) IHA – Date Initial Health Assessment Completed 


24) RAF – Risk Adjustment Score 


25) Sub-Total – Current Month Transactions of Membership and Cap Amount 


26) Retro Add/Effective Transactions 


27) Sub-Total – Retro Add/Effective Transactions of Membership and Cap Amount 


28) Retro Deduct/Term Transactions 


29) Sub-Total – Retro Deduct/Term Transactions of Membership and Cap Amount 


30) Total - Total Membership and Cap Amount 
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IV.4 MEMBER DISENROLLMENT 
 


 Medicare Advantage: For Medicare Advantage members, the member is locked into the Plan of 
choice for a period of twelve (12) months, after open enrollment occurs. 


 
Medicare Advantage Medi-Med: Medicare Advantage Medi-Medi members, have the option to 
change Plans on a month to month basis. PCPs are encouraged to maintain members to promote 
continuity of care. 
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V.1 AUTHORIZATION PROCESS, GUIDELINES AND TIME FRAMES
 


 A. Authorization Process 
 
PCPs are responsible for obtaining an authorization when referring a patient for specialty 
services. (Refer to the Forms Section or Referral Authorization Forms). 
 
Specific Specialty physician services are covered only if they are properly authorized. The 
authorization requests should be initiated by the Primary Care Provider for the initial referral, 
or by the contracted specialist for follow-up services with the same specialist for up to two 
services. If the patient requires a specialist-to-specialist referral (for example: an orthopedist 
wants to refer a patient to a neurologist), the patient must be referred back to the Primary 
Care Physician. PCPs should use a Specialist Provider within the IPA’S panel. Fax 
authorization request forms to: 


 
MD Partner, Inc. (MDP) 


c/o MedLogix MSO, LLC 
Attn: Utilization Management Department 


Phone:  (657) 217-4500 
Fax:  (657) 217-4501 


 
In accordance with National Committee on Quality Assurance (NCQA) standards, UM staff 
of MEDLOGIX MSO and the Medical Directors who make  or supervise utilization related 
decisions  base  these  decisions  only  on  the  clinical  appropriateness  of  care  and  service. 
MEDLOGIX MSO does not  specifically reward practitioners or other individuals conducting 
utilization review for issuing denials  of  coverage  or  service.  In  addition,  there  are  no 
financial  incentives  for Utilization Management decision makers, and MEDLOGIX MSO and 
the IPA’s do not encourage decisions that result  in underutilization. 
 


B. Method of receiving TARs request 
 Referrals and requests for authorization are sent by providers to the UM department 


by mail, fax, telephone, or web.  
 


C. Completing Authorization Form or web portal 
 Member eligibility must be verify prior to submitting the request to the IPA 
 The authorization form and/or web portal field must be filled out completely.  


a) Member Name 
b) Health Plan (& other insurance) 
c) Member ID/Subscriber # 
d) Requesting Provider 
e) Referral Provider 
f) Services requested, including CPT codes 
g) Diagnosis, including ICD9 codes 
h) Clinical History, treatment plan, supporting chart notes, specialist or lab 


findings, radiology findings, medication, and previous referral history may 
also be reviewed.  etc. 


i) Place of service  
j) Estimated length of stay and/or dates of service 


 
 
 
 
 







 
             
MD Partners, Inc.   
 
 
 
  


2 | P a g e   MD Partners - PCP Provider Manual 9.1.20 


16027 Brookhurst St., Suite I‐109 
Fountain Valley, CA 92708 


Phone: 657‐217‐4500 * Fax: 657‐217‐4501


D. ICE Guidelines for Timeliness 
The ICE Guidelines for timeliness will be followed according to the members health plan line 
of business:  


a) Urgent 72 hours: All LOB 
b) Routine 5 working days:  Commercial & Medi-Cal  
c) Routine 14 calendar days: Medicare 
d) Notification 24 hours from the decision date for all LOB 


 
E. Sensitive Services (For Medi-Cal Members Only) 


Patients do not require an authorization for self-referring to a provider  of their choice 
within the network for the following sensitive services: 
 


 Family Planning 
 Communicable Diseases, STDs 
 HIV testing and counseling 


 
The Primary Care Provider is responsible for referring patients to an IPA contracted 
specialist.  All referrals for spine, pelvis, head and femur fractures for patients 
under 21 years of age will require authorization as these conditions may qualify 
for CCS coverage. 


 
F. Approval Process For Routine Referrals 


 For Medicare Advantage members, allow fourteen (14) calendar days for 
authorization of non-emergent referrals. 


 Use the IPA Referral Forms provided 
 In order to avoid unnecessary delays, the following information must be 


provided: 
 


 Member's Name 
 Member ID Number 
 Specialist Name 
 Reason for referral (provide all pertinent progress notes which may 


include diagnostic test results, medications or treatments tried) 
 Number of visits requestedCPT and ICD9 codes 


 
Fax authorization form to MEDLOGIX MSO Utilization Management Department at 
(657) 217-4501. 
 
For guidelines on authorization turn-around time for each type of insurance/coverage, 
please refer to www.iceforhealth.org or contact the UM Department. 
 


G. Approved Referrals 
Once a referral request is approved, the IPA Utilization Management Department will 
notify the PCP, the patient/member and the Specialist of the approval. 
 
It remains the responsibility of the PCP's office to notify the patient once the 
referral has been approved. Please make sure  that  the  name,  address,  and  phone  
number  of the  specialist are  given  to the patient. 
 
It is the responsibility of the PCP to track and record the member having 
kept the appointment with the specialist, date and time. 
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H. Denied Referrals 
The IPA's UM department will mail a letter to the patient and the provider informing 
them of any denial.  The letter will contain information on the Appeal Process. 
 
A copy of the Denial Letter is sent to the PCP. Attached to the letter is the medical 
policy criterion for the denial.  This letter should be filed in the member's medical record. 
 
The referral may be denied for one of the following reasons: 
 
Please note, if the information provided on the referral forma is not sufficient to 
determine medical necessity, a letter requesting additional information will be 
sent to the PCP.  The missing information may be: 
 


 Lab or other diagnostic test results 
 Additional family or personal health history 
 Consultation or progress notes -from the PCP or Specialist 


 
Utilization criteria and guidelines are available upon request, but only for the specific 
procedures or conditions requested. 


 
I. Emergency Room Utilization, Urgent Care And Emergent Referrals 


Emergent is defined as a sudden injury or onset of illness that, if immediate care is not 
provided, may result in permanent damage or cause loss of life or limb to   patient. 
 
The Primary Care Physician or his/her on-call physician is responsible for determining the 
medical necessity of an Urgent Care or Emergency Room visit. After hours Urgent Care 
Referrals should be directed to the contracted Urgent Care Centers (listed on Provider 
Rosters): 
 
The Emergency Room MUST NOT be utilized in lieu of the Primary Care Physician's office. 
Only true medical emergencies should be referred to the Emergency Room.  The Primary Care 
Physician is responsible for immediately responding to all calls from the emergency room. 
 


1) The patient will receive a medical screening exam (MSE) in the Emergency 
Room. 


2) The PCP should evaluate the situation and give the specific orders to the ER staff. 
3) If the patient can be treated and released with no further  treatment,  the patient 


should be released and instructed to follow up with the PCP, NOT THE 
EMERGENCY ROOM. 


4) If the patient requires additional treatment the PCP must be contacted. 
5) For an inpatient admission, the ER staff should obtain an authorization from the 


PCP. If PCP does not have admitting privileges at the hospital, the Admitting 
Physician should be called. 
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J. Procedure For  Emergent Referrals 
 


1) Make sure the Referral Form contains the following information:  Member's name, 
reason for referral, Member ID number, number of visits requested, specialist 
name, CPT and ICD9 codes. 


2) The patient will receive a medical screening exam (MSE) in the Emergency 
Room. 


3) Fax a copy of the Authorization Referral Form to IPA UM Department at (657) 
217-4501· Requests may also be phoned in. 


4) The Utilization Management Department will review for eligibility benefit coverage 
and medical necessity. 


5) PCP and Specialist will receive a copy of the authorization by fax or electronically 
within 72 hours if the authorization is approved and within 48 hours if the 
authorization is denied or modified. Verbal authorizations may be given but need to 
be followed up in writing. 
 


The Primary Care Physician is responsible for notifying MEDLOGIX MSO UM- 
Department via fax or phone at the number listed below of any emergency room 
visit or emergency inpatient admission by the following business day. 


 Fax: (657) 217-4501 


 Phone: (657) 217-4500 
 
In the event the PCP is unaware of an inpatient admission, the UM department 
will notify the PCP as soon as the information comes forward. 
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V.2 HOSPITAL ADMISSIONS AND ADMITTING STAFF 
 


 IPA Primary Care Physicians should have admitting privileges to at least one of the contracted 
hospitals. The Admitting Team should always be notified by the PCP for assistance and 
coordination of care whenever IPA member needs to be admitted. Refer to the MSO and the 
IPA Medical Director for notification and follow-up. 
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V.3 NON-COVERED PROGRAM SERVICES 
 


 A. Non-Covered Medicare Advantage and/or Medicaid Services  
 
The following services are not contractually covered and therefore should not be submitted 
for referral authorization: 
 


 Services not received from or prescribed, referred, or authorized by IPA  (except in the 
case of emergency or urgent care) 
 


 Services not specifically included in the Evidence of Coverage and Disclosure 
(Member Handbook) provided by the Health Plan 


 
 Services rendered prior to beginning date as a member of IPA or following 


termination of coverage 
 


 Hospital or Medical services that are not medically necessary 
 


 Cosmetic Surgery (Breast reconstruction is a covered benefit if following mastectomy 
or catastrophic disfiguring trauma) 


 
 Experimental Services 


 
 Infertility treatment (Refer to Plan Member's EOC for limitations) Services for sex 


transformation 
 


 Unauthorized ambulance transportation for a non-emergency situation 
 
In any case, any questions arising regarding covered benefits may be forwarded to the UM 
Department for further investigation. 


 
B. Non-Covered Other Lines Of Business Services 


 
Check with each individual Plan Program's Covered Benefits and Evidence of 
Coverage to determine if services are covered. 
 


C. Linked And Carved Out Medicare Services 
 
Below are some of the examples of services that are linked or carved out of the members 
Health Plan benefits, Medicare, or the Medi-Cal Programs. IPA and Plan will help 
coordinate these services with the provider and the appropriate public health agency. 
 
For Medicare Advantage Managed Care Program: 


 
 Adult Day Health Care Services 
 Custodial Care (Medi-Medi Managed Care shall defer to member's Medi-Cal Plan) 
 Dental Services 
 Optometry Benefits 
 Prescription Drugs Medicare Part D 
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V.4 UTILIZATION MANAGEMENT - FORMS 
 


 Please see Selection X.3 for a copy of the following forms: 
 


A. Referral Authorization Request 
(In order to expedite your auth., please ensure that the auth. forms are filled out completely) 


 
B. Direct Authorization Request 


(In order to expedite your auth., please ensure that the auth. forms are filled out completely) 
 


C. Referral Log Sheet 
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VI.1 HEALTH EDUCATION MATERIALS 
 


 A. Provision Of Health Education Materials 
 
All affiliated Health Care Providers are responsible for providing and/or arranging for 
CULTURALLY AND LINGUISTICALLY appropriate health education, prevention and 
counseling services to Medicare managed care members, and to  encourage members  to 
take  increased responsibility for their personal health.  The IPA’S and MEDLOGIX MSO, LLC 
are able to assist you with any brochures, documentation, or related information in many 
languages and for various health topics. Please contact our Cultural and Linguistics 
Representative through for more information on how to obtain materials. (See Section 2.1 
The IPA’S and MEDLOGIX MSO, LLC  Contact Phone Numbers) 


 
B. Documentation Of Health Education In Medical Records 


 
Documentation of health education provided to managed care  members  in  medical records  
should include: 
 


 Date 
 Health education relative to the diagnosis and/or presenting problem 
 Any support materials given to or presented to the Patient (e.g., "patient viewed 


asthma video" or "patient given brochure on diabetes.") 
 Patient's understanding of the education provided 
 Any follow up needed or that is appropriate (e.g., completed referral form, attended 


class, re-visit scheduled) 
 Referral to health education services 
 Signature and title of all staff providing health education 
 Health education activity rendered (e.g., one-on-one consultation, class, support 


group session) 
 Health education resources provided (e.g., brochure, newsletter, videotape, audiotape) 


 
C. Health Education Topics 


 
There are many resources that provide health education materials on the following topics that 
are mandated  by the State  Department of Health  Services: 
 


 Anticipatory Guidance 
 Asthma 
 Dental Health 
 Diabetes 
 Exercise 
 HIV I STD 
 Injury Prevention 
 Lead Poisoning 
 Nutrition* 
 Substance Abuse 
 Tobacco Prevention/Cessation 
 Tuberculosis 


 
The IPA also has health education materials available. We will provide them for your Medicare 
or Medi-Cal members upon request. (Please refer to the Health Education Referral Form in 
the Forms Section of this manual). 
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VI.2 CULTURAL & LINGUISTIC REQUIREMENTS AND SERVICES
 


 The Health Education Department of the Health Plan where the patient is a member is responsible for
providing and ensuring health education materials and services meet cultural and linguistic standards 
as well as material topic requirements. Materials and services are available to members in English 
and Spanish and some in other languages including Vietnamese. 
 


A. Interpreter Services at Provider Site  
 
Providers are required to offer interpretive services to a member if necessary in order to 
provide quality services. Providers also must post a sign indicating the availability of interpreter 
services (A copy of the Interpretation Services Sign for provider’s office is available under 
section VI.7, Forms/Log).  Members are not required to use family members or friends as 
interpreters. Contracted providers should not require nor suggest the Limited English 
Proficient (LEP) members provide their own interpreters. The use of family, friends, and/or 
minors may compromise the reliability of medical information.  Use of these people could also 
result in a breach of confidentiality or reluctance on the part of the beneficiaries to reveal 
personal information critical to their situations. 


 
B. Interpretive Services 


 
 Primary and Specialty Care Physicians are required to offer interpretive services to 


member in order to provide quality health care services. 
 


 If a member declines the interpretive services, the provider must note this in the 
member's medical records.  Provider can also have the member signed the 
Interpretation Services Refusal Form and file in member’s chart.   


 
A copy of the Interpretation Services Refusal Form is available under section VI.7, 
Forms/Log. 


 
 IPA providers are expected to provide interpretive services 24 hours a day  through 


their AT&T or other contracted language lines, which providers can access if requested 
by the member in his/her language. 
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VI.3 ADVANCE DIRECTIVES 
 


 An Advance Directive is a formal document, written in advance of an incapacitating illness or injury
in which once can assign decision-making for future medical treatment. California legally recognizes 
the Durable Power of Attorney for Health Care (DPAHC) as Advance Directive for adults. 
 
The responsibility of the PCP is as follows: 
 


1. Provide all members 18 years old and above with the Patient Rights Brochure. A copy must 
be provided to the member at the initial encounter with their PCP. 


2. Provide the member with the pamphlet, which addresses Advance Directives, surrogate 
decision-making and the forgoing of life-sustaining procedures. 


3. The PCP may assist members who have questions about an Advance Directive; however 
he/she may not influence the member in making the decision regarding the member's health 
care. 


4. Documentation in the medical record must be entered when the member has been informed 
of his/her right to execute an Advance Directive and/or whether the member has actually 
executed an Advance Directive. 


5. When the member executes an Advance Directive, a signed copy must be in the medical 
record. 


6. If the patient does not have a written Advance Directive but expresses his/her intentions 
regarding future medical care, the PCP shall clearly document all communications regarding 
the Advance Directive issue in the medical record. This information must be available to 
alternate decision-makers for the member in the event subsequently becomes incapable 
of directing his/her care. 


 
For more information and forms please contact: 
 


California Health Decisions 
                         P.O. Box  7690                        or      


San  Francisco, CA 94120-7690 
(415)  882-5175 


 


 
California Health Decisions 


500 South  Maine  St., Suite 400 
Orange,  CA 92668 


(714) 647-4920 
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VI.4 CREDENTIALING AND FACILITY SITE  REVIEW 


 
 The IPA contracted providers are required to be credentialed in accordance with guidelines set 


forth in IPA's Credentialing Policies and Procedures  and  as  required  by other applicable 
regulatory agencies or accrediting bodies. Acceptance of a provider into IPA is contingent upon 
successfully completing the credentialing process. Additionally, Primary Care Physicians 
participating in Medi-Cal and/or Medicare/Medi-Medi managed care must pass facility site 
reviews conducted by oversight Plan.  Continued participation with IPA is dependent upon 
successfully completing the re-credentialing process that takes place every three (3) years. 
 


1. The following documents are required for the initial credentialing process: 
 Completed California Participation Physician Application 
 Copy of current California Medical License 
 Copy of current Liability Insurance Policy 
 Curriculum Vitae 
 Copy of Board Certificate (if available) 
 Hospital Affiliation 


 
2. In addition to the above, the following criteria are incorporated into the  


process: 
 Member Complaints 
 Information from quality improvements 
 Member satisfaction 


 
 


3. Services for Members with Disabilities 
 
Primary and Specialty Care Physicians must comply with all the provisions of the Americans 
with Disabilities Act including: A handicapped bathroom or alternative access which is
equipped with handrails in the bathroom, handicapped access ramp, handicapped water 
fountain or alternative provisions, an elevator, when applicable, and at least  one  handicapped 
parking space. 
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VI.5 MEDICAL RECORDS 
 


 The Primary Care Physician is responsible for maintaining a legible, detailed, confidentially stored, 
easily retrievable medical record for each patient for ten (10) years, as required and mandated by 
Centers for Medicare and  Medicare (CMS).  The medical record of a patient is a confidential document 
used by the physician to maintain a systematic record of the patient's continuing medical care. 
 
Release of medical information and records will be in accordance with Federal, State and local statutes. 
(Refer to the Forms Section for the Medical Record Release Form). 
 


A. Confidentiality 
 
Medical records will be stored in an area of the medical practice, with access limited to 
authorized staff only. All staff members must sign a Confidentiality Statement that assures that 
the access to medical records and the information therein is confidential, and that this 
information may not be released without permission, nor can it be sold in total or any part 
thereof. 
 
All patient information is confidential and must be protected from disclosure to unauthorized 
personnel in accordance to the Federal HIPAA Act of 1996 regulations and applicable State 
laws. Patient information includes the patient's name, address, telephone number, social 
security number or Medi-Cal identification number. 


 
B. Standard Requirement 


 
The following requirements apply to ALL Medical Records: 
 


 A separate medical record is maintained for each patient. 
 The medical record is to be stored in a secured place. 
 Each medical record will contain at a minimum: 


a. Complete patient name 
b. Date of birth 
c. Gender 
d. Marital Status 
e. Home address and phone number 
f. Employer address and phone number (if applicable) 
g. Insurance and member identification number 
h. Signature on file for consent to treatment 
i. Member's Primary Language indicated in writing 


 
 All pages in the medical record must contain the patient name or identification 


number. 
 All entries are dated and signed by the author. Full signature and title is required. 
 All entries must be dated and signed or initialed by the Provider 
 The medical record must be legible to others besides the provider and their staff 
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C. A notation in the medical record must be made for each visit and must include: 
 


 Date of the visit 
 Chief complaint 
 A documented physical exam relevant to the complaint 
 Diagnosis /Impression 
 Medication list includes medication history as well as current medications 
 Medication allergies, adverse  reactions,  or the  absence  of known  allergies  are  noted in a 


consistent fashion 
 Problem list includes medical conditions and significant illnesses and surgeries. 
 A comprehensive health history is documented for patients seen three or more times. For children and 


adolescents under 18 years old, the history includes, prenatal and perinatal care, childhood illnesses, and 
surgeries 


 For patients over 14 years old, use of tobacco, alcohol, and substance abuse are documented for patients 
seen more than three times 


 Progress notes which must document: 
a. Height, weight, vital signs 
b. Chief complaint and unresolved problems from previous visits 
c. Physical exam consistent with chief complaint 
d. Working diagnosis 
e. Tests, referrals, consult, and plan of treatment consistent with working diagnosis 
f. Prescribed medications include name of drug, dosage, and administration frequency, and duration 
g. Follow up plan and date of return visit or PRN 
h. Health education and preventative care 


 
 Telephone advice is documented 
 The physician initials and dates consultant summaries, laboratory, and other diagnostic reports. Consultant 


summaries and abnormal lab and diagnostic test results have a chart entry including a follow-up care plan. 
 Immunization records appropriate to age are initiated on all patients. 
 Preventive screening and health education services are offered 
 Problems lists are updated with each visit and unresolved problems are addressed at the next visit. 
 Missed appointments are to be documented in the medical record. At a minimum, three attempts will be 


made to determine the cause of the missed appointment. 
 Documentation includes a notation of the time and method used to contact the member. 
 Refusal to have a translator outside of family and or friend must be documented. 
 Any accesses to care problems are to be documented in the medical record. 
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VI.6 QUALITY MANAGEMENT – FORMS: 
 


 Please see Selection X.3 for a copy of the following forms: 


A. Interpretation Services Sign For Provider’s Office 
 


B. Interpretation Services Refusal Form 
 


C. Health Education Referral Form 
 


D. Advance Directives Form 
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VII.1 Initial Health Assessments (IHA) 
 


 The CMS Medicare Advantage requires an IHA to be performed on all assigned Medicare members within 
90 days of the effective date of enrollment. The "Staying Healthy Assessment" tool can be utilized by 
PCPs as an IHA for Medicare Advantage members. The tool consists of five age appropriate risk 
assessments. Each assessment has accompanying education pieces to be used to educate members 
on various topics, for example: home safety nutrition, injury prevention, etc. 
 
The IHA will help PCPs identify patients in need of health education, counseling, and other medical and 
social services.  The PCP is responsible for the following: 
 


 Assessing whether the member has had a complete physical exam in the last year.  If the member 
has had a physical exam by another physician, the member should sign a medical records release 
to request the exam and incorporate into the member's chart. 
 


 Documenting all findings into the medical record. 
 


 Performing the Staying Healthy Individual Health Education Behavioral Assessment. The 
goal of the assessment is to identify high risk behaviors of individual members, prioritize individual 
health education needs related to lifestyle, environment, and cultural linguistic background, and 
to initiate and document focused health education intervention referral and follow-up (See 
Section 14 for age specific Assessment forms). 
 


 Administering the appropriate Staying Healthy Individual Health Education Behavioral 
Assessment to all new members and to all existing members who present for a scheduled 
visit. The Assessment is age specific and must be administered at the next preventative health 
visit after the next age plateau is reached. A copy of the age specific assessment tool is provided 
to the PCPs by the health plans. 
 


 You must use the Initial Health Assessment form indicated below for the IHA.  Visit the following 
website for appropriate the forms. 
 
Initial Health Assessment & Staying Healthy Assessment Form: 
 
 Initial/Annual Health assessment – IPA’s Form: http://www.medilogixmso.com 
 Staying Healthy Assessment (Age specific assessment forms): 


http://www.dhcs.ca.gov/formsandpubs/forms/Pages/StayingHealthy.aspx 
 
You must make all attempts to see the member within the following time frame of the member 
enrollment and document each attempt. 


 
 
 


Age Range Time Frame Required Assessment (s) Codes 
All Ages 90 days  Initial/Annual Health assessment (IHA/AHA) & 


 Staying Healthy Assessment  
(Age specific assessment forms) 


 IHA: G0438 
 AHA: G0439 


If a member misses his/her appointment for an IHA, there must be a minimum of two additional documented attempts 
to reach the member. The documentation must include one attempt to contact the member by telephone with the 
number provided by the plan and one attempt to contact the member by letter or postcard using the address supplied 
by the health plan and/or in the IHA/AHA list provided to you by SCMG. 
The PCP must make a good faith effort to update the member’s contact information, including updated information 
received by the post office for any change of address and from Directory Assistance for any new telephone number. 
When a member surpasses the deadline for an initial health assessment, an attempt to perform the IHA at any 
subsequent visit must occur until the IHA is completed or the member dis-enrolls from the plan.   
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VII.2 INITIAL/ANNUAL HEALTH ASSESSMENT & STAYING HEALTHY ASSESSMENT – FORMS: 


 


 Please see Selection X.4 for a copy of the following forms: 
 


A. Staying Healthy Assessment (Senior) 


 


B. HA/AHA Form 
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VIII.1 VACCINE AND IMMUNIZATION ADMINISTRATION 


 
 Vaccines for Medicare Advantage HMO members shall be the sole responsibility of the PCP.  Please 


refer to the PCP Agreement for reimbursement information.   
 
Below are link to Preventive Health Care Guidelines: 
 


 Clinical Preventive Services of the US Preventive Task Force (Adult Preventive Care): 
 http://www.uspreventiveservicestaskforce.org/adultrec.htm#cancer  


 
 American College of Obstetrics and Gynecology (ACOG): 


 http://www.acog.org/About-ACOG/ACOG-Departments/Deliveries-Before-39-
Weeks/ACOG-Clinical-Guidelines 


 
 American Thoracic Society and the Center for Disease Control (tuberculosis): 


 http://www.cdc.gov/mmwr/PDF/rr/rr5211.pdf 
 
 


VIII.2 PREVENTIVE HEALTH GUIDELINES – FORMS: 
 


 Please see Selection X.5 for a copy the following Preventive Care Plan forms. 
 


A. Adult Preventive Healthcare Guidelines  
 


B. Preventive Care Plan – Male 
 


C. Preventive Care Plan – Female 
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IX.1 CLAIMS SUBMISSION GUIDELINES
 


 Industry standards require that  all  claims be  submitted within  60  calendar days  following the end of 
the month, and no  later  than  90  days, from  when  care  was  rendered. Claims will be processed 
and payments made in accordance with the Timeliness Guidelines as promulgated by the CMS 
Medicare Program. Claims should be submitted to IPA for those services that are performed by the 
physician that are not covered under capitation and/or according to the contract. The IPA will only 
accept claims submitted on an industry standard CMS 1500 or UB92 Claim Form. 
 
In order for the IPA to accurately adjudicate claims and ensure timely processing and payment for
services rendered to IPA members, it is imperative that all the required information on the CMS 1500 
is provided. 
 
For a complete submission, the following minimum information must be on all CMS 1500 claims 
to b e c o n si d e r e d a “ cl e a n cl a i m ” o r e n c o u n t e r d a t a su b m i s si o n s * , o th e r wi s e t h e claim may be 
pending or denied: 
 


 Patient's name and date of birth* 
 Patient's Insurance identification number* 
 Patient's complete address* 
 Date of onset of illness or injury or Last Menstrual Period (where applicable)* 
 ICD-9 Code and Diagnosis and Procedure and modifier code(s) (CPT or HCPCS)* 
 Referring physician 
 Date of service, place of service, type of service, quantity/unit of  service(s),  and normal 


charges* 
 Authorization Number in Box 23 of CMS-HCFA 1500 Form (when required) 
 The Physician's Federal Tax ID number, Medi-Cal or Medicare Provider number, UPIN number 


(where applicable)* 
 Name and address of facility where services were rendered 
 Name, address, zip code and phone number of Physician submitter* 
 Attached OR or ER notes and Medical Reports for E&M codes billed as  complex or severe 
 A copy of the authorized referral attached to the claim 
 EOMB or EOB attached if other coverage (COB) applies 


 
For all billable services/claims, they must be submitted on the respective CMS 1500 or UB-92 form for 
services rendered. Superbills are not acceptable as claims reimbursable services (i.e. non-
capitated services, etc.).  Send ALL claims to the following address: 
 


C/o: MedLogix MSO, LLC  
Claims Department 


16027 Brookhurst St., Suite I-109 
Fountain Valley, CA 92728 


 
Please refer to the Compensation Fee Schedule of your Provider Agreement to determine the payment 
amount the provider may be expected to receive for his/her service(s) rendered. All payable claims 
shall be processed in accordance to the fee schedule and guidelines promulgated by each 
government program. Medicare Advantage HMO claims shall adhere to the prevailing Medicare Fee 
Schedule and Claims Processing and Payment Guidelines as established by CMS. 
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IX.2 CLAIMS SETTLEMENT & GRIEVANCE PRACTICES
 


 Provisions under AB1455 provide for fast, fair, and cost effective dispute resolution mechanisms for 
claim disputes. A claim dispute/grievance will be processed under the IPA's Provider (Claim) Dispute 
Resolution Policy & Procedure guidelines. Disputes must be submitted in a written format and clearly 
document and identify the issue at dispute. (Refer to the following "Downstream Provider Notice" for 
full disclosure and instructions.) 
 
Claims grievances for Medicare Advantage Program are processed under CMS regulatory guidelines 
and shall adhere to the timelines for receipt and response as promulgated. 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







 
             
MD Partners, Inc.   
 
 
 
  


3 | P a g e   MD Partners - PCP Provider Manual 9.1.20 


16027 Brookhurst St., Suite I‐109 
Fountain Valley, CA 92708 


Phone: 657‐217‐4500 * Fax: 657‐217‐4501


IX.3 AB1455 CLAIMS SETTLEMENT PRACTICES & DISPUTE RESOLUTION MECHANISM 
 


 SELECT HEALTHCARE SYSTEM DOWNSTREAM PROVIDER NOTICE 
 


AB1455 CLAIMS SETTLEMENT PRACTICES & DISPUTE  
RESOLUTION MECHANISM 


 
As required by Assembly Bill 1455, the California Department of Managed Health Care has set forth 
regulations establishing certain claim settlement practices and the process for resolving claims disputes 
for managed care products regulated by the Department of Managed Health Care. This information 
notice is intended to inform you of your rights, responsibilities, and related procedures as they relate to 
claim settlement practices and claim disputes for commercial HMO, POS, and where applicable, PPO 
products and other applicable lines of business where SELECT HEALTHCARE SYSTEM is 
delegated to perform claims payment and provider dispute resolution processes. Unless otherwise 
provided herein, capitalized terms have the same meaning as set forth in Sections 1300.71 and 
1300.71.38 of Title 28 or the California Code of Regulations, 
 


A. Effective Dates of AB1455 
Pursuant to the terms promulgated under AB1455, this notice will be deemed effective for 
implementation as of January 1, 2004. 


 


B. Claim Submission Instructions 


 Sending Claims to IPA 


Claims for services provided to members assigned to Select Healthcare 
System, Inc must be sent to the following:  
 


Via Mail:                       MedLogix MSO, LLC 
             16027 Brookhurst St., Suite I-109 


  Fountain Valley, CA 92728 
 
  


Via Fax:                       (657) 217-4501 Not currently accepting 
 


Via Clearinghouse:       Office Ally - Payer ID# MLMDP 
 


 Calling IPA Regarding Claims 
For claim filing requirements or status inquiries, you may contact IPA by calling: 
 
Claims:  (657) 217-4500 


 
 Claim Submission Requirements 


The following is a list of claim timeliness requirements, claims supplemental 
information and claims documentation required by the IPA’s 
 
Submission of a Clean Claim within industry standard timelines per line of 
business with claims not to exceed 90 calendar days; Submission of 
information and documentation upon request by the IPA’s subject to Title 28 
CCR 1300.71(a)(10) 


 


C. Claim Receipt Verification 


For Verification of claim receipt by the IPA’s, please contact Claims:  (657) 217-4500. 
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IX.4 CLAIMS DISPUTE RESOLUTION PROCESS FOR CONTRACTED PROVIDERS 
 


 A. Definition of Contracted Provider Dispute 
A contracted provider dispute is a provider’s written notice to IPA and/or the 
member’s applicable health plan challenging, appealing or requesting 
reconsideration of a claim, (or a bundled group of substantially similar multiple 
claims that are individually numbered) that has been denied, adjusted or 
contested, or seeking resolution of a billing determination or other contract 
dispute, (or bundled group of substantially similar multiple billing or other 
contractual disputes that are individually numbered) or disputing a request for 
reimbursement of an overpayment of a claim. Each contracted provider dispute 
must contain, at a minimum, the following information: provider’s name, 
provider’s identification number, and provider’s contact information. 
 
If the contracted provider dispute concerns a claim or a request for 
reimbursement of an overpayment of a claim from the IPA to a contracted 
provider the following must be provided: 
 
A clear identification of the disputed item, the Date of Service, a clear 
explanation of the basis upon which the provider believes the payment amount 
is incorrect, a request for additional information, a request for the 
reimbursement for the overpayment of a claim, contest, denial, adjustment or 
other disputed action. 
 
If the contracted provider dispute is not about a claim, a clear explanation 
of the issue and the provider’s position on the issue must be submitted. If the 
contracted provider dispute involves an enrollee or group of enrollees, the 
name and identification number(s) of the enrollee or enrollees, a clear 
explanation of the disputed item, the Date of Service, the provider’s position 
on the dispute and an enrollee’s written authorization for the provider to 
represent said enrollees. 
 
Sending a Contracted Provider Dispute to IPA 
Contracted provider disputes submitted to the IPA must include the information 
listed in Section IX.4A, above, for each contracted provider dispute. All 
contracted provider disputes must be sent to the attention of Provider Relations 
Director and the Director of Utilization  and Quality Management at: 
 
Via Mail:                       MedLogix MSO, LLC 


      16027 Brookhurst St., Suite I-109 
                                                 Fountain Valley, CA 92728 


 
Via Fax:                       (657) 217-4501 
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B. Time Period for Submission of Provider Disputes regarding Claims 
Contracted provider disputes must be received by IPA within 365 days form 
provider’s action that led to the dispute, (or the most recent action if there are 
multiple actions) that led to the dispute. In the case of inaction, contracted 
provider disputes must be received by the IPA within 365 days after the 
provider’s time for contesting or denying a claim, )or most recent claim if there 
are multiple claims) has expired. 
 
Contracted provider disputes that do not include all required information as set 
forth above in Section IX.4A may be returned to the submitter for completion. 
An amended contracted provider dispute which includes the missing 
information may be submitted to the IPA within 30 working days of your receipt 
of a returned contracted provider dispute. 


 


C. Acknowledgment of Contracted Provider Disputes. 
The IPA will acknowledge receipt of all contracted provider disputes as follows: 
 


 Electronic- Contracted provider disputes will be acknowledged by the 
IPA within two (2) working days of the Date of Receipt by the IPA. 
 


 Paper- Contracted provider disputes will be acknowledged by the IPA 
within fifteen (15) working days of the Date of Receipt by the IPA. 


 
D. Contacting the IPA Regarding Contracted Provider Disputes 


All inquiries regarding the status of a contracted provider dispute or about filing a 
contracted provider dispute must be directed to the IPA at (657) 217-4500. 


 
E. Instructions for Filing Substantially Similar Contracted Provider Disputes 


Substantially similar multiple claims, billing or contractual disputes may be filed 
in batches as a single dispute, provided that such disputes are submitted in the 
following format: 
 


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


dispute with references to the numbered coversheet 
 


F. Time Period for Resolution and Written Determination of Contracted Provide 
Dispute 
The IPA will issue a written determination stating the pertinent facts and explaining the 
reasons for its determination within forty-five (45) working days after the Date of 
Receipt of the contracted provider dispute of the amended contracted provider dispute. 


 
G. Past Due Payments 


If the contracted provider dispute of amended contracted provider dispute 
involves a claim and is determined in whole, or in part, in favor of the provider, the 
IPA will pay any outstanding monies determined to be due, and all interest and 
penalties required by law or regulation, within five (5) working Days of the 
issuance of the written determination. 
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IX.5 DISPUTE RESOLUTION PROCESS FOR NON-CONTRACTED PROVIDERS 


 
 Definition of Non-Contracted Provider Dispute: A non-contracted provider dispute is a non- contracted 


provider’s written notice to the IPA challenging, appealing or requesting reconsideration of a claim, (or 
a bundled group of substantially similar claims that are individually numbered) that has been denied, 
adjusted or contested or disputing a request for reimbursement of an overpayment of a claim. Each 
contracted provider dispute must contain, at a minimum, the following information: provider’s name, 
provider’s identification number, and provider’s contact information. 


 
If the non-contracted provider dispute concerns a claim or a request for reimbursement of an 
overpayment of a claim from the IPA to a contracted provider the following must be provided: a clear 
identification of the disputed item, the Date of Service, a clear explanation of the basis upon which the 
provider believes the payment amount is incorrect, a request for additional information, a request for 
the reimbursement for the overpayment of a claim, contest, denial, adjustment or other disputed action. 


 
If the non-contracted provider dispute involves an enrollee or group or enrollees, the name and 
identification number(s) of the enrollee or enrollees, a clear explanation of the disputed item, Date of 
Service, provider’s position on the dispute and an enrollee’s written authorization for the provider to 
represent said enrollees. 


 
The dispute resolution process for non-contracted providers is the same as the process for contracted 
providers as set forth in section IX.4 (B), (C), (D), (E), (F), (G), (H) above. 
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IX.6 CLAIM OVERPAYMENTS 


 
 A. Notice of Overpayment of a Claim 


If the IPA determines that is has overpaid a claim, the IPA will notify the provider in 
writing through a separate notice clearly identifying the claim, the name of the patient, 
the Day of Service(s) and a clear explanation of the basis upon which the IPA believes 
the amount paid on the claim was in excess of the amount due, including interest and 
penalties on the claim. 


 
B. Contested Notice 


If the provider contests the IPA’s notice of overpayment of a claim, the provider, within 
30 working days of the receipt of the notice of overpayment of a claim, must send 
written notice to the IPA stating the basis upon which the provider believes that the 
claim was not overpaid.  IPA will process the contested notice in accordance with the 
IPA’s contracted provider dispute resolution process described in Section IX.4 above. 


 
C. No Contest 


If the provider does not contest IPA’s notice of overpayment of a claim, the provider 
must reimburse IPA within thirty (30) working days of the provider’s receipt of the notice 
of overpayment of a claim. 


 
D. Offsets to Payments 


IPA may only offset an uncontested notice of overpayment of a claim against provider’s 
current claim submission when:  
 
(i) the provider fails to reimburse IPA within the timeframe set forth in Section IX.4 


(F), above;  
 


(ii) IPA’s contract with the provider specifically authorizes IPA to offset an 
uncontested notice of overpayment of the claim from the provider’s current 
claims submissions. In the event that an overpayment of a claim or claims is 
offset against the provider’s current clam or claims pursuant to this section, IPA 
will provide the provider with a detailed written explanation identifying the 
specific overpayment or payments that have been offset against the specific 
current claim(s). 
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IX.7 Encounter Data and Claims Submission 


 
 Encounter data is used to report medical services for patients under capitated contracts. The encounter 


data is very similar to the information submitted on a fee-for-service form, but no service-related 
reimbursement occurs. Encounter data must be submitted weekly and on a CMS 1500, when 
applicable, a PM160 INF or where applicable, UB92. Health Plans imposes significant financial 
penalties for lack, or inadequate submission, of Encounter data. 
 
You may use the following acceptable formats for Encounter Data submissions: 
 


a. Provider Web Portal Claim/Encounter submission: www.medlogixmso.com 
 


b. Office Ally- Payer ID: MLAIPA 
 


c. Legible Super Bill 
 


d. CMS 1500 form - Mail to the following address: 
 


C/o: MedLogix MSO 
Encounter Data Department 


16027 Brookhurst St., Suite I-109 
Fountain Valley, CA 92728 


 
SHCS prefers that providers submit encounter data electronically. The MSO will provide training on 
electronic authorization and encounter data entry upon orientation. 


 
Special services that cannot be identified with the appropriate CPT or HCPCS codes shall undergo
IPA medical review and, if allowable, will be processed at industry standard norms. 
 
Encounter must be submitted within 30 days of the date of service. 
 
Should you have any questions, please feel free to contact us at (657) 217-4500. 
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IX.8 CLAIMS SUBMISSION AND ENCOUNTER DATA – FORMS: 
 


 Please see Selection X.6 for a copy the following Claims forms. 
 


A. Provider Disputed and Resolutions (PDR) - Form 
 


B. Provider Dispute Resolution Log - (For use of multiple claims) 
 


C. Provider Dispute Resolution Request - Tracking Form 
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16027 Brookhurst St.., Suite I‐109 
Fountain Valley, CA 92708 


Phone: 657‐217‐4500 * Fax: 657‐217‐4501 


Provider Status Change Request Form 
 


PMA Provider Information 


 
Provider Name: ________________________________________________________________________________
                             Last                                                           First                                                          M.I.                  


NPI: __________________________________________  EIN #: _________________________________________
 
Address: ______________________________________   City: ________________ State: _____ Zip: ___________
 
Phone: __________________________ Fax: _________________________ Mobile: _________________________
 
E-mail: _________________________________________ WEB site: _____________________________________ 
 


Status Change Requested (check all that  apply) 
 


Provider’s Status is: 
 


 Primary Care Provider 
 Specialist 
 Both 


Provider's Panel is: 
 


 Open 
 Accepting Existing Patients Only 
 Not Accepting Patient


 
 
Provider Name: ________________________________________________________________________________
                             Last                                                           First                                                          M.I.                  


NPI: __________________________________________  EIN #: _________________________________________
 
Address: ______________________________________   City: ________________ State: _____ Zip: ___________
 
Phone: __________________________ Fax: _________________________ Mobile: _________________________
 
E-mail: _________________________________________ WEB site: _____________________________________ 


 
  Other: ___________________________________________________________________________________ 
 
   
    Prepared By              Date   
 
    Signature of Preparer 
 
Directions:  Please fax Provider Status Change Request Form to MDP Provider Services Department at (657) 
217‐4501, or mail it to: 


 
MD Partners, Inc. 


c/o MedLogix MSO, LLC 
16027 Brookhurst St., Suite I-109 


Fountain Valley, CA 92708 
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Complaint Form 


 
This form is for your use when filing a complaint, or appeal regarding any 
aspect of the care or service provided to you. The Health Plan(s) is required 
by law to respond to your complaints or appeals, and a detailed procedure 
exists for resolving these situations.  If you have any questions, please feel 
free to call the Customer Service Call Center at Toll Free: 855-489-4639 * 
TTY: 711 (CA Relay Service) MD Partners, Inc./MedLogix MSO customer 
service contact information is provided on page 5 of this form. 
 
Please Print or Type the Following Information: 
 
___________________________________ 
Member Name (Last, First, MI) 
 
___________________________________ 
Address 
 
________________________________ 
City, State, Zip Code 
 
___________________________________ 
Member ID Number 
 
________________________________ 
Home Phone Number 
 
Authorized Representative: If the complaint is filed by someone other than 
the member, please review the “Who may file an appeal” section on page 3 
and provide the following information: 
 
Name: ______________________________________ 
 
Telephone # _________________________________ 
 
Relationship to Member: ____________________________________ 
 
Address:_________________________________________________ 
 
City: ____________________________ State: _____ Zip: _________ 
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Please state the nature of the complaint, giving dates, times, persons 
involved, places, etc. Please attach copies of any additional information that 
may be relevant to your complaint or appeal. 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
Please sign and mail or fax to MedLogix MSO. 
 
Signature:________________________ Date: _____________ 
 
Signature of Representative: _________ Date: _____________ 
 
Send completed complaint form to MD Partners, Inc. at: 
 
Mail To:  


MD Parnter, Ind. 
C/o: MedLogix MSO 
Attn: Appeals and Grievances 
16027 Brookhurst St., Suite I-109 
Fountain Valley, CA 92708 
 


Fax to:  
(657) 215-4501 


 
For Hospital, Skilled Nursing or home health discharge appeals  
Call:  HSAG California Medicare Beneficiary Complaints Helpline:  
 1-800-841-1602 or TDD 1-800-881-5980 
 Available 24 hours a day, seven days a week. 
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16027 Brookhurst St., Suite I‐109 
Fountain Valley, CA 92827 


Phone: 657‐217‐4500 * Fax: 657‐217‐4501 
  Toll Free: 855‐489‐4639 * TTY: 711 (CA Relay Service) 


You have the right to appeal. To exercise it, file your appeal in writing 
within 60 calendar days of the date of your original denial notice. We can 
give you more time if you have a good reason for missing the deadline. 
 
Who may file an appeal? You or someone you name to act for you (your 
representative) may file an appeal. You can name a relative, friend, 
advocate, attorney, doctor, or someone else to act for you. Others also 
already may be authorized under State law to act for you.  
 
 


IMPORTANT INFORMATION ABOUT YOUR APPEAL RIGHTS 
 
For more information about your appeal rights, call us or see your 
Evidence of Coverage. 
 
There Are Two Kinds of Appeals You Can File 
 
Standard (30 days) -You can ask for a standard appeal. We must give you a 
decision no later than 30 days after we get your appeal. (We may extend 
this time by up to 14 days if you request an extension, or if we need 
additional information and the extension benefits you.) 


Fast (72 hour review) - You can ask for a fast appeal if you or your doctor 
believe that your health could be seriously harmed by waiting too long for a 
decision. We must decide on a fast appeal no later than 72 hours after we 
get your appeal. (We may extend this time by up to 14 days if you request 
an extension, or if we need additional information and the extension benefits 
you.) 


• If any doctor asks for a fast appeal for you, or supports you in asking for 
one, and the doctor indicates that waiting for 30 days could seriously harm 
your health, we will automatically give you a fast appeal. 
• If you ask for a fast appeal without support from a doctor, we will decide if 
your health requires a fast appeal. If we do not give you a fast appeal, we 
will decide your appeal within 30 days. 


 
What Do I Include With My Appeal? 
You should include: your name, address, Member ID number, reasons for 
appealing, and any evidence you wish to attach. You may send in supporting 
medical records, doctors’ letters, or other information that explains why we 
should provide the service. Call your doctor if you need this information to 
help you with your appeal. You may send in this information or present this 
information in person if you wish. 
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16027 Brookhurst St., Suite I‐109 
Fountain Valley, CA 92827 


Phone: 657‐217‐4500 * Fax: 657‐217‐4501 
  Toll Free: 855‐489‐4639 * TTY: 711 (CA Relay Service) 


 
How Do I File An Appeal? 
For a Standard Appeal: You or your authorized representative should mail or 
deliver your written appeal to the address below 


 
Mail To:  


MD Parnter, Ind. 
C/o: MedLogix MSO, Attn: Appeals and Grievances 
16027 Brookhurst St., Suite I-109 
Fountain Valley, CA 92708 
 


Fax to:  
(657) 215-4501 


 
For a Fast Appeal: You or your authorized representative should contact us 
by telephone or fax: 


Call:  
Customer Service Call Center at  


 657-217-4500  
 or TTY 711 (CA Relay Service)  


Fax to: 
657-217-4501 


 
What Happens Next?  


If you appeal, a copy of your appeal will be forwarded to the Health Plan.  
The Health Plan will review for decision. After the Health Plan review their 
decision, if any of the services you requested are still denied, Medicare will 
provide you with a new and impartial review of your case by a reviewer 
outside of your Medicare Health Plan. If you disagree with that decision, you 
will have further appeal rights. You will be notified of those appeal rights if 
this happens. 
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16027 Brookhurst St., Suite I‐109 
Fountain Valley, CA 92827 


Phone: 657‐217‐4500 * Fax: 657‐217‐4501 
  Toll Free: 855‐489‐4639 * TTY: 711 (CA Relay Service) 


 
Contact Information: 
If you need information or help, call us at: 


Toll Free:  


MD Partners/MedLogix MSO Customer Service at  
 657-217-4500  
 or TTY 711 (CA Relay Service).  


 


Hours of Operation:  
8 a.m. to 8 p.m. Monday through Friday. 


 
Other Resources to Help You: 


 Medicare Rights Center: 
Toll Free: 1-888-HMO-9050 


 Elder Care Locator: 
Toll Free: 1-800-677-1116 


 Medicare: 
1-800-MEDICARE (1-800-633-4227) TTY: 1-877-486-2048 
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  MD PARTNERS, INC. 
c/o MedLogix MSO, LLC 


16027 Brookhurst St., Suite I-109 
Fountain Valley, CA 92708 


Tel: (657) 217-4500; Fax: (657) 217-4501 


Provider Satisfaction Survey 2021 Page 1 


  2021 PROVIDER SATISFACTION SURVEY 
PLEASE FAX THIS SURVEY BACK ON OR BEFORE December 15, 2021 TO: Fax# (657) 217-4501 


 Provider Name: ________________________________________: Please take a moment to complete the following survey. Your 
input regarding your experience with the IPA’s above and the Management Company is very important to us. 
 


  
 
 
Utilization Management 


Strongly   
Agree 


(4) 


Agree 
(4) 


Neither 
Agree or 
Disagree 


(2) 


Disagree 
(3) 


N/A 
 


1 UM Referral staff returns my phone calls promptly           


2 My calls are answered courteously, appropriately, and in a timely manner           
3 UM Referral staff is knowledgeable and resourceful           


4 My referrals are processed in a timely manner           


5 The referral form is user friendly / On line entry of referrals is user friendly           
6 The review process for medical necessity is consistent           


7 The denial process is consistent and provides clear reason for denial of 
services 


          


8 I am able to reach the Medical Director when needed           


9 UM appeal decisions are rendered promptly           


10 I am not using On-Line entry but would like to, please contact me. Yes  No   
  


Case Management Utilization Management 
     


11 Case manager returns my phone calls promptly           


12 My calls are answered courteously, appropriately, and in a timely manner           


13 Case Manger is knowledgeable and resourceful           


14 I would like to be contacted by the Case Manager for assistance Yes  No   
  


Quality Improvement 
     


15 QI staff assisted me with coordinating the complaints/grievances.           


16 QI staff keeps me informed of QI activities that affect my office.           


17 I have been educated on the IHA/AHA submission process and due dates.      


18 I have been educated on the encounter data submission process and due 
dates. 


          


19 I am able to receive the C&L resources below from the IPA when I need 
them: 


a. “Free interpreter services available” sign to post in my office. 
b. Protocol on How to Access Interpreting services. 
c. Request or Refusal of Interpreter Services Form. 
d. Information about Federal and State C&L Requirements. 
e. Information about Culturally and Linguistically appropriate 


services for me and my staff 
f. Referrals to culturally appropriate services conducted by 


Community Based Organizations. Some examples are services for 
domestic violence, homeless shelters, drug and alcohol abuse 


          


      


      


      


20 I have been educated on the FREE interpreting services available for my 
members 


Yes  No   


21 I am aware of how to obtain Health Education materials/classes for my 
members 


Yes  No   


 







 


  MD PARTNERS, INC. 
c/o MedLogix MSO, LLC 


16027 Brookhurst St., Suite I-109 
Fountain Valley, CA 92708 


Tel: (657) 217-4500; Fax: (657) 217-4501 


Provider Satisfaction Survey 2021 Page 2 


  2021PROVIDER SATISFACTION SURVEY 
PLEASE FAX THIS SURVEY BACK ON OR BEFORE December 15, 2021 TO: Fax# (657) 217-4501 


 


  
Provider Name: ____________________________________ 
 
Provider Services/Contracting 


Strongly   
Agree 


(4) 


Agree 
(4) 


Neither 
Agree or 
Disagree 


(2) 


Disagree 
(3) 


N/A 
 


22 Provider Services/Contracting staff returns my phone calls promptly           


23 My calls are answered courteously, appropriately, and in a timely manner           


24 Provider Services keeps me informed of new regulations and contract 
changes 


          


25 I am satisfied with the contracted ancillary providers            


26         Lab:              


27         Radiology:             


28         Other:            


29 I am satisfied with the contracted health plans           


  
Member Services/Eligibility/Capitation 


     


30 Member Services staff returns my phone calls promptly           


31 My calls are answered courteously, appropriately, and in a timely manner           


32 Member Service staff is knowledgeable and able to answer my questions           


 Member Services staff process and sends my monthly capitation timely           


33 Member Services staff assist me in addressing/resolving capitation 
discrepancies  


          


34 Member Services staff assist me with member eligibility discrepancies           


  
Claims 


         


35 Claims staff returns my phone calls promptly           


36 My calls are answered courteously, appropriately, and in a timely manner           


37 Claims staff is knowledgeable and able to answer my questions           


38 My claims are processed in a timely manner (clean claims)           


39 My claims are processed correctly           


40 My claim denials are clearly explained           


  
Provider Comments: Concerns, Suggestions, Recommendations, etc. 


     


 Comments:          
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Member	Satisfaction	Survey	–	Eng.	2021	 Page	1 


MD PARTNERS, INC. 
C/o MedLogix MSO, LLC 


11770 Warner Ave, Suite 222 
                        Fountain Valley, CA 92708 


                       Tel: (657) 217-4500; Fax: (657) 217-4501 
2021 MEMBER SATISFACTION SURVEY 


We would like to get your opinion about your experience with your doctor. Please complete the following survey along with your 
comments and return it to your doctor or receptionist. This survey is completely confidential. If you have any questions or concerns about 
this survey or the services you have received please call (657) 217-4500. 


Provider Name: Provider Fax: 
Patient Name:  Date: 
 


St
ro


ng
ly


 A
gr


ee
 


(4
) 


A
gr


ee
 (


4)
 


N
ei


th
er


 a
gr


ee
   


 
or


 d
is


ag
re


e 
(3


) 


D
is


ag
re


e 
(2


) 


N
/A


 (
3)


 


1. My doctor is friendly and courteous           


2. I would recommend my doctor to family and friends           


3. The office staff is friendly, courteous, and helpful           


4. My doctor talks to me about my medical condition and treatment           


5. My doctor uses words that are easy for me to understand           
6. My doctor and/or office staff speak my language           
7. My doctor spends enough time with me           
8. I am able to get an appointment when care is needed           
9. I am able to reach my doctor when the office is closed           
10. When the office is closed the after hour instructions are clear           
11. Overall I am very satisfied with the service I receive from my doctor.           


   
12. My doctor uses an interpreter YES NO Not 


Needed 
    


13. What language do you speak? 


14. Did you have an appointment today? YES NO   


15. I had a scheduled appointment today and waited this long to see my doctor.  5 min 10 min 15 min 20 min >30 min 


16. I did not have an appointment today and waited this long to see my doctor. 10 min.       
or less 


20 min 30 min 45 min >1 hr. 


17. How much time did your doctor spend with you today? <15 min 15 min 20 min 30 min >45 min 


18. How long does it take to make an appointment for the following? 


a. Non-urgent exam (physical, vaccines, sore throat, flu, etc.) 
b. Urgent care other than emergencies (severe pain, etc.) 


 


Same day 1-2 days 3-4 days 5-6 days 1 week  


Same day 24 hours 2 days   


  
19. Have you been referred to a specialist? YES NO       


20. I was notified of approval to see the specialist within… 1-2 days 3-4 days 5-6 days 1 week   


21. I was seen by the specialist within… 1-2 days 3-4 days 5-6 days 1 week 2 weeks 


Comments: 
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MD Partners, Inc   
16027 Brookhurst St. Ste I-109 Fountain Valley, CA 92708  


H: collaboration-client forms- MD Partners Inc. 5-2020 


Referral Authorization Request 
 


 


 


 


 


 


 


 


 


 


 


 


 


 
 


 


 


 


 


 


 


  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
 


 
 


UTILIZATION MANAGEMENT COMMITTEE DECISION 


 
 


 


 


 


 
 


* Fax completed / signed form to MedLogix MSO (657) 217-0448.   Authorizations expire 90 days from approval date.  Authorization does not guarantee payment.  
Payment pending verifications of eligibility. Please verify eligibility on date of service. 


Contracted Laboratory: Quest Diagnostics (866) 697-8378          Contracted Radiology: _____________ 
 


Warning:  This message is intended only for the person listed above the attached information is confidential and considered privileged by law.  If the reader of the fax is not 
the recipient.  You are hereby notified that any dissemination, distribution or copying of this information is strictly prohibited.  If you are not the intended recipient.  Please 
notify us and shred this information.  Thank you for your cooperation.  


P
A


T
IE


N
T


 IN
F


O
 


P
R


O
V


ID
E


R
 


Patient Name:      DOB:    


Address:       City:    State:  Zip:  


Phone: (              )     Member ID: 


       REFERRING M.D. (if not PCP)       REQUESTED 


PCP:  _________________________    Referring MD: ________________________      SPECIALIST: ___________________________ 


ADDRESS:  ____________________    ADDRESS: __________________________      ADDRESS: _____________________________ 


______________________________    City/State/Zip: ________________________      City/State/Zip: ___________________________ 


Phone: ________________________    Phone: _____________________________      Phone: ________________________________ 


Fax: __________________________    Fax: ________________________________      Fax: ___________________________________


Date Submitted: __________________ Service Date: _____________________ Health Plan: ______________________ 


        Routine     Urgent                       Auth FAX: (657) 217-0448 


Primary Insured’s Name:         


Relationship to Patient:  SELF  SPOUSE CHILD                 OTHER: ______________________


Services Requested:      Specialty Requested:            
 Follow-Up Visit    Initial Consult          Radiology    Cardiology  Dermatology           Psychiatry     


 PT/OT     Home Health          Surgery    ENT   Ophthalmology       Pulmonary 


 DME: Specify _________________      Orthopedics  Oncology       Other: ________ 
 Total OB Care:  EDC ___   LMP ____        Podiatry  Urology      


     


Diagnosis/ ICD-10:   Requested Procedure:   CPT CODE(S): (Must be Included)  


1. __________ 4. __________   1. __________________________ 1.  ___________________________ 


 


2. __________ 5. __________  2. __________________________ 2.  ___________________________ 


 


3. __________ 6. __________  3. __________________________ 3.  ___________________________ 


 
 
FACILITY: _______________________________________________________________________________________ 
 
Medical Necessity Information: _________________________________          ________________________________ 
           Referring Physician Signature 
** ATTACH DOCUMENTATION TO FACILITATE DETERMINATION OF REFERRAL ** 


UM COMMITTEE DECISION:        APPROVED         DENIED   DEFERRED     MODIFIED 


COMMENTS: ____________________________________________________________________________________ 


UM REPRESENTATIVE SIGNATURE: ________________________________________ DATE: __________________ 
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MD Partners, Inc. 


H:\Provider Manual Quick Referrence\MDP  - Provider Manual Quick Referrence\PCP - Quick Referrence Manual\05 - Forms\X.2B - V.5B Direct Authorization Referral Form_9.20.docDirect Auth. Form – 10-2017 


16027 Brookhurst St # I‐109 
Fountain Valley, CA 92708 


Phone: 657‐217‐4500 ‐ Fax: 657‐217‐0448 
Toll Free: 855‐489‐4639 * TTY: 711 (CA Relay Service)


Direct Authorization Referrals 
The purpose of this Direct Referral Form is to provide direct access to our specialists without requesting an authorization.  In order for this direct referral form to be valid, 
you as PCP: (1) Sign and give patient a copy of direct referral.  (2) It if not necessary to wait for a prior authorization for direct referral services.  (3) Fax this form 
immediately to (657) 217-0448 for processing.  (4) Services will be covered only if provided by a MD Partners, Inc. contracted provider.   
CONTRACTED PROVIDER/FACILITY:  Send your CMS 1500/1450 to MD Partners Inc. c/o MedLogix MSO at 16027 Brookhurst St #I-109 Fountain Valley, CA 
92708.  
Attn: Claims Department.  All claims subject to retroactive review for appropriateness.  Patient may be redirected to other specialists due to contracted hospital and 
health plan affiliation.  ONE REFERRAL PER FORM. 


 


 


 


 


 


 


 


 


 


 


 
PLEASE VERIFY MEMBER ELIGIBILTY ON DATE OF SERVICE 


 
PROCEDURES IN PCP OFFICE 
ONLY: 


 93000 EKG 
INHALATION THERAPY 


 94640 Inhalation Treatment 
*After three (3) visits prior authorization 
is required 


WELL WOMAN EXAM 
 Q0091/ G0101 (including PAP) 
 99203/ 99213 (including PAP) 
Diagnosis Code Z12.4 


WOUND TREATMENT 
 Minor Wound Repair/ Suturing, 
Splint/Cast, and I&D only 


(Allowable CPT Codes:  10060, 11000-
11012,11042-11047,11100, 11300, 
11400, 11420, 11730, 11750, 17000, 
17003) CPT Code(s) applied. 
VACCINES 


 90658 Flu 
 90654, 90656, 90660, 90662, 90672, 
90673, 90686, 90688 Influenza  


 90732 Pneumococcal 
 90715 Tdap 
 90460 Administration 


SPECIAL PROCEDURE 
 69210 Removal impacted cerumen 
 


RADIOLOGY:   
 
 
    
LABORATORY: 
Quest Diagnostics (866) 697-8378           


 
DIRECT REFERRAL ONLY 
WITH CONTRACTED 
SPECIALIST:     
Excluded: PT, OT, SP & PSCHY
 99201 New Office Visit 
 99202 New Office Visit 
 99203 New Office Visit 
 99211 Est Office Visit 
 99212 Est Office Visit  
 99213 Est Office Visit 


CARDIOLOGY 
 93294 Pacemaker Check 
 93000 


OB/GYNECOLOGY 
 59400 Total OB Care 
 G0101 Well Woman  


OPHTHALMOLOGY 
 92004 New Patient Visit 
 92004 + S3000 Annual Diab. Exam 


ULTRASOUND 
 74290 – 74291  
(to rule out Cholelithiasis) 


 76700 – 76705 Abdominal 
 76645 Breast Mass (if recommended 
after mammogram findings) 


 76970 Breast Mass 
 76856 Pelvic 


 
DEXA BONE DENSITY AXIAL 


 77080 DXA  
 
COLONOSCOPYON 


 45378 Diagnostic Colonoscopy  
 


 
ORTHOPEDICS  
Fracture Care ONLY 


 99203 Initial Consultation 
 99213 x 2 F/U Visit 
 70010-79999 X-Rays in office 
 23500-23680 Shoulder 
 24500-24685 Upper Arm 
 25500-25695 Forearm/Wrist 
 26600-26785 Hand/Fingers 
 27500-27566 Femur 
 27750-27848 Leg (Tibia/Fibula) 
 28400-28675 Foot/Toes 


Casting & Strapping 
Circle code that applies: 
(29065, 29075, 29105, 29125, 29345, 
29425. 29705) 
*All surgeries and additional 
procedures require prior 
authorization. 


 
MAMMOGRAMS 


   SCREENING MAMMONGRAM 
 77067 


    Ages 40 older annually 
DIAGNOSTIC MAMMOGRAM 


 77065 
    Mammography, Unilateral View 


 77066 
    Mammography, Bilateral View 
*HX of Breast CA, Breast Mass 
*Date of Last Mammogram 
______/______/________ 
 
 


 
RADIOLOGY 


 70100 Jaw 
 70140 Facial Series 
 70210 Sinus 
 70220 Sinus 
 70260 Skull 
 71045 Plain Chest X-Ray, 1 View 
 71046 Plain Chest X-Ray, 2 Views 
 71100 Ribs, 2 Views 
 71110 Ribs, 3 Views 
 71120 Sternum 
 72040 Spine: Cervical 
 72081 Scoliosis Screening 
 72072 Thoracic 
 72100 Spine: Lumbosacral 
 73000 Clavicle, Complete 
 73030 Shoulder, 2 Views 
 73060 Humorous 
 73080 Elbow, 2 Views 
 73090 Forearm, 2 Views 
 73100 Wrist, 2 Views 
 73120 Hand, 2 Views 
 73140 Finger, 2 Views 
 73500 Hip, 1 View 
 73520 Hip, 2 Views 
 73552 Femur, 2 Views 
 73560 Knee, 1 or 2 Views 
 73590 Leg, 2 Views 
 73600 Ankles, 2 Views 
 73620 Foot, 2 Views 
 73650 Heel 
 73660 Toe(s), 2 Views 
 74018 Abdominal, Single (KUB) 
 74022 Abdominal Series, Complete 
 76100 Extremity bone films to r/o fracture 


Referral Policy: 
PCP Your member must be referred to contracted specialist provider and utilize the contracted facilities and lab, unless indicated above.  Please give this Direct Referral 


Form to your patient prior to scheduling an appointment.  The form must be signed and dated by you. 


Member Please schedule an appointment and hand carry this form to the specialist office at that appointment. 


Specialist For other services, please use Standard Referral Request and fax to the UM Department at MedLogix MSO (657) 217-0448 
 Send all laboratory and radiology to our contracted above.  


 


 


Patient Name      DOB   Member ID 


Health Plan      LOB   ICD-10: 1. _______ 2. _______ 3_______ 


Diagnosis 


PCP Signature    PCP Name:    Today’s Date 


Address          Appt. Date & Time 


Provider / Specialist         Phone (                   ) 


P
A
TI
EN


T 
P
R
O
V
ID
ER
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MD PARTNERS, INC. 
 


 
 
 


11770 Warner Ave., Suite 22 
Fountain Valley, CA 92827 


Phone: 657‐217‐4500 * Fax: 657‐217‐4501 
Toll Free: 855‐489‐4639 * TTY: 711 (CA Relay Service)  


REFERRAL LOG SHEET 
 


 
 
 
Case # 


 
 


 
Name 


 
 
Medical 
Condition 


 
 
Reason for 
Referral 


 
 
Inpatient/ 
Outpatient 


 
 
 
Type of Service 


 
 


Denied/ 
Approved 


 
 
Date Referral 
Submitted 


Date of 
Referral 
Appeal    
*(E or S) 


 
Name of Person 
Logging Referral / 
Denial 


 
 
 
Date 


 
 
 
Time 


1  
 


           


2  
 


           


3  
 


           


4  
 


           


5  
 


           


6  
 


           


7  
 


           


8  
 


           


9  
 


           


10  
 


           


 
*E = Expedited S = Standard 
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11770 Warner Ave., Suite 22 
Fountain Valley, CA 92827 


Phone: 657‐217‐4500 * Fax: 657‐217‐4501 
Toll Free: 855‐489‐4639 * TTY: 711 (CA Relay Service) 


 
 
 


Multi-language Interpreter Services 
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11770 Warner Ave., Suite 22 
Fountain Valley, CA 92827 


Phone: 657‐217‐4500 * Fax: 657‐217‐4501 
Toll Free: 855‐489‐4639 * TTY: 711 (CA Relay Service) 


 
 
 


Multi-language Interpreter Services 
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MD PARTNERS, INC. 


 
 
 


11770 Warner Ave., Suite 22 
Fountain Valley, CA 92827 


Phone: 657‐217‐4500 * Fax: 657‐217‐4501 
Toll Free: 855‐489‐4639 * TTY: 711 (CA Relay Service) 


 


 


 


Interpretive Services Refusal Form 


 


Patient Name:  ___________________________________________________________ 


Primary Language:  _______________________________________________________ 


□ Yes, I am requesting interpretive services.   


 Language:    ________________________________________________________ 


 


□ I prefer to use my family or friend as an interpreter.   


□ No, I do not require interpretive services.   


□ N/A  


Please explain:  _______________________________________________________ 


     _______________________________________________________ 


     _______________________________________________________ 


     _______________________________________________________ 


 


 


_______________________________________  _______________________ 


Patient Signature      Date 


 


 


* Please place in patient’s medical record.   
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CALIFORNIA 
Advance Directive 


Planning for Important Health care Decisions 
 


Caring Connections 
1731 King St., Suite 100, Alexandria, VA 22314 


 www.caringinfo.org 
800/658-8898 


 
 
Caring Connections, a program of the National Hospice and Palliative Care Organization 
(NHPCO), is a national consumer engagement initiative to improve care at the end of life. 


 
It’s About How You LIVE 


 
It’s About How You LIVE is a national community engagement campaign encouraging 
individuals to make informed decisions about end-of-life care and services.  The campaign 
encourages people to: 
 
 Learn about options for end-of-life services and care 
 Implement plans to ensure wishes are honored 
 Voice decisions to family, friends and health care providers 
 Engage in personal or community efforts to improve end-of-life care 
 


 
 
 


Note: The following is not a substitute for legal advice.  While Caring Connections updates 
the following information and form to keep them up-to-date, changes in the underlying 
law can affect how the form will operate in the event you lose the ability to make 
decisions for yourself.  If you have any questions about how the form will help ensure 
your wishes are carried out, or if your wishes do not seem to fit with the form, you may 
wish to talk to your health care provider or an attorney with experience in drafting 
advance directives. 


 
 
 
 
 
 


Copyright © 2005 National Hospice and Palliative Care Organization. All rights reserved. Revised 2011.  
Reproduction and distribution by an organization or organized group without the written permission of the 
National Hospice and Palliative Care Organization is expressly forbidden. 
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Using these Materials 


 
BEFORE YOU BEGIN  
1. Check to be sure that you have the materials for each state in which you may receive 


health care. 
 
2. These materials include: 


 Instructions for preparing your advance directive, please read all the 
instructions. 


 Your state-specific advance directive forms, which are the pages with the gray 
instruction bar on the left side. 


 
ACTION STEPS 
1. You may want to photocopy or print a second set of these forms before you start so 


you will have a clean copy if you need to start over. 
 
2. When you begin to fill out the forms, refer to the gray instruction bars — they will 


guide you through the process.  
  
3. Talk with your family, friends, and physicians about your advance directive.  Be sure 


the person you appoint to make decisions on your behalf understands your wishes. 
 
4. Once the form is completed and signed, photocopy the form and give it to the person 


you have appointed to make decisions on your behalf, your family, friends, health care 
providers and/or faith leaders so that the form is available in the event of an 
emergency. 


 
5. California maintains an Advance Directive Registry.  By filing your advance directive 


with the registry, your health care provider and loved ones may be able to find a copy 
of your directive in the event you are unable to provide one.  You can read more about 
the registry, including instructions on how to file your advance directive, at 
http://www.sos.ca.gov/ahcdr/forms.htm.  


 
6. You may also want to save a copy of your form in an online personal health records 


application, program, or service that allows you to share your medical documents with 
your physicians, family, and others who you want to take an active role in your 
advance care planning.  
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INTRODUCTION TO YOUR CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE 
 
This packet contains a legal document, a California Advance Health Care Directive, 
that protects your right to refuse medical treatment you do not want, or to request 
treatment you do want, in the event you lose the ability to make decisions yourself.  You 
may complete any or all of the first four parts, depending on your advance planning 
needs.  You must complete part 5. 
 
Part 1 is a Power of Attorney for Health Care. This part lets you name someone (an 
agent) to make decisions about your health care.  The power of attorney for health care 
becomes effective when your doctor determines that you can no longer make or 
communicate your health care decisions.   
 
Part 2 includes your Individual Instructions.  This is your state’s living will. It lets you 
state your wishes about health care in the event that you can no longer speak for yourself 
and  


 are terminally ill,  
 are permanently unconscious, or 
 the likely risks and burdens of the proposed treatment would outweigh the 


expected benefits. 
 
Part 3 allows you to express your wishes regarding organ donation.  
 
Part 4 of this form lets you designate a physician to have primary responsibility for your 
health care.  
 
Part 5 contains the signature and witnessing provisions so that your document will be 
effective. 
 
This form does not expressly address mental illness.  If you would like to make advance 
care plans regarding mental illness, you should talk to your physician and an attorney 
about an advance directive tailored to your needs.   
 
Note: These documents will be legally binding only if the person completing them is a 
competent adult, who is 18 years of age or older, or an emancipated minor. 
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INSTRUCTIONS FOR YOUR CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE  
 
How do I make my advance health care directive legal? 
 
You must sign and date your advance directive or direct someone to do so for you if you 
are unable to sign it yourself.   
 
Your signature must be witnessed by a notary public or by two witnesses.  If witnessed, 
your witnesses may not be 


 your health care provider or an employee of your health care provider, 
 the operator or an employee of a community care facility, 
 the operator or an employee of a residential care facility for the elderly, or 
 the person you have appointed as an agent, if you have appointed an agent.  


 
In addition, one of your witnesses must be unrelated to you by blood, marriage, or 
adoption and not entitled to any portion of your estate.  
 
If you are a patient in a skilled nursing facility when you execute your advance directive, 
one of your witnesses must be a patient advocate or ombudsman. 
 
Whom should I appoint as my agent? 
 
Your agent is the person you appoint to make decisions about your health care if you 
become unable to make those decisions yourself. Your agent may be a family member or a 
close friend whom you trust to make serious decisions. The person you name as your 
agent should clearly understand your wishes and be willing to accept the responsibility of 
making health care decisions for you.  
 
Your agent cannot be  


 your supervising health care provider,  
 the operator of a community care facility or residential care facility where you 


are receiving care, or 
 the employee of a health care institution where you are receiving care or 


employee of a community care facility or residential care facility where you are 
receiving care, unless:  


o you are related to the employee by blood, marriage, or adoption,  
o the employee is your registered domestic partner, or  
o the employee is your coworker at the facility or institution. 


 
If you have a conservator appointed for you as part of involuntary commitment 
proceedings under the Lanterman-Petris-Short Act, that conservator cannot be appointed 
as your agent unless you are represented by a lawyer who signs a certificate stating that 
you have been advised of your rights.  If this applies to you, you should talk with your 
lawyer about your rights, the applicable law, and the potential consequences involved.  
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You can appoint a second and third person as your alternative agents. An alternative agent 
will step in if the person(s) you name as agent is/are unable, unwilling or unavailable to 
act for you. 
 
Should I add personal instructions to my advance directive? 
 
One of the strongest reasons for naming an agent is to have someone who can respond 
flexibly as your medical situation changes and deal with situations that you did not foresee. 
If you add instructions to this document it may help your agent carry out your wishes, but 
be careful that you do not unintentionally restrict your agent’s power to act in your best 
interest. In any event, be sure to talk with your agent about your future health care and 
describe what you consider to be an acceptable “quality of life.”  
 
What if I change my mind? 
 
Except for the appointment of your agent, you may revoke any portion or all of this 
advance directive at any time and in any way that communicates your intent to revoke.  
This could be by telling your agent or physician that you revoke, by signing a revocation, 
or simply by tearing up your advance directive.   
 
In order to revoke your agent’s appointment, you must either tell your supervising health 
care provider of your intent to revoke or revoke your agents appointment in a signed 
writing.   
 
If you execute a new advance directive, it will revoke the old advance directive to the 
extent of any conflict between the two documents. 
 
Unless you specify otherwise in Part 2, if you designate your spouse as your agent, that 
designation will automatically be revoked by divorce or annulment of your marriage 
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CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE - PAGE 1 OF 13 
 


Explanation 
  
You have the right to give instructions about your own health care. You also 
have the right to name someone else to make health care decisions for you. 
This form lets you do either or both of these things. It also lets you express 
your wishes regarding donation of organs and the designation of your 
primary physician. If you use this form, you may complete or modify all or 
any part of it. You are free to use a different form. 
 
Part 1 of this form is a power of attorney for health care.  Part 1 lets 
you name another individual as agent to make health care decisions for you 
if you become incapable of making your own decisions or if you want 
someone else to make those decisions for you now even though you are 
still capable. You may name an alternate agent to act for you if your first 
choice is not willing, able, or reasonably available to make decisions for you. 
(Your agent may not be an operator or employee of a community care 
facility or a residential care facility where you are receiving care, or an 
employee of the health care institution where you are receiving care, unless 
your agent is related to you, is your registered domestic partner, or is a co-
worker. Your supervising health care provider can never act as your agent.) 
 
Unless the form you sign limits the authority of your agent, your agent may 
make all health care decisions for you. This form has a place for you to limit 
the authority of your agent. You need not limit the authority of your agent if 
you wish to rely on your agent for all health care decisions that may have to 
be made. If you choose not to limit the authority of your agent, your agent 
will have the right to: 
 
(a) Consent or refuse consent to any care, treatment, service, or  
 procedure to maintain, diagnose, or otherwise affect a physical or 


mental condition; 
(b) Select or discharge health care providers and institutions; 
(c) Approve or disapprove diagnostic tests, surgical procedures and  
 programs of medication; 
(d) Direct the provision, withholding, or withdrawal of artificial nutrition  
 and hydration and all other forms of health care, including 


cardiopulmonary resuscitation; and 
(e) Make anatomical gifts, authorize an autopsy, and direct the 
disposition  
 of your remains. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© 2005 National 
Hospice and 
Palliative Care 
Organization 
2011 Revised.  
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CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE - PAGE 2 OF 13 
 


Explanation Continued 
 
Part 2 of this form lets you give specific instructions about any aspect of 
your health care, whether or not you appoint an agent. Choices are provided 
for you to express your wishes regarding the provision, withholding, or 
withdrawal of treatment to keep you alive, as well as the provision of pain 
relief. Space is provided for you to add to the choices you have made or for 
you to write out any additional wishes. If you are satisfied to allow your 
agent to determine what is best for you in making end-of-life decisions, you 
need not fill out part 2 of this form. 
 
Part 3 of this form lets you express an intention to donate your bodily 
organs and tissues following your death. 
 
Part 4 of this form lets you designate a physician to have primary 
responsibility for your health care. 
 
After completing this form, sign and date the form in Part 5. The form must 
be signed by two qualified witnesses or acknowledged before a notary public. 
Give a copy of the signed and completed form to your physician, to any other 
health care providers you may have, to any health care institution at which 
you are receiving care, and to any health care agents you have named. You 
should talk to the person you have named as agent to make sure that he or 
she understands your wishes and is willing to take the responsibility. 
 
You have the right to revoke this advance health care directive or replace this 
form at any time.


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© 2005 National 
Hospice and 
Palliative Care 
Organization 
2011 Revised.  
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CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE — PAGE 3 OF 13 


 
  PART 1:  POWER OF ATTORNEY FOR HEALTH CARE 


 
(1) DESIGNATION OF AGENT: I designate the following individual as my 
agent to make health care decisions for me: 
 
            


 (Name of individual you choose as agent) 
 
            
        (address)                                    (city)  (state)       (zip code) 
 
            
        (home phone)                                            (work phone) 
 


OPTIONAL: If I revoke my agent’s authority or if my agent is not willing, 
able, or reasonably available to make a health care decision for me, I 
designate as my first alternate agent: 
 
            


 (Name of individual you choose as first alternate agent) 
 
            


 (address) 
            
              (city)           (state)                               (zip code) 
 
            
               (home phone)                               (work phone) 
 


OPTIONAL: If I revoke the authority of my agent and first alternate agent 
or if neither is willing, able, or reasonably available to make a health care 
decision for me, I designate as my second alternate agent: 
 
            


 (Name of individual you choose as second alternate agent) 
 


            
 (address) 


            
              (city)           (state)                               (zip code) 
            
        (home phone)                                    (work phone) 


 
INSTRUCTIONS 
 
 
 
 
 
 
 
PRINT THE NAME, 
HOME ADDRESS 
AND HOME AND 
WORK TELEPHONE 
NUMBERS OF YOUR 
PRIMARY 
AGENT 
 
 
 
 
 
PRINT THE NAME, 
HOME ADDRESS 
AND HOME AND 
WORK TELEPHONE 
NUMBERS OF YOUR 
FIRST ALTERNATE 
AGENT 
(OPTIONAL) 
 
 
 
 
 
 
PRINT THE NAME, 
HOME ADDRESS 
AND HOME AND 
WORK TELEPHONE 
NUMBERS OF YOUR 
SECOND 
ALTERNATE 
AGENT 
(OPTIONAL) 
 
 
 
 
 
© 2005 National 
Hospice and 
Palliative Care 
Organization 
2011 Revised.  
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CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE — PAGE 4 OF 13 


 
 
(2) AGENT’S AUTHORITY: My agent is authorized to make all health care 
decisions for me, including decisions to provide, withhold, or withdraw 
artificial nutrition and hydration, and all other forms of health care to keep 
me alive, except as I state here:  
            
            
            
            
            
(Add additional sheets if needed.) 
 
(3) WHEN AGENT’S AUTHORITY BECOMES EFFECTIVE: My agent’s 
authority becomes effective when my primary physician determines that I 
am unable to make my own health care decisions unless I mark the 
following box. If I mark this box [      ], my agent’s authority to make 
health care decisions for me takes effect immediately.  
 
(4) AGENT’S OBLIGATION: My agent shall make health care decisions for 
me in accordance with this power of attorney for health care, any 
instructions I give in Part 2 of this form, and my other wishes to the 
extent known to my agent. To the extent my wishes are unknown, my 
agent shall make health care decisions for me in accordance with what my 
agent determines to be in my best interest. In determining my best 
interest, my agent shall consider my personal values to the extent known 
to my agent. 
 
(5) AGENT’S POSTDEATH AUTHORITY: My agent is authorized to make 
anatomical gifts, authorize an autopsy, and direct disposition of my 
remains, except as I state here, in paragraph (2) above, or in Part 3 of 
this form: 
____________________________________________________________ 
 
____________________________________________________________ 
 
____________________________________________________________ 
 
(6) NOMINATION OF CONSERVATOR: If a conservator of my person 
needs to be appointed for me by a court, I nominate the agent designated 
in this form. If that agent is not willing, able, or reasonably available to 
act as conservator, I nominate the alternate agents whom I have named, 
in the order designated. 


 
 
 
 
ADD  
INSTRUCTIONS 
HERE ONLY IF YOU 
WANT TO LIMIT 
THE POWER OF 
YOUR AGENT 
 
 
 
 
 
 
 
 
 
INITIAL THE BOX IF 
YOU WISH YOUR 
AGENT’S 
AUTHORITY TO 
BECOME EFFECTIVE 
IMMEDIATELY 
 
 
CROSS OUT AND 
INITIAL ANY 
STATEMENTS IN 
PARAGRAPHS 4, 5, 
OR 6 THAT DO NOT 
REFLECT YOUR 
WISHES 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© 2005 National 
Hospice and 
Palliative Care 
Organization 
2011 Revised.  
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CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE — PAGE 5 OF 13 
 


PART 2:  INSTRUCTIONS FOR HEALTH CARE 
 
If you fill out this part of the form, you may strike any wording you do not 
want. 
 
(7) END-OF-LIFE DECISIONS: I direct that my health care providers and 
others involved in my care provide, withhold, or withdraw treatment in 
accordance with the choice I have marked below: (Initial only one box) 


 
[     ] (a) Choice NOT To Prolong Life 
I do not want my life to be prolonged if (1) I have an incurable and 
irreversible condition that will result in my death within a relatively 
short time, (2) I become unconscious and, to a reasonable degree 
of medical certainty, I will not regain consciousness, or (3) the 
likely risks and burdens of treatment would outweigh the expected 
benefits,  
 
OR 
 
[     ] (b) Choice To Prolong Life 
I want my life to be prolonged as long as possible within the limits 
of generally accepted health care standards. 


 
(8) RELIEF FROM PAIN: Except as I state in the following space, I direct 
that treatment for alleviation of pain or discomfort should be provided at 
all times even if it hastens my death: 
____________________________________________________________ 
 
____________________________________________________________ 
 
____________________________________________________________ 
 
____________________________________________________________ 
 
____________________________________________________________ 
 
____________________________________________________________ 
 
____________________________________________________________ 
 
____________________________________________________________ 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
INITIAL THE 
PARAGRAPH 
THAT BEST 
REFLECTS YOUR 
WISHES 
REGARDING 
LIFE-SUPPORT 
MEASURES 
 
 
 
 
 
 
 
 
 
 
ADD INSTRUCTIONS 
HERE ONLY IF YOU 
WANT TO LIMIT 
PAIN RELIEF OR 
COMFORT CARE 
 
 
 
 
 
 
 
 
 
© 2005 National 
Hospice and 
Palliative Care 
Organization 
2011 Revised.  
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CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE — PAGE 6 OF 13 
 
 
 (9) OTHER WISHES: (If you do not agree with any of the optional choices 
above and wish to write your own, or if you wish to add to the instructions 
you have given above, you may do so here.) I direct that: 
            
 
            
 
            
 
            
 
            
 
            
 
            
 
            
 
            
 
            
 
            
 
            
 
            
 
            
 
            
 
            
 
            
 
            


(Add additional sheets if needed.) 


 
 
 
 
ADD OTHER 
INSTRUCTIONS, IF 
ANY, REGARDING 
YOUR ADVANCE 
CARE PLANS 
 
THESE 
INSTRUCTIONS CAN 
FURTHER ADDRESS 
YOUR HEALTH CARE 
PLANS, SUCH AS 
YOUR WISHES 
REGARDING 
HOSPICE 
TREATMENT, BUT 
CAN ALSO ADDRESS 
OTHER ADVANCE 
PLANNING ISSUES, 
SUCH AS YOUR 
BURIAL WISHES 
 
ATTACH 
ADDITIONAL PAGES 
IF NEEDED 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© 2005 National 
Hospice and 
Palliative Care 
Organization 
2011 Revised.  
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CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE — PAGE 7 OF 13 
 


PART 3:  DONATION OF ORGANS AT DEATH 
(OPTIONAL) 


 
(10) Upon my death: (initial applicable box) 
 


[       ] (a) I do not give any of my organs, tissues, or parts and do  
                not want my agent, conservator, or family to make a  
                donation on my behalf, 
 


[       ] (b) I give any needed organs, tissues, or parts, 
 


OR 
 


[       ] (c) I give the following organs, tissues, or parts only 
 


          
          
          
 
My gift is for the following purposes: 
(strike any of the following you do not want) 
          (1) Transplant 
          (2) Therapy 
          (3) Research 
          (4) Education 


 


 
 
 
 
 
ORGAN 
DONATION 
(OPTIONAL) 
 
INITIAL THE BOX 
THAT AGREES WITH 
YOUR WISHES 
ABOUT ORGAN 
DONATION 
 
 
 
 
 
 
 
 
 
 
STRIKE THROUGH 
ANY USES YOU DO 
NOT AGREE TO 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© 2005 National 
Hospice and 
Palliative Care 
Organization 
2011 Revised.  
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CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE — PAGE 8 OF 13 
 


PART 4:  PRIMARY PHYSICIAN 
(OPTIONAL) 


 


(11) I designate the following physician as my primary physician: 
 
                    


 (name of physician) 
                    


 (address) 
                    
                (city)             (state)                      (zip code) 
                    


 (phone) 
 
 


OPTIONAL: If the physician I have designated above is not willing, able, 
or reasonably available to act as my primary physician, I designate the 
following physician as my primary physician: 
 
                    
 (name of physician) 
 


                    
 (address) 


                    
                (city)             (state)                      (zip code) 
                    


(phone) 
 
 
 
 
 
 
 
 
 
 
 
(12) EFFECT OF COPY: A copy of this form has the same effect as the original. 
 


 
 
 
 
 
 
PRINT THE NAME, 
ADDRESS AND 
TELEPHONE 
NUMBER OF YOUR 
PRIMARY 
PHYSICIAN 
(OPTIONAL) 
 
 
 
 
 
 
 
PRINT THE NAME, 
ADDRESS AND 
TELEPHONE 
NUMBER OF YOUR 
ALTERNATE 
PRIMARY 
PHYSICIAN 
(OPTIONAL) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© 2005 National 
Hospice and 
Palliative Care 
Organization 
2011 Revised.  
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CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE - PAGE 9 OF 13 
 


 
PART 5:  EXECUTION 


 
This Health Care Directive will not be valid unless it is EITHER: 
 
(A) Signed by two (2) qualified adult witnesses who are personally 
known to you and who are present when you sign or acknowledge your 
signature.  Your witnesses may not be 


 your health care provider or an employee of your health care 
provider, 


 the operator or an employee of a community care facility, 
 the operator or an employee of a residential care facility for 


the elderly, or 
 the person you have appointed as an agent, if you have 


appointed an agent.  
 
In addition, one of your witnesses must be unrelated to you by blood, 
marriage, or adoption and not entitled to any portion of your estate.  
(Use Alternative 1, below, if you decide to have your signature 
witnessed.) 
 
OR 
 
(B) Witnessed by a notary.  (Use Alternative 2, below (page 12), if 
you decide to have your signature notarized.) 
 
 
 
 
 
 
 
 
 
 
If you are a patient in a skilled nursing facility when you execute your 
advance directive, one of your witnesses must be a patient advocate or 
ombudsman.  This witness must sign the statement on page 13, even if 
you have had your advance directive notarized. 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
IF YOU CHOOSE TO 
SIGN WITH 
WITNESSES, USE 
ALTERNATIVE 1, 
BELOW 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
IF YOU CHOOSE TO 
HAVE YOUR 
SIGNATURE 
NOTARIZED, USE 
ALTERNATIVE 2, 
BELOW (PAGE 12) 
 
 
 
 
THERE ARE SPECIAL 
WITNESSING 
REQUIREMENTS IF 
YOU LIVE IN A 
SKILLED NURSING 
FACILITY 
 
© 2005 National 
Hospice and 
Palliative Care 
Organization 
2011 Revised.  
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CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE - PAGE 10 OF 13 
 


OPTION 1:  Sign before a Witness 
 
_______________________ ___________________________________ 


(date)         (sign your name) 
__________________________________________________________ 


(print your name) 
__________________________________________________________ 


(address) 
__________________________________________________________ 


(city)   (state)    (zip code) 
 
STATEMENT OF WITNESSES 
I declare under penalty of perjury under the laws of California (1) that the 
individual who signed or acknowledged this advance health care directive is 
personally known to me, or that the individual’s identity was proven to me by 
convincing evidence, (2) that the individual signed or acknowledged this 
advance directive in my presence, (3) that the individual appears to be of 
sound mind and under no duress, fraud, or undue influence, (4) that I am not 
a person appointed as an agent by this advance directive, and (5) that I am 
not the individual’s health care provider, an employee of the individual’s 
health care provider, the operator of a community care facility, an employee 
of an operator of a community care facility, the operator of a residential care 
facility for the elderly, nor an employee of an operator of a residential care 
facility for the elderly. 
 


First Witness: 
__________________________  _______________________________ 


(date)     (signature of witness) 
__________________________________________________________
   (printed name of witness) 
__________________________________________________________ 


(address) 
__________________________________________________________ 


(city)   (state)    (zip code) 
 
 
Second Witness:  
______________________ ____________________________________ 


(date)            (signature of witness) 
__________________________________________________________
   (printed name of witness) 
__________________________________________________________ 


 (address) 
__________________________________________________________ 
                           (city)             (state)       (zip code) 


 
 
 
 
 
 
SIGN AND DATE 
THE DOCUMENT 
AND THEN PRINT 
YOUR NAME AND 
ADDRESS 
 
 
 
 
 
 
 
WITNESSING 
PROCEDURE 
 
 
 
 
 
 
 
BOTH OF YOUR 
WITNESSES MUST 
AGREE WITH THIS 
STATEMENT 
 
 
 
ONE WITNESS 
MUST ALSO SIGN 
THE STATEMENT 
ON PAGE 11 
 
 
 
 
HAVE YOUR 
WITNESSES SIGN 
AND DATE THE 
DOCUMENT AND 
THEN PRINT THEIR 
NAME AND 
ADDRESS 
 
 
© 2005 National 
Hospice and 
Palliative Care 
Organization 
2011 Revised.  
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CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE - PAGE 11 OF 13 
 
 


ADDITIONAL WITNESS STATEMENT 
I further declare under penalty of perjury under the laws of California that 
I am not related to the individual executing this advance health care 
directive by blood, marriage, or adoption, and, to the best of my 
knowledge, I am not entitled to any part of the individual’s estate upon 
his or her death under a will now existing or by operation of law. 
 


__________________________ ________________________________ 
(date)     (signature of witness) 


 


 


 
 
 
 
ONE OF YOUR 
WITNESSES MUST 
ALSO SIGN THIS 
STATEMENT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© 2005 National 
Hospice and 
Palliative Care 
Organization 
2011 Revised.  
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CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE - PAGE 12 OF 13 
 


ALTERNATIVE NO. 2:  NOTARY PUBLIC 
 
 
 


_______________________ ___________________________________ 
(date)         (sign your name) 


__________________________________________________________ 
(print your name) 


__________________________________________________________ 
(address) 


__________________________________________________________ 
(city)   (state)    (zip code) 


 
 
 
State of California                        ) 
                                                 ) SS. 
County of ___________________ ) 
 


On _____________________ before me,_________________________ 
(insert name of notary public) 


personally appeared _________________________________________, 
                      (insert the name of principal) 


 


Who proved to me on the basis of satisfactory evidence to be the 
person(s) is/are subscribed to the within instrument and acknowledged to 
me that he/she/they executed the same in his/her/their authorized 
capacity(ies), and that by his/her their signature(s) on the instrument the 
person(s), or the entity upon behalf of which the person(s) acted, 
executed the instrument.  
 


I certify under PENALTY OF PERJURY under the laws of the state of 
California that the foregoing paragraph is true and correct.  
 


WITNESS my hand and official seal. 
 
 
 


NOTARY SEAL    
 
 
 
 
 
______________________________________________ 


(signature of notary) 


 
 
 
 
 
 
 
 
SIGN AND DATE 
THE DOCUMENT 
AND THEN PRINT 
YOUR NAME AND 
ADDRESS 
 
 
 
 
 
 
 
 
A NOTARY PUBLIC 
MUST FILL OUT 
THIS PORTION OF 
THE FORM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© 2005 National 
Hospice and 
Palliative Care 
Organization 
2011 Revised.  
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CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE - PAGE 13 OF 13 
 
 
STATEMENT OF PATIENT ADVOCATE OR OMBUDSMAN 
I declare under penalty of perjury under the laws of California that I am 
a patient advocate or ombudsman as designated by the State 
Department of Aging and that I am serving as witness as required by 
section 4675 of the Probate Code. 
 
__________________________ ________________________________ 


(date)     (signature) 
__________________________________________________________
            (printed name) 
 
__________________________________________________________
               (address) 
 
__________________________________________________________ 
                       (city)             (state)       (zip code) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Courtesy of Caring Connections 
1731 King St., Suite 100, Alexandria, VA  22314 


www.caringinfo.org, 800/658-8898 


 
 
 
 
 
THIS SECTION 
MUST BE 
COMPLETED 
BY A PATIENT 
ADVOCATE OR 
OMBUDSMAN IF 
YOU ARE A 
RESIDENT IN A 
SKILLED NURSING 
FACILITY 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© 2005 National 
Hospice and 
Palliative Care 
Organization 
2011 Revised.  
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You Have Filled Out Your Health Care Directive, Now What? 


 
1. Your California Advance Health Care Directive is an important legal document.  Keep 


the original signed document in a secure but accessible place.  Do not put the original 
document in a safe deposit box or any other security box that would keep others from 
having access to it. 
 


2. Give photocopies of the signed original to your agent and alternate agent, doctor(s), 
family, close friends, clergy, and anyone else who might become involved in your 
healthcare. If you enter a nursing home or hospital, have photocopies of your 
document placed in your medical records. 
 


3. Be sure to talk to your agent(s), doctor(s), clergy, family, and friends about your wishes 
concerning medical treatment. Discuss your wishes with them often, particularly if your 
medical condition changes. 


 
4. California maintains an Advance Directive Registry.  By filing your advance directive 


with the registry, your health care provider and loved ones may be able to find a copy 
of your directive in the event you are unable to provide one.  You can read more about 
the registry, including instructions on how to file your advance directive, at 
http://www.sos.ca.gov/ahcdr/forms.htm.  


 
5. You may also want to save a copy of your form in an online personal health records 


application, program, or service that allows you to share your medical documents with 
your physicians, family, and others who you want to take an active role in your advance 
care planning.  


 
6. If you want to make changes to your documents after they have been signed and 


witnessed, you must complete a new document. 
 


7. Remember, you can always revoke your California document. 
 


8. Be aware that your California document will not be effective in the event of a medical 
emergency.  Ambulance and hospital emergency department personnel are required to 
provide cardiopulmonary resuscitation (CPR) unless they are given a separate directive 
that states otherwise. These directives called “prehospital medical care directives” or 
“do not resuscitate orders” are designed for people whose poor health gives them little 
chance of benefiting from CPR. These directives instruct ambulance and hospital 
emergency personnel not to attempt CPR if your heart or breathing should stop.   
 
Currently not all states have laws authorizing these orders. We suggest you speak to 
your physician if you are interested in obtaining one. Caring Connections does not 
distribute these forms. 
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Staying Healthy  
Assessment 


Senior 


 


Patient’s Name (first & last) 


 


Date of Birth 


 


 Female 


 Male 


Today’s Date 


 


Person Completing Form (if patient needs help) 


 


 Family Member   Friend   


 Other (Specify)  


Need help with form? 


     Yes     No 


Please answer all the questions on this form as best you can.  Circle “Skip” if you do not know an 
answer or do not wish to answer.  Be sure to talk to the doctor if you have questions about anything 
on this form.  Your answers will be protected as part of your medical record. 


Need Interpreter? 


  Yes     No 


Clinic Use Only: 


1 
Do you drink or eat 3 servings of calcium-rich foods daily, such 


as milk, cheese, yogurt, soy milk, or tofu? 
Yes No Skip 


Nu t r i t i on  


 


2 Do you eat fruits and vegetables every day?   Yes No Skip 
 


3 Do you limit the amount of fried food or fast food that you eat?  Yes No Skip 
 


4 Are you easily able to get enough healthy food? Yes No Skip 
 


5 
Do you drink a soda, juice drink, sports or energy drink most 


days of the week? 
No  Yes Skip 


 


6 Do you often eat too much or too little food?   No  Yes Skip 
 


7 Do you have difficulty chewing or swallowing?   No  Yes Skip 
 


8 Are you concerned about your weight? No  Yes Skip 
 


9 
Do you exercise or spend time doing activities, such as walking, 


gardening, or swimming for at least ½ hour a day? 
Yes No Skip 


Ph ys i ca l  Ac t i v i t y  


 


10 Do you feel safe where you live? Yes No Skip 
Saf e t y  


 


11 Do you often have trouble keeping track of your medicines? No  Yes Skip 
 


12 Are family members or friends worried about your driving? No  Yes Skip 
 


13 Have you had any car accidents lately?   No  Yes Skip 
 


14 Do you sometimes fall and hurt yourself, or is it hard to get up? No  Yes Skip 
 


15 
Have you been hit, slapped, kicked, or physically hurt by 


someone in the past year? 
No  Yes Skip 


 


16 Do you keep a gun in your house or place where you live?   No  Yes Skip 
 


17 Do you brush and floss your teeth daily? Yes No Skip 
Den ta l  H ea l t h  


 


18 Do you often feel sad, hopeless, angry, or worried? No  Yes Skip 
Men ta l  H ea l t h  


 


19 Do you often have trouble sleeping? No  Yes Skip 
 


20 
Do you or others think that you are having trouble remembering 


things? 
No  Yes Skip 
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Clinic Use Only Counseled Referred Anticipatory 
Guidance 


Follow-up 
Ordered 


Comments: 
 


 Nutrition   


 Physical activity   


 Safety   


 Dental Health 


 Mental Health   


 Alcohol, Tobacco, Drug Use 


 Sexual Issues 


 Independent Living 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  Patient Declined the SHA 


PCP’s Signature: Print Name:  Date: 


SHA ANNUAL REVIEW 
PCP’s Signature: Print Name:  Date: 


PCP’s Signature: Print Name:  Date: 


PCP’s Signature: Print Name:  Date: 


PCP’s Signature: Print Name:  Date: 


 


21 Do you smoke or chew tobacco? No  Yes Skip 
Alc oh o l ,  Tob acco ,   


Dru g  Us e  


 


22 
Do friends or family members smoke in your house or where 


you live?   
No  Yes Skip 


 


23 
In the past year, have you had 4 or more alcohol drinks in one 


day? 
No  Yes Skip 


 


24 
Do you use any drugs or medicines to help you sleep, relax, 


calm down, feel better, or lose weight? 
No  Yes Skip 


 


25 


Do you think you or your partner could have a sexually 


transmitted infection (STI), such as Chlamydia, Gonorrhea, 


genital warts, etc.? 


No  Yes Skip 


Sexu a l  Is su es  


 


26 
Have you or your partner(s) had sex with other people in the 


past year? 
No  Yes Skip 


 


27 
Have you or your partner(s) had sex without a condom in the 


past year? 
No  Yes Skip 


 


28 Have you ever been forced or pressured to have sex? No  Yes Skip 
 


29 
Do you have someone to help you make decisions about your 


health and medical care? 
Yes No  Skip 


Independent Living  


30 
Do you need help bathing, eating, walking, dressing, or using 


the bathroom? 
No  Yes Skip 


 


31 
Do you have someone to call when you need help in an 


emergency?   
Yes No  Skip 


 


32 Do you have other questions or concerns about your health? No  Yes Skip 
O t h e r  Q u e s t i o n s  


 
If yes, please describe: 
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2020 Adult Preventive Health Care Guidelines for Providers 
 


The best practice recommendations detailed below represent services that are considered medically necessary by Select 
Healthcare System, IPA for the prevention of certain diseases and medical conditions in adults. SHCS strongly 
recommends that all members receive the necessary preventive services, leading to improved healthcare quality and 
outcomes. 


 
Frequency of Physical Examination 


 
All members should visit their physician on a regular basis. A baseline physical exam visit should occur for all new non- 
pregnant adult members regardless of age, within the first 90 days of enrollment. Pregnant members should be seen 
within the first 14 days of enrollment.  Recommendations for periodic health exam visits for asymptomatic adults include: 


 
 Ages: 18 to 39 years: Exam frequency: every 1 to 3 years (annual Pap smears are indicated for females 


unless 3 consecutive normal smears, allowing pap smears every 3 years). (Note: In some markets, 21 to 39 years). 


 Ages 40 to 64 years: Exam Frequency: every 1 to 2 years based on risk factors 
 Ages 65 and Over: Exam frequency: every year 


 
Age Screening Frequency 


 Adolescents 18 and older 
 Adults 21 and older 


Blood Pressure, Height, Body 
Mass Index (BMI),  Alcohol Use 


Annually, 18-21 years. After 21, every 1-
2 years or per PCP recommendations 


 Adults 21 years of age and older, especially if 
at high risk 


Cholesterol Every 5 years 
(More frequent if elevated) 


 Female 21 years of age and older Pap Smear and Chlamydia Every 1-3 Years or per 
PCP’s recommendations 


 Female 40 years and older Mammography Every 1-2 years 
 50 years and older 
 50 years and older 


Colorectal Hearing 
Screening 


Periodically depending upon 
test Periodically 


 Female > 65 years old, or > 60 years at risk 
 
 
 65 years and older, or younger for those that 


have diabetes or other risk factors 


Osteoporosis (Bone Mass 
Measurement) 


 
Vision including glaucoma or 
diabetic retinal exam as needed 


Every two years or per 
PCP’s recommendations 


 
Every two years for routine exams or 
Annual  if Diabetic or other risk 


 


Prevention 
 


 Discuss aspirin to prevent cardiovascular events. 
 Men – 40 years and older periodically 
 Women – 50 years and older periodically 


 Discuss the importance of preventive exams (mammograms and breast self-examination for women at high  
risk and who have family history). 


 Discuss prostate-specific antigen (PSA) test and rectal exam for men after 40 years old per PCP discretion. 
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Counseling 
 


 Calcium Intake: 1,000mg/day (women age 18-50 years old), 1200-1500 mg/day (women >50 years). 
 Folic Acid: 0.4 mg/day (women of childbearing age); women who have had children with Neural Tube Defects 


(NTD) should take 4 mg/day. 
 Miscellaneous Topics: tobacco cessation, drug/alcohol use, STDs/HIV, nutrition, breastfeeding (for pregnant 


women) physical activity, sun exposure, oral health, injury prevention, medication lists, and advanced directives. 
 
 


Immunizations 
 
 
 


Immunization*  (see attached schedule) 
Tetanus-Diphtheria and acellular 
pertussis (Td/Tdap) 


18 years and older, Tdap: Substitute 1-time dose of Tdap for Td then boost with 
Td every 10 years 


Varicella (VZV) All adults without evidence of immunity to varicella should receive 2 doses of 
single-antigen varicella vaccine if not previously vaccinated or the second dose if 
they have received only 1 dose,. 


Measles, Mumps, Rubella (MMR) Adults born during or after 1957 should receive 1-2 doses 
Pneumococcal polysaccharide 
(PPSV) 


65 years of age and older, all adults who smoke or have certain chronic medical 
conditions – 1 dose may, need a 2nd dose if identified at risk. 


Seasonal Influenza All adults annually 
Hepatitis A Vaccine (HepA) All unvaccinated individual who anticipate close contact with an international 


adoptee or those with certain high-risk behaviors. 
Hepatitis B vaccine (HepB) Adults at risk, 18 years of age and older – 3 doses 
Meningococcal conjugate vaccine 
(MCV) 


College freshmen living in dormitories not previously vaccinated with MCV and 
others at risk, 18 years of age and older – 1 dose. Meningococcal polysaccharide 
vaccine) is preferred for adults aged > 56 years. 


Human Papillomavirus (HPV)** * For eligible members through 26 years of age (three dose series) 
Zoster Age 60 and older 1 dose 
Haemophilus Influenza 
type b (Hib) 


For eligible members who are at high-risk and who have not previously received 
Hib vaccine (1 dose) 


 
* Unless there is a medical reason not to get a specific vaccine 
**Subject to individual state coverage. 


 


Hepatitis C Testing 
(Source: CDC, 2012) 


 
Due to a steady increase in deaths among individuals born between 1945 and 1965 (“baby boomers”), testing for hepatitis 
C is recommended for those born during this time. Baby boomers are five times more likely than other American adults to 
be infected; over 75% of American adults with hepatitis C are baby boomers. New treatments are available which can 
cure up to 75% of hepatitis C cases. 
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Recommended Immunization Schedule – United States, 2017 
Footnotes available at http://www.cdc.gov/vaccines/schedules/downloads/adult/adult-schedule.pdf 
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MD PARTNERS, INC. 


 
 


 


 


11770 Warner Ave., Suite 222 


Fountain Valley, CA 92827 


Phone: 657‐217‐4500 * Fax: 657‐217‐4501 


Toll Free: 855‐489‐4639 * TTY: 711 (CA Relay Service) 
Preventive Care Plan 


Adult Male 


             Date: 


Members Name:    


Due Test How Often Notes – Appointment dates. Contact information. Dates to be 
completed by:  


General Health  
 
 
 
 
 
Every year 


 
 
 


 


☐ Physical Exam 


☐All Vitals 
☐BP Goals < 149/90 
☐Plain Assessment – 
65+ 
☐Vision Assessment  
☐Hearing Assessment 
☐*Exercise Education 


☐Height  
☐Weight 
☐Body Mass Index 
(BMI) 
☐*Advance Directive 
☐*Medication 
Adherence 
☐*Fall Precaution 
Education 


Health Screening   


☐ Cholesterol / Lipid Levels 
 LDL Goal < 100 


 
Every year 


 


☐ Diabetic – All Diabetics 
 Lab Tests – HemoA1C 


Every 3 
months 


 


 Cholesterol / Urine Test Once yearly  
 Retinal Eye Exam Every year  


☐ Prostate 
 Digital Rectal Exam 


After the age 
of 50 


 


  Blood Test PSA After the age 
of 50 (as 


indicated by 
physician) 


☐ Colorectal – All adults 51-75 years of age 
 Fecal Occult Blood Testing 


 
Every year 


 


 Colonoscopy Every 10 
years 


Immunizations    


☐ Flu Vaccine 
 


Every year  


☐ Pneumococcal – Age 65+ 
 


Once in a 
lifetime 


 


☐ T-DAP 
 


Once in a 
lifetime 


 


☐ Tetanus, Diphtheria, Pertusis 
 


One dose 
every 10 
years 


 


☐ Zoster – Age 65+ 
 


Once in a 
lifetime 


 


 


Remember to always take your medications as prescribed. If you have any questions about your medications, ask your personal Coach, or advocate, 
to assist you by helping find answers to your questions by your Pharmacist, and/or Primary Care Physician. 


If you need assistance with transportation, and/or scheduling your appointments, please call your representative at   
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Preventive Care Plan 


Adult Female 


             Date: 


Members Name:    


Due Test How Often Notes – Appointment dates. Contact information. Dates to be 
completed by:  


General Health  
 
 
 
 
 
Every year 


 
 
 


 


☐ Physical Exam 


☐All Vitals 
☐BP Goals < 149/90 
☐Plain Assessment – 
65+ 
☐Vision Assessment  
☐Hearing Assessment 
☐*Exercise Education 


☐Height  
☐Weight 
☐Body Mass Index 
(BMI) 
☐*Advance Directive 
☐*Medication 
Adherence 
☐*Fall Precaution 
Education 


Health Screening   


☐ Cholesterol / Lipid Levels 
 LDL Goal < 100 


 
Every year 


 


☐ Diabetic – All Diabetics 
 Lab Tests – HemoA1C 


Every 3 
months 


 


 Cholesterol / Urine Test Once yearly  
 Retinal Eye Exam Every year  


☐ Clinical Breast Exam Every year  


☐ Mammogram – Ages 50-74 Every year 


☐ PAP Exam – Ages 18-64 Every year 


☐ Colorectal – All adults 51-75 years of age 
 Fecal Occult Blood Testing 


 
Every year 


 


 Colonoscopy Every 10 
years 


Bone Health   


☐ Bone Mass density Initial test at 
65, (then as 
physician 
directed) 


 


Immunizations    


☐ Flu Vaccine 
 


Every year  


☐ Pneumococcal – Age 65+ 
 


Once in a 
lifetime 


 


☐ T-DAP 
 


Once in a 
lifetime 


 


☐ Tetanus, Diphtheria, Pertusis 
 


One dose 
every 10 
years 


 


☐ Zoster – Age 65+ 
 


Once in a 
lifetime 


 


 


Remember to always take your medications as prescribed. If you have any questions about your medications, ask your personal Coach, or advocate, 
to assist you by helping find answers to your questions by your Pharmacist, and/or Primary Care Physician. If you need assistance with 
transportation, and/or scheduling your appointments, please call your representative at   
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PROVIDER DISPUTE RESOLUTION REQUEST 
 


 


  [   ] CHECK HERE IF ADDITIONAL  
        INFORMATION IS ATTACHED   
        (Please do not staple) 
ICE Approved 10/5/07, effective 1/1/08                   


 
 


 
 
 
 
 
 
 
 
 
 
 


*PROVIDER NPI: PROVIDER TAX ID:  
*PROVIDER NAME:   


PROVIDER ADDRESS: 


 
 


PROVIDER TYPE      MD      Mental Health Professional      Mental Health Institutional       Hospital        ASC      
  SNF         DME        Rehab      Home Health        Ambulance    Other ____________________________ 


                 (Please specify type of “other”) 
CLAIM INFORMATION    Single   Multiple “LIKE” Claims (complete attached spreadsheet) Number of claims:___ 
 


* Patient Name: 
 
 


Date of Birth: 


* Health Plan ID Number: 
 
 
 


Patient Account Number: Original Claim ID Number:  (If multiple claims, use 
attached spreadsheet) 


Service “From/To” Date: ( * Required for Claim, Billing, and 
Reimbursement Of Overpayment Disputes) 
 
 


Original Claim Amount Billed: Original Claim Amount Paid:


 
 
 


 
 
 


Contact Name (please print)  Title  Phone Number 
   


    (          ) 
Signature  Date  Fax Number 


 


* DESCRIPTION OF DISPUTE: 
 
 
 


EXPECTED OUTCOME: 
 
 
 


INSTRUCTIONS 
 Please complete the below form.  Fields with an asterisk ( * ) are required. 
 Be specific when completing the DESCRIPTION OF DISPUTE and EXPECTED OUTCOME. 
 Provide additional information to support the description of the dispute.  Do not include a copy of a claim that 


was previously processed. 
 Multiple “LIKE” claims are for the same provider and dispute but different members and dates of service. 
 For routine follow-up, please use the Claims Follow-Up Form instead of the Provider Dispute Resolution Form. 
 Mail the completed form to:     MD Partners, Inc. 


C/o: MedLogix MSO, LLC 
16027 Brookhurst St., Suite I-109 
Fountain Valley, CA 92708 


DISPUTE TYPE 
 Claim  Seeking Resolution Of A Billing Determination


  


 Appeal of Medical Necessity / Utilization Management Decision  Contract Dispute 
 


 Disputing Request For Reimbursement Of Overpayment  Other: 


For Health Plan/RBO Use Only 
TRACKING NUMBER ________________________  PROV ID# __________  
  


CONTRACTED  _____        NON-CONTRACTED _____  







PROVIDER DISPUTE RESOLUTION REQUEST 
For use with multiple “LIKE” claims (claims disputed for the same reason) 


 


  [   ] CHECK HERE IF ADDITIONAL  
        INFORMATION IS ATTACHED     
        (Please do not staple) 
ICE Approved 10/5/07, effective 1/1/08                   


 
 


 


 
Page ______ of ______


 


* Patient Name 
Date of 
Birth 


* Health Plan ID 
Number Original Claim ID Number 


* Service From/To 
Date 


Original Claim 
Amount Billed 


Original Claim 
Amount Paid Last First 


1 
               


2 
                


3 
                


4 
                


5 
                


6 
                


7 
                


8 
                


9 
                


10 
                


11 
         


12 
         


13 
         


14 
         


15 
         







PROVIDER DISPUTE RESOLUTION REQUEST 
 


Tracking Form  
(For Optional Use by Health Plan/Delegated Provider) 


ICE Approved 10/5/07, effective 1/1/08         


 
 


 
 
 
 
 
 


f.1.  DISPUTE TYPE:       CLAIM        APPEAL OF MEDICAL NECESSITY/UM DECISION           BILLING DETERMINATION   
       
 


   OVERPAYMENT DISPUTE               CONTRACT DISPUTE             OTHER _______________________________                 
         (Please specify type of “other”) 


 
f.2.  PROVIDER TYPE:        PROFESSIONAL        INSTITUTIONAL    OTHER 


g.  DATE DISPUTE ACKNOWLEDGED: 
 


h.  TURNAROUND TIME (g – c): 


 


TYPE OF LETTER SENT: (List the various ICE letters as applicable) 
 
 
IF NO ADDITIONAL INFORMATION REQUESTED: 
 
j.  DATE OF ACTION: 
 
 


k.  ACTION TURNAROUND TIME 
(j – c): 


l.  TYPE OF ACTION  
  UPHELD 
  OVERTURNED 
  OTHER 


 


IF ADDITIONAL INFORMATION REQUESTED: 
 


m.  DATE ADDITIONAL INFO REQUESTED: 
 
 


n.  TURNAROUND TIME (m – c): 


o.  DATE ADDITIONAL INFO RECEIVED: p.  RECEIPT TURNAROUND TIME (o – m): 
 
 


q.  DATE OF ACTION: r.  ACTION TURNAROUND TIME 
(q – o): 
 


s.  TYPE OF ACTION  
  UPHELD 
  OVERTURNED 
  OTHER 


 


 
 


TRACKING NUMBER: 
 


PROVIDER ID or NPI#: 


a.  PROVIDER NAME: 
 


b.  CONTRACTED PROVIDER:    _____ YES  _____ NO 


c.  DATE DISPUTE RECEIVED (Date Stamped):  
 
 


d.  DATE OF INITIAL PAYMENT OR ACTION: 


e.  WAS DISPUTE RECEIVED WITHIN TIMEFRAME?   (c – d)     _____YES      _____ NO   (If NO, should be returned 
to provider without action)


ACTION (If decided in whole or part on behalf of provider, apply appropriate interest to payment or partial 
payment and make payment within 5 days of issuing determination): 
 
 
 


INSTRUCTIONS 
 This optional form may be used to track the status, time-frames and disposition of the Provider Dispute 


Resolution.   
 The entity processing the Provider Dispute Resolution should track the following information internally for 


ensuring compliance with regulations and for later reporting to the appropriate entity. 


COMPLETE DESCRIPTION OF DETERMINATION RATIONALE: 
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16027 Brookhurst St.., Suite I-109 
Fountain Valley, CA 92708 


Phone: 657-217-4500 * Fax: 657-217-4501 


I.1 INTRODUCTION OF: 
        


 A. The IPA’s is  an  Independent Practice  Association  ("IPA'' or "the IPA") with a select network 
of providers based in Northern California Counties with Hospital Coverage that will serve 
populations with Medicare Advantage or Dual Eligible Coverage. 
 
The IPA is overseen by an executive board, Utilization Management (“UM”), Quality 
Management (“QM”) and Credentialing Committees, and a Medical Director. The IPA has 
contracted with MedLogix MSO, LLC for its administrative and operational functions. 
 


B. MedLogix MSO, LLC (MLMSO) management team and staff is committed to providing 
consistent, excellent service to its clients. 
 
The MSO believes that in order for the company to be successful it must make its clients 
successful. MSO provides complete medical management services and is totally dedicated 
to excellent customer service to the IPAs/Medical Groups we manage, contracted providers, 
contracted health plans, enrolled members/enrollees, affiliated hospitals, and other 
organizations. As an added value, the MSO utilizes our consulting experience and 
expertise to advice clients about the circumstances, options, and potential consequences 
of healthcare business decisions 
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16027 Brookhurst St.., Suite I-109 
Fountain Valley, CA 92708 


Phone: 657-217-4500 * Fax: 657-217-4501 


I.2 HIPAA COMPLIANCE PRIVACY PRACTICE NOTICE GUIDELINES 
 


 A. BACKGROUND 
Timely, accurate and complete health information must be collected, maintained a n d  
made available to members of an individual's healthcare team so that members of the 
team can accurately diagnose and care for that individual. Most consumers 
understand and have no objections to this use of their information. 
 
On the other hand, consumers may not be aware of the fact that their health information 
also may be used as a: 
 


 Legal document describing the care rendered 


 Verification of services for which the individual or a third-party payer is billed 


 Tool in evaluating the adequacy and appropriateness of care 


 Tool in educating health professionals 


 Source of data for research 


 Source of information for tracking disease so that public health officials can 
manage and improve the health of the nation 


 Source of data for facility planning and marketing 


 Business record of the organization's operations 
 


Although consumers trust their caregivers to maintain the privacy of their health 
information, they are often skeptical about the security of their information when it is 
placed on computers or disclosed to others. Increasingly, consumers want to be 
informed about what information is collected, and to have some control over how their 
information is used. 


 
B. FEDERAL REQUIREMENTS 


Standards for Privacy of Individually Identifiable Health Information 
 
In general, the federal Standards for Privacy of Individually Identifiable Health 
Information, also known as the HIPAA Privacy Rule(45 CFR Part 160-164)  requires  
that: 
 
Except for certain variations or exceptions for health plans and correctional facilities, 
an individual has a right to notice as to the uses and disclosures of protected health 
information that may be made by the covered entity, as well as the individual's rights, 
and the covered entity's legal duties with respect to protected health   information. 
 
In general, the content of the notice must contain: 
 


1. A header "THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY 
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 
INFORMATION. PLEASE REVIEW IT CAREFULLY." 
 


2. A description, including at least one example of the types of uses and 
disclosures that the covered entity is permitted to make for treatment, 
payment, and healthcare operations. 


 
3. A description of each of the other purposes for which the covered entity is 


permitted or required to use or disclose protected health information without 
the individual's written consent or authorization. 
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4. A statement that other uses and disclosures will be made only with the 
individual’s written authorization and that he individual my revoke such 
authorization. 


 
5. When applicable, separate statements that the covered entity may contact the 


individual to provide appointment reminders  or information  about treatment  
alternatives or other health-related benefits and services that may be  of  
interest to the individual;  raise funds for the covered entity,  that the group 
health plan   or health  insurance issuer  or  HMO  may  disclose  protected  
health information   to the sponsor of the plan. 


 
6. A statement of the individual's rights with respect to protected health 


information and a brief description of how the individual may exercise these 
rights including: 
 


 the right to request restrictions on certain uses and disclosures as 
provided by 45 CFR 164.522(a), including a statement that the covered 
entity is not required to agree to a requested restriction 
 


 the right to receive confidential communications of protected health 
information as provided by 164.522{b), as applicable  


 


 the right to inspect and copy protected health information as  
provided  by 164.524 


 


 the right to amend protected health  information as provided in 
164.526 the  right to receive an accounting of disclosures as provided 
in 164.528 


 


 the right to obtain a paper copy of the notice upon request as  provided 
in 164.520 


 
7. A statement that the covered entity is required by law to maintain the privacy 


of protected health information and to provide individuals with a notice of 
its legal duties and privacy practices with respect to protected health 
information. 


 
8. A statement that the covered entity is required to abide by the terms of the 


notice currently in effect. 
 


9. A statement that the covered entity reserves the right to change the terms of 
its notice and to make the new notice provisions effective for all protected 
health information that it maintains. 


 
10. A statement describing how it will provide individuals with a revised notice. 


 
11. A statement that individuals may complain to the covered entity and to the 


Secretary of Health and Human Services if they believe  their  privacy  rights 
have been violated; a brief description as to how one files  a  complaint  
with  the covered entity; and a statement that  the  individual  will  not  be  
retaliated  against for filing a complaint. 


 
12. The name or title, and telephone number of a person or office to contact 


for further information. 
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13. An effective date, which may not be earlier than the date on which the notice 
is printed or otherwise published. 
 
A covered healthcare provider with a direct treatment relationship with an 
individual must: 
 


 provide the notice no later than the date of the first service delivery, 
including service delivered electronically, or in an emergency 
treatment situation, as soon as reasonably practicable after the 
emergency situation; 


 have the notice available at the service delivery site for individuals to 
request and take with them; 


 post the notice in a clear and prominent location where it is reasonable 
to expect individuals seeking service from the covered healthcare 
provider to be able to read the notice; 


 when e-mailing the notice, provide a paper copy if the transmission 
fails; 


 except in emergency situations, make a good faith effort to obtain 
written acknowledgment of receipt and, as appropriate, document 
good faith efforts and reasons why the acknowledgment could not be 
obtained; 


 if providing notices electronically, capture the individual's 
acknowledgment of receipt electronically in response to that 
transmission; 


 promptly revise and distribute the notice whenever there is material 
change to the uses or disclosures, the individual's rights, the covered 
entities legal duties, or other privacy practices stated in the notice; 


 post the notice prominently on the Web site, if one is maintained; 


 if providing care to its workforce related to medical surveillance, work-
related illness, or injury, provide a written notice to individuals seeking 
such care at the time care is provided; and 


 Document compliance with the notice requirements by retaining 
copies of the notices issued and acknowledgments received. 


 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Source:  AHIMA Practice Brief, "Notice of Information Practices" (Updated February 2011) 
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I.3 CMS FRAUD WASTE AND ABUSE TRAINING 
 


 Please see attached for following letter and form.  
 


A. Provider’s Letter  
 


B. Attestation Form 
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A. Provider’s Letter  
 


RE: CMS Fraud, Waste and Abuse Training 
 
Dear Provider: 
 
MD Partners, Inc. (MDP) is required to validate and undergo an annual Fraud, Waste and Abuse Awareness Training 
Program for its contracted physicians in MDP network.  It is mandatory that every contracted provider complete this 
training annually.  
 
To satisfy this requirement, please follow the steps below to access the CMS Fraud, Waste, and Abuse Training has 
been completed by you and your employees. 


 


1. Complete Part I - CMS Medicare Parts C and D General Compliance and Part II – Combating CMS Medicare 
Parts C and D Fraud, Waste, and  Abuse training available to you at the following link:  
 


 http://www.medlogixmso.com 
 


 Under “Provider” tab, go to “Training Requirement”, you will find the following three FWA’s link. 
 


i. FWA General Compliance = Part I - Medicare Parts C and D General Compliance Training 
2016 
 


ii. FWA Combating Medicare = Part II - Combating Medicare Parts C and D FWA Training 
2016 
 


iii. FWA Attestation Form  
 


2. Print, complete, sign, and submit the attached attestation via e-mail or fax.  The attestation is available to 
you at the above link. 


 
*Please note that both “1” and “2” need to be completed.  If you complete the training, but do not submit the attestation, 
it will not be marked as completed.   
 
A copy of your completed attestation for Fraud, Waste, and Abuse Training (including the training dates) must be 
submitted to Provider Relations Department via e-mail at helpdesk.pr@mlmso.com or fax at (657) 217-4501 no later 
than COB December 30, 2020. 
 
If you have questions regarding this correspondence, please contact Provider Relations at (657) 4217-4500 option 4. 
We thank you for your continued support and growth with MD Partners, Inc., Inc. 
 
Sincerely, 
 
 
 
 
Darlene Schogel 
MedLogix MSO 
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 B. Attestation Form  
INDUSTRY COLLABORATION EFFORT (ICE) 


MEDICARE ADVANTAGE GENERAL COMPLIANCE AND FRAUD, WASTE AND ABUSE TRAINING, OIG 
 


ATTESTATION FORM 


Submission Due Date: _____________________ 
 
Attestation Submission Instructions:  
 
The Attestation Form may be faxed or scanned and e-mailed to: 


 Fax to: (657) 217-4501 or 


 Email to : helpdesk.pr@mlmso.com 
 


====================================================================================== 
Vendor/Medical Group Name: _________________________________________     NPI#: ___________________ 
 
Phone #: _______________________________________           Fax#: ___________________________________ 


 


Principal Officer with Contract Signatory Authority:  


Print Name: ____________________________________    Signature: 
____________________________________ 
 
Title: __________________________________________ Date: _____________________ 
 
======================================================================================
= 
Please check () one or more of the following related to the annual training requirement: 
 


☒ I have completed the CMS December 2015 “Medicare Parts C&D Fraud, Waste and Abuse Training and General 


Compliance Training” for all employees, providers and contractors using the 2015 CMS Training documents. I also 
have integrated training into the new hire process and the process for contracting with new providers, pharmacies 
and contractors.  


Date: ______________________ 
 


☐I have completed alternate equivalent MA General Compliance and Fraud Waste and Abuse Training for all 


employees, providers and contractors. I also have integrated that alternate training into the new hire process and 
process to contract with new providers, pharmacies and contractors.  
 


☐I have completed alternate equivalent MA General Compliance Training for all employees, providers, pharmacies 


and contractor and separate Fraud Waste and Abuse training for employees and contractors who are not Medicare 
Providers. (The FWA training is deemed for Medicare Providers) I also have integrated that alternate training into 
the new hire process and process to contract with new providers, pharmacies and contractors.  
 


☐Other - Provide Explanation: 


 


 


 


 


 
 
 


ICE Compliance Training Confirmation - 3/4/2016 
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I.4 MEDICARE ADVANTAGE PROGRAM 
 


 Each Health plan will have a Summary of Benefits and Prescription Drug Plan (Part D) on their web 
site.  Listed below is the link to the contracted Health Plans web site 


 


 Imperial Health Plan of California 


 


 Please refer to Imperial Health Plan Medicare Plan’s website, follows steps listed below (note 
formulary cannot be printed, there are 180 pages): 


 


1. Go to: www.imperialhealthplan.com 


 


2. The bottom left of the home page clink on “Find Prescription”. A URL box will pop-up 


(see pop-up box below) Click the URL box that will take you out the Imperial Health Plan 


to Formulary. 


 


 


  


 Universal Care- Brand New Day 


 


Please refer to Brand New Day Medicare Plan’s website, follows steps listed below (note 
formulary cannot be printed, there are 180 pages): 


 


1. Go to: www.BNDHMO.COM 


2. Click on: "Members" tab 


3. Click on (right hand side a list in grey): Covered Medication List (you’ll see the below) 


 



http://www.imperialhealthplan.com/

http://www.bndhmo.com/
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I.5 PRIMARY CARE PHYSICIAN (PCP) OFFICE MANUAL- QUICK REFERENCE SHEET  
 


 Listed below is quick reference a summary of key operational aspects of managed care. A complete 
office manual is available at medlogixmso.com. This quick reference sheet, and its contents, are 
for your convenience and intended to be used as a quick reference only.  The materials and subject 
matters are summarized and should not be construed or otherwise interpreted as all-encompassing or 
binding.  The provider should look to their service agreements for terms and conditions. 


 
A. Medical Management 


The Medical Management Department is responsible for Utilization Management (UM) and   
Quality Management (QM) functions. 
 
Utilization Management staff is familiar with pre• authorization processes required by each 
health plan contracted with the IPAs and Medical Groups we manage. Our goal is to expedite 
referral requests from providers and approve them in one or two working days.  Other functions 
of the Utilization Management Department include: 
 


 Participation in Utilization Management Committee meetings 


 Implementation of UM Program and Work Plan 


 UM Reporting required by health plans 


 Preparation for and Participation in UM Delegation Audits conducted by health plans 


 Hospital Case Management 


 California Children's Services (CCS) Case Management 


 After-hours triage 


 Other services as required by contracted health plans and regulatory agencies. 
 
Quality Management staff monitors the quality of care provided by the IPAs and Medical 
Groups and conduct quality assessment studies. Quality Management functions include: 
 


 Implementation of Quality Management Program and Work Plan 


 Participation in Utilization Management Committee meetings 


 Practice pattern profiling and analysis 


 Quality management studies and reports required by health plans 


 Preparation for and Participation in QM Delegation Audits conducted by health plans 
(if delegated for QM) 


 Member complaints and grievances resolution 


 Clinical provider complaints and grievances 


 Other services as required by contracted health plans and regulatory agencies. 
 


B. Referrals and Authorizations:  
Under the IPA’s Utilization Management policies and procedures, the Primary Care Physician 
has the sole responsibility to initiate a referral to a network specialist or provider.  (Please refer 
to the specialty network roster.) This allows the Primary Care Physician an opportunity to 
determine whether a referral is of medical necessity and to manage and coordinate the 
required level of service.  Upon a Primary Care Physician’s request for referral, and after the 
IPA’s Medical Director’s approval, the Administration Office’s Utilization Management 
Department can issue an authorization along with a number to the referral specialist or 
provider. A REFERRAL AUTHORIZATION WORKSHEET is attached for your use. A Primary 
Care Physician can make an emergency referral for Members to see a network specialist or 
provider without a prospective authorization.  In these instances, a retrospective authorization 
will be issued and the Utilization Management Committee will conduct a retrospective review. 
Should laboratory services become necessary, you must use the contracted laboratory 
provider by referring to the specialty network roster or calling the Administration Office.   
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C. Primary Care Services Capitation Payments: 
As a Primary Care Physician, you should expect payment for primary care services within five 
(5) calendar days of IPA’s receipt of funds from the health plan.  All contracted providers will 
be paid capitation per member per month (PMPM) based on all eligible members assigned to 
the provider.  The IPA obligation to make any payments to the provider shall be subject to the 
IPA receipt of the funds from the health plan.  If the health plans retroactively deduct capitation 
or retroactively pay capitation, the IPA will retroactively deduct or retroactively pay the provider.  
Providers have the right to dispute any and all issues related to payments and/or enrollments.  
Under no circumstances shall a member ever be billed or surcharged for services covered 
under the member’s health plan, except for applicable copayments. Please remember that 
under no circumstances are Medi-Cal members to be required to pay a copayment.   


 
D. Member Eligibility:  


As a Primary Care Physician, you should expect to receive a member eligibility report every 
month.  It is imperative for the Primary Care Physician to verify the member’s eligibility with 
Administration Office.  In most cases, the member’s eligibility has been verified prior to 
authorizing any services.  In other cases such as emergency referrals, when appropriate, direct 
referrals, an eligibility call should be made to the member’s health plan or the Administration 
Office.  In either instance, it is strongly recommended that your staff request to see the 
member’s health Plan identification card to confirm identity and possible eligibility.  The 
member’s card should be used for identification purposes but should not be relied upon to 
determine eligibility.  If multiple visits occur, your staff should request to see the member’s 
identification card at each visit.  If you cannot verify the member’s eligibility, it is important that 
you tell the patient that you are unable to determine eligibility at this time and that they will be 
financially responsible for their treatment until their eligibility is verified.  Further, it is suggested 
that you or your staff have the member sign a standard financial responsibility patient waiver 
form.  In any instance, please do not turn away any member assigned to the IPA from 
necessary care. 


 
E. Encounter Data: 


As the Primary Care Physician, you must submit encounter data for those primary care 
services provided to members within 30 days from date of service. 
 


F.    Member Rights: 
The IPA is committed to the rights and duties of providers to request authorizations or 
recommend appropriate medical care or referrals for members without being financially 
penalized.  Consistent with this commitment, it is the IPA’s policy not to prohibit or restrict 
providers, acting within the lawful scope practice, from advising or advocating on behalf of 
members about the patient’s health status, medical care, or treatment options. 
 


G. Complaints and Grievances:  
You may be asked to cooperate with any inquiry or investigation.  Any request from the 
Administration Office or health plan regarding member complaints, grievances or appeals must 
be immediately acknowledged and resolved.  We suggest documenting the inquiry, the date, 
and the subject of the compliant in the member’s medical records. 
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I.6 MedLogix  MSO Contact List  
 


Department Title Name E-Mail Main Telephone 


(657) 217-4500 
Fax 


Numbers 


Administration  CEO/COO Darlene Schogel darlene.schogel@mlmso.com  Ext 2301 657-217-4501 


Operations CEO/COO Darlene Schogel darlene.schogel@mlmso.com  Ext 2301 657-217-4501 


     Claims Inquiries:     HelpDesk.Claims@mlmso.com Press 2 657-217-4501 


Claims Dept President/VP, 


Claims 


Julie Dong julie.dong@mlmso.com  Ext 2201 657-217-4501 


Compliance CIO David Seng david.seng@mlmso.com  Ext 2901 657-217-4501 


Contracting/ Provider Services CEO Darlene Schogel darlene.schogel@mlmso.com  Ext 2301 657-217-4501 


Credentialing Coordinator Monair Thith helpdesk.cred@mlmso.com  Press 5 657-217-4501 


Encounters CIO David Seng david.seng@mlmso.com  Ext 2301 657-217-4501 


Utilization Mangement:       Press 1   


UM Dept Director Phillip Ho, RN phillip.ho.rn@mlmso.com  Ext 2101 657-217-4501 


UM & QM Contact UM Specialist Mary Ho mary.ho@mlmso.com Ext 2103   


OutPt. Auth. Coordinator Monair Thith monair.thith@mlmso.com  Press 5 657-217-4501 


OutPt. Auth. Review Nurse Boravy Chear, LVN rchear.lvn@mlmso.com  Ext 2102 657-217-0448 


InPt. Auth. UM Specialist Mary Ho mary.ho@mlmso.com Ext 2103 657-217-0449 


Utilization Mangement Review Nurse Boravy Chear, LVN rchear.lvn@mlmso.com  Ext 2102   


Member Services/Capitation CEO/COO Darlene Schogel darlene.schogel@mlmso.com  Press 3 657-217-4501 


MIS CIO David Seng david.seng@mlmso.com  Ext 2901 657-217-4501 


Network Development CEO/COO Darlene Schogel darlene.schogel@mlmso.com  Ext 2301 657-217-4501 
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I.7 IMPORTANT CONTACT NUMBERS 


 
 A. Health Plan Contact Numbers 


 
 


Health Plan 
(Line of business) 


 
Eligibility and Member 
Services Department 


 
Vision / 


Optometry 
Program 


 
Dental, Pharmacy 


and Other 
Programs 


Brand New Day 
https://bndhmo.com 


(866) 255-4795 


TTY: (866) 321-5955 


24 Hr. Nurse: (888) 687-7321 


Fax:  (657) 400-1208 


(866) 255-4795 (866) 255-4795 


 Imperial Health Plan 


 www.imperialhealthplan.com 


(800) 708-8273 
TTY: 711 


Write: 1100 E. Green Street, 3rd Flr 


Pasadena, CA 91106 
 


March Version Care 


(844) 336-2724 


Liberty Dental Plan 


(800) 703-6999 


TTY: (877) 855-8039 


 


 OneCare Connect 
Cal-MediConnect Plan 
(Medicare/Medicaid Plan) 


Member Enrollment (*) 


(855) 705-8823 


TDD/TTY: (800) 735-2929 


  Ombudsman 


(855) 501-3077 


TTY: (855) 874-7914 
PACE: (855) 785-2584 


Cal-Optima Member Services: 


(714) 246-8500 
Toll Free: (888) 587-8088 


TDD/TTY: (714) 246-8523 


 


Providers: 


(810) 615-1883 


Members: 
(800) 852-7600 


 


Denti-Cal: 


(800) 322-6384 


TDD/TTY 


(800) 735-2922 


 
 
(*)  When member call OneCare Connect and Cal-MediConnect for enrollment please advise patients/members 
to mention that they want to enroll in health plan (Cal-MediConnect, Select Healthcare System and then 
Provider Name). 


 


 B. Other Contact Numbers 
 
Primary Care Providers may also contact the following organizations for additional information. 
 


 Centers for Medicare and Medicaid Services:   
For verification of eligibility for Medicare patients and managed care members, call the toll 
free line at: (800) MEDICARE or (800) 633-4227. 


 


 State Department of Health Services:   
For verification of eligibility for Medicaid patients and managed care members, call the 
Automated Eligibility Verification information Services (AEVS) at (800) 456- 2387 a 
Provider number is required to obtain eligibility information.  For claims issues, contact:  
EDS at (800) 541-5555. 
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