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When making calls to Unison Health Plan, you may find it helpful to use the following chart to identify the
most appropriate department to call.

Unison Health Plan of Ohio -
Directory of Departments

Unison Health Plan Website www.unisonhealthplan.com

Administrative Office 412.858.4000

Provider Services Department 
Provider Relations Representatives are available to answer your questions regarding policies
and procedures, reimbursement, eligibility, medical record transfers, and provider training.
Representatives are available Monday - Friday  8 a.m. - 5 p.m.

800.600.9007
877.877.7697  (Fax)

Interactive Voice Response Line 
Use our toll-free Interactive Voice Response (IVR) system 24 hours a day, 7 days a week to
check member eligibility 

888.586.4766

Utilization Management Department 
Staff is available 24 hours a day, 7 days a week, to assist with referrals, prior authorizations,
admissions, discharges and coordination of members' care.  

800.366.7304
866.839.6454 (Fax)

Durable Medical Equipment 866.839.8058 (Fax)

Pharmacy - ACS  (Ohio Medicaid POS vendor)

Unison Pharmacy Department

877.518.1545 for technical
assistance 
877.518.1546 for prior
authorization 
Fax to: 1.800.396.4111

877.651.2217
412.457.1328 (Fax)

Member Services Department 
Representatives are available Monday - Friday,  7 a.m. - 7 p.m. to verify member eligibility and to
assist with all aspects of member education.

800.895.2017
Relay 711 (TTY)

Care Management Services
Representatives are available Monday - Friday, 8 a.m. - 5 p.m.

Behavioral Health Care Management
Staff is available 24 hours a day, 7 days a week, to assist with referrals, prior authorizations,
admissions, discharges and coordination of members' care

800.508.2581

866.261.7692

Fraud and Abuse Hotline
Our anonymous and confidential reporting hotline is available 24 hours a day, 7 days a week.  Please
leave a detailed message regarding the suspected fraud or abuse.  You do not have to provide your
name.  If you leave your telephone number, a Unison representative will return your call.

877.766.3844

Holidays
Unison is routinely closed on New Years Day, Memorial Day, Independence Day, Labor Day,
Thanksgiving Day, the day following Thanksgiving, Christmas Eve and Christmas Day. If a
holiday falls on Saturday, it will be observed on the Friday before the holiday. If the holiday falls
on a Sunday, it will be observed on the Monday following the holiday.

877.8.UNISON

Paper Claim Submission
Paper Claims should be submitted to: Unison Health Plan, P.O. Box 1257, Monroeville, PA 15146

General Provider Relations Correspondence
General Provider Relations Correspondence should be submitted to: Unison Health Plan

9200 Worthington Road
3rd Floor
Westerville, Ohio 43082
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Welcome to Unison Health Plan

Unison Health Plan of Ohio, Inc. is pleased to
welcome you to our team of participating providers. 

Unison Health Plan operates public-sector health
care plans in Delaware, Ohio, Pennsylvania, South
Carolina, Tennessee and Washington, D.C. Unison
provides high-quality, cost-effective health care and
responsive customer service that empowers its
members and providers to work together for better
health. With years of steady growth, Unison Health
Plan has become a leader among public-sector
health plans. As of September 2008, Unison serves
more than 440,000 members and about 32,000
providers, such as practitioners and pharmacies.

In May 2008, Unison was acquired by UnitedHealth
Group’s AmeriChoice business segment.
Collectively, AmeriChoice and Unison serve more
than two million beneficiaries of government-
sponsored health care programs in 21 states and
the District of Columbia.

Unison is dedicated to working together with our
valued provider team to deliver premium and
accessible health care services to each of our
members. Since Unison understands that you work
hard to deliver quality service to our members, we
are pleased to offer you the following benefits:

• Rapid and accurate claims payment system

• A Provider Services Department that can quickly
answer your claims and billing questions

• Interactive Voice Response (IVR) eligibility
capabilities

• Interactive website where you can access
member eligibility and claims status information
as well as submit requests and receive
responses for prior authorization

• An award-winning Member Services Department
that works with our members to promote health
education and health plan awareness

• Participation in a health plan that that delivers a
higher level of benefits to our members that they
would not receive under traditional government
fee-for-service health care programs.

With inclusion at the very heart of the Unison
philosophy, we look forward to working with you to
create a health care network that is unyielding in its
commitment to serve our members. 

The Unison Provider Services Department is
pleased to answer any questions that you may have.
Please call us at 800.600.9007. You can also learn
more about Unison by visiting our website at
www.unisonhealthplan.com. Our website now
features on-line services to help you check claim
and eligibility status. You can also access and
download the provider manual, locate important
phone numbers and view important billing alerts.
Visit us today and see what's new with Unison.

About This Manual

This manual has been developed as a reference to
assist you in delivering high quality health care to
our members. It contains information regarding
enrollment and eligibility, referrals and authorizations,
claims submission, electronic data interface,
specialty care and communication with Unison.
Understanding Unison’s policies and procedures is
critical. This manual is our way of providing your
office with information regarding our policies and
procedures as well as helping you receive an
understanding of our health plan.  

Provider Information

Enrollment as a participating Unison provider
requires that you execute a Network Participation
Agreement and ODJFS Medicaid Addendum and be
credentialed by Unison. Following Credentialing
Committee approval, your name or practice name
and address(es) are listed in our Provider Directory.
The directories are made available to the provider
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and member community. It is extremely important to
verify your information as it appears in the Provider
Directory.  

Please provide 90 days written notice of any
changes to your practice name, address/phone
number, age restrictions, or the addition/deletion of
providers to your practice. You may communicate
this information to Unison at:

Unison Health Plan of Ohio
Attn:  Provider Relations Department
9200 Worthington Road
3rd Floor
Westerville, Ohio 43082
Fax: 866.791.0271

Our Provider Network

Unison contracts directly with PCPs, Specialists,
Hospitals, and Ancillary providers to provide care for
our members. Providers and Hospitals are recruited
in a manner that allows existing referral patterns and
member needs to be met. Participating providers
treat Unison members in their offices as they do
non-Unison members, and agree not to discriminate
in the treatment of, or in the quality of services
delivered to Unison members.

The Primary Care Providers Role

Services other than those designated as (member)
self-referred should be provided and arranged by
the PCP in accordance with the Primary Care
Provider Agreement. PCPs must be accessible 24
hours per day, seven days per week. PCPs must
arrange for another provider to cover in his/her
absence. See the Coverage Arrangement section in
this manual for more detail. General responsibilities
include, but are not limited to:

• Providing primary and preventive care and acting
as a member advocate in recommending and
arranging care, based on medical necessity.  

• Maintaining continuity of the member’s health
care.

• Arranging referrals to Unison participating
providers.

• Complying with the Unison HEALTHCHEK
program for children up to age 21.

• Coordinating Mental Health/Substance Abuse
services.

• Maintaining, copying or forwarding a member’s
medical record; documenting all services
provided to the member.  The record must note
execution of an advance directive for all adult
patients.  An advance directive constitutes
written instruction such as a living will or durable
power of attorney relating to the provision of
health care if the patient is incapacitated.

• A willingness and ability to make distinctions
between treatment methods consistent with the
member’s cultural background; and to maintain
consistency in providing quality care across a
variety of cultures.

• Providing care to members without regard to
race, color, creed, sex, religion, age, national
origin, marital status, sexual orientation,
language, health status, pre-existing conditions,
and physical or mental handicap.

• The ability to admit or coordinate inpatient
admissions.

Member Education

The Member Services Department provides Unison
members with additional information on their health
care benefits, along with answers to any questions
and concerns that they may have. We encourage
our providers to refer members to the Member
Services Department.
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Provider Relations Department

All providers have a dedicated, local Provider
Advocate Representative assigned to their practice.
This representative is available to answer any
questions regarding Unison and its policies and
procedures as well as provide any necessary on-
site training. Providers may also contact the Unison
Provider Services Department with questions.

Unison will actively work with providers to ensure a
thorough understanding of our policies, procedures
and processes. In addition, our Provider Relations
Department is available to answer questions and
also provide training to providers. 

Additionally, Unison Health Plan produces a
quarterly newsletter for it’s provider network,
“PracticeMatters”.This publication is designed to
notify providers of policy updates/changes, offer
helpful reminders, and discuss additional topics of
interest.

Provider Relations Mission

Statement

“To develop and maintain a high quality Provider
network capable of serving eligible members
throughout the Unison service area. The Provider
Relations Department is committed to superior
customer service by meeting or exceeding provider
expectations through the highest level of dedication,
advocacy and responsiveness.”

Our Structure and Administration

Unison is a member of a family of companies
designed to arrange for comprehensive health care
services to its members. Unison encourages
appropriate treatment and efficient use of medical
services in the provider’s office. 

We offer members a comprehensive health plan 
(for Medicaid recipients) that includes additional
benefits such as expanded vision care,
transportation, a nurse help line and gift rewards 
for keeping medical appointments.

Unison considers a provider-driven foundation to be
the key to success.  Therefore, we are committed to
providing fair and prompt compensation and
efficient service to our contracted providers. 

Our Medical Directors will reach out to you if they
have questions or require additional information.

Board of Directors

The Board of Directors is responsible for setting
Unison’s strategic direction, monitoring its course
and approving the annual business plan.
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1.1 Product Overview

Covered Families and Children (CFC)

Unison offers a health plan for Ohio Medicaid
consumers. Unison is a Managed Care Plan that
Medicaid consumers, including Healthy Start and
Healthy Families, can choose to join. 

Unison's Medicaid CFC product delivers all the
same benefits that are available through Medicaid
as well as additional benefits such as: 

• No copays

• Rewards for keeping pregnancy-related and
HealthChek appointments  

• Choice of soft contacts or eyeglasses yearly (no
age limits)

• More eyeglass frames to choose from than
Medicaid

• Yearly eye exam (no age limits)

• Preventive dental exams and cleanings every six
months 

• Transportation to health appointments and for
Medicaid redetermination (30 one-way or 15
round-trips per year)

• A dedicated and friendly Member Services Team

• Personalized health programs

Aged, Blind, and Disabled (ABD)

Unison also offers a plan for select Medicaid
consumers in Ohio who are aged, blind, or disabled
(ABD) – ABD Plus.

Unison's Medicaid ABD Plus product delivers all the
same benefits that are available through Medicaid
as well as additional benefits such as: 

• No copays

• Rewards for keeping scheduled appointments

• Choice of soft contacts or eyeglasses yearly (no
age limits)

• More eyeglass frames to choose from than
Medicaid

• Yearly eye exam (no age limits)

• Transportation to health appointments and for
Medicaid redetermination (30 one-way or 15
round-trips per year)

• Preventive dental exams and cleanings every six
months 

• A dedicated and friendly Member Services Team

• Personalized health programs

• Members Matter-A dedicated and friendly
member services team, including a personal
representative each member can call directly

1.2 Service Areas

Unison is offered to Ohio Medicaid consumers in
approved Ohio counties.

Each Unison member receives a member handbook
and a provider directory for their respective plan
(CFC or ABD Plus). The CFC directory reflects
providers that have agreed to serve the Covered
Families and Children (CFC) population, while the
ABD Plus directory reflects providers who have
agreed to serve the Aged, Blind, Disabled (ABD)
population. 

1: Unison Health Plan Products
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2: Unison Health Plan Website

2.1 Unison Health Plan Member

Benefits

Unison members are entitled to all of the benefits
covered under the Ohio Medicaid Program.  In
addition, Unison provides annual vision coverage for
all members, enhanced transportation services and
access to a number of health management
programs.  Benefits available to Unison members
are highlighted below:

2.1.1 Medical Benefit

Unison members are eligible to receive all of the
medical benefits covered under the Ohio Medicaid
Program.  Members obtain all their health care
services either directly from or upon referral by the
Primary Care Provider (PCP), except for those
services available on a self-referral basis.  For a
more complete list of benefits, please see the
Unison Health Plan of Ohio Member handbook
provided with this manual.

2.1.2 Additional Benefits

Unison members also receive the following
additional benefits at no cost:

Annual Vision Coverage – All members
(including those age 21 to 59) are eligible for an
annual routine vision exam and an annual allowance
for glasses or soft contacts.  

Enhanced Transportation Services – Members
are eligible for 30 one-way or 15 free round trips
per year to and from medical appointments and for
Medicaid redetermination.  Coordination of
transportation services requires at least 48 hours
advance notice. 

Rewards – Members are eligible for rewards for
keeping pregnancy-related and Healthchek
appointments.

Care Management Programs – Members may
take advantage of care management programs
developed to assist in managing certain health
conditions prevalent within the Medicaid population.
For more information on these programs please see
the “Care Management Program Services” section
of this manual.

2.1.3 Self-Referred Services

Members may self-refer to a participating provider
for some services.  Some of these self-referred
services include:

• Dental Care (participating providers only)

• Vision Care (participating providers only)

• Specialty Care provided by participating
providers (except for chemotherapy and pain
management specialist services)

• Emergency Services

• Family Planning Services including services
rendered by a Qualified Family Planning Provider
(QFPP)

• Services provided by a Federally Qualified Health
Center (FQHC) or Rural Health Center (RHC)

• Mental Health Services offered through a
Community Mental Health Center (CMHC)
certified as a Medicaid provider (see the Provider
Directory for a list of CMHCs)

• Services provided by a Certified Nurse Midwife
(CNM) or Certified Nurse Practitioner (CNP)

• Substance Abuse Services offered through
certified Medicaid providers affiliated with the
Ohio Department of Alcohol and Drug Addiction
Services (ODADAS) (see the Provider Directory
for a list of providers affiliated with ODADAS)
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2.1.4 Behavioral Health Services

Unison members are eligible for all of the behavioral
health benefits covered under the Ohio Medicaid
Program.  Members may self-refer for behavioral
health services offered through certified Medicaid
Community Mental Health Centers (CMHCs),
through certified Medicaid providers affiliated with
the Ohio Department of Alcohol and Drug Addiction
Services (ODADAS) and through certified providers

affiliated with the Ohio Department of Alcohol and
Drug Addiction Services (ODADAS) and any
outpatient participating provider for routine
outpatient therapy. Access to behavioral health
services rendered by providers other than those
mentioned above requires prior authorization. This
includes:  outpatient ECT, Home Health and
Psychological testing.  

2.2 Covered Benefits

Unison Health Plan Covered Services*

Adult Yearly Well Exams Covered

Ambulance and ambulette transportation Covered*

Certified Nurse Midwife services Covered

Certified Nurse Practitioner services Covered

Diagnostic services (x-ray, lab) Covered*

Durable medical equipment Covered*

Emergency services Covered

Eye exams, routine vision (optical) services,
including eyeglasses

1 exam and 1 pair of soft contacts or glasses per year.
Additional replacement glasses require prior authorization.

Dental services**
Routine exams and cleanings every six months.  Some non-
routine dental services may require a prior authorization.

Family planning services and supplies Covered

Federally Qualified Health Center or Rural
Health Clinic services

Covered

Healthchek (Well-child) exams Covered for children under the age of 21

Immunizations Covered

Mammogram  and cervical cancer exams Covered

Maternity-Obstetrical care - prenatal and
postpartum including at risk pregnancy
services) and gynecological services

Covered

Medical supplies Covered*

Mental health and substance abuse
services

*Prior authorization is required for mental health services not
provided at community mental health centers and for
substance abuse services not provided at Ohio Department 
of Alcohol and Drug Addiction Services facilities.

Outpatient hospital services Covered*



Unison Health Plan of Ohio 2010
Confidential and Proprietary

Copyrighted by AmeriChoice by UnitedHealthcare 20108

Unison Health Plan Covered Services*

Prescription drugs, including certain
prescribed over-the-counter drugs

Prescription drug claims beginning with February 1, 2010
date-of-service for all Ohio Medicaid consumers must billed
through the Ohio Medicaid Program POS vendor, ACS. 

Drugs administered in a physician office, hospital, outpatient
department, clinic, dialysis center, or infusion center will still 
be covered by Unison Health Plan and previous prior
authorization requirements will still apply.

Physical exam required for employment or
for participation in job training programs

Covered if the exam is not provided free of charge by 
another source

Primary Care Provider services Covered

Podiatry services Covered

Renal dialysis Covered

Services for children with medical
handicaps(Title V)

Covered*

Specialist services Covered in network in most cases

*May require prior authorization
**Benefit limits will not apply if treatment or service is deemed medically necessary for members under age

Unison Health Plan Covered Services Requiring Prior Authorization

Chemotherapy Covered

Chiropractic (back) services
Members under the age of 21 are covered for 30 visits per
calendar year (some exclusions apply); members age 21 and
over are covered for 15 visits per calendar year.

Developmental therapy services Covered for children aged birth to six years

Home health services Covered

Hospice care (care for terminally ill, e.g.,
cancer patients)

Covered

Inpatient hospital services Covered

Medically necessary plastic or cosmetic
surgery

Covered (Initial plastic surgery office visit to determine
treatment does not require prior authorization.)

Nursing facility services for a short term
rehabilitative stay

Covered for the first 2 calendar months following admission

Pain management specialist services Covered

Physical and occupational therapy Covered

Speech and hearing services, including
hearing aids

Covered
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2.3 Pharmacy Benefit

Information

2.3.1 Pharmacy Services

Effective with February 1, 2010 date-of-service,
prescriptions for all Ohio Medicaid consumers must
be billed through the Ohio Medicaid Program POS
vendor, ACS. 

ACS Billing Details
BIN: 610084
PCN: DROHPROD
Group: OHMEDICAID.

The member ID number submitted should be the
MMIS billing number, which is indicated on the
member’s Unison identification card. 

Overview of the Medicaid Prescription
Program effective February 1, 2010
• Prescriptions filled through retail pharmacies are

to be billed to ACS.  All written prescriptions
that are given to the patient or patient’s
representative to present to the pharmacy must
be tamper resistant. 

• Drugs administered in a physician office,
hospital, outpatient department, clinic, dialysis
center, or infusion center will be covered by
Unison Health Plan and previous prior
authorization requirements will still apply.

• For infusion treatments in the home, infusion
providers must bill ACS for the medication (prior
authorization may be required), and bill Unison
Health Plan for per diem staffing and supplies
(prior authorization required). 

• Some medical supplies such as diabetic testing
supplies, supplies for injection of insulin and
other drugs, inhaler spacers and peak flow
meters must be billed to ACS by pharmacies
(including hospital pharmacies) effective
February 1. 

• Prior authorization requirements may change with
ODJFS coverage for prescription drugs. A
transition period for MCP members will be in
effect February 1, 2010 through April 30, 2010.
For claims with these dates of service, members
will continue to receive their medications that
were authorized through Unison Health Plan. 
For more information, please visit the ODJFS
website at www.jfs.ohio.gov, or call ACS at: 
– 1.877.518.1545 for technical assistance 
– 1.877.518.1546 for prior authorization 
– Fax to: 1.800.396.4111

Prescriptions billed through fee-for-service may be
subject to co-payments. Brand name prescriptions
will be subject to a $2.00 co-payment. Drugs
requiring Ohio Medicaid prior authorization are
subject to a $3.00 copayment. Members should not
be charged more than $3.00 for a prescription.
There will be no co-payment for generic drugs that
do not require a prior authorization. Members may
frequently ask you for an alternate generic
medication that will not be subject to the co-
payment. If there is an alternative generic that can
safely and effectively replace the brand name
prescribed, you have the option to prescribe the
generic equivalent to your member. Co-payments
cannot be charged by a pharmacy if the member is:

• younger than 21,

• pregnant or her pregnancy ended recently (up to
90 days after her pregnancy ends),

• receiving hospice care,

• in a nursing home or an intermediate care facility
for the mentally retarded,

• given the prescription as a family planning
service (such as contraceptives or prenatal
vitamins),
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• given the drug during an emergency care in a
hospital, clinic, office or other facility, or

• given the drug in a doctor’s office, hospital
outpatient department, clinic, dialysis center,
infusion center or during some other medical
encounter.

If the member cannot afford a co-payment they still
will be able to receive their prescription. The
pharmacy cannot refuse the member their
prescription. The pharmacy can bill that member the
un-paid co-payment. In the future, the pharmacy has
the right to refuse the member their prescription if
(1) the member has an outstanding balance of
unpaid co-payments (2) the pharmacy’s routine
business practice for all customers is to refuse
services because of outstanding balances. If it is
part of the pharmacy’s business practice to refuse
services because of unpaid/outstanding balances,
the pharmacy must notify the member of these
business practices. 

Members may receive prescriptions at any
pharmacy that accepts Ohio Medicaid. If a member
is planning to travel out-of-state, you will need to
work with the member to make sure they have
enough meds to cover them while they are traveling.
Most out of state pharmacies will not take Ohio
Medicaid. 

If a member is pregnant, you need to
encourage the member to enroll their
newborn in Medicaid right away. Ohio
Medicaid will cover medications for newborns
up to 90 days after birth.  On an interim basis,
they will do this by using the mother's MMIS
number.  The prescription will automatically
fill if the member is under 90 days of age and
the MMIS submitted is for a female between
the ages of 11 and 60.  

Members with questions may call the Ohio Medicaid
Consumer hotline at 1.800.324.8680.  Providers
with Medicaid questions can call the ODJFS
Integrated Voice Response (IVR) system at 1-800-
686-1516.  For specific claims issues, training
needs or assistance with a wide range of Medicaid-
related questions and issues, providers can also call
the Medicaid Provider Ombudsman unit at 614-
752-9551. The Ombudsman area conducts
Medicaid provider training; provides seminars in
conjunction with provider associations; and resolves
specific Medicaid claim issues and a range of other
Medicaid issues. 

Unison has developed a Preferred Drug List (PDL)
of covered pharmaceuticals. The PDL also provides
details of the Unison Health Plan pharmacy
program. All providers receive a copy of the Unison
Health Plan PDL once a year. Providers may contact
their Provider Relations Representative to order
additional copies of the PDL as needed. The PDL,
quarterly updates and the complete list of drugs that
require prior authorization (PA) are also available on
our website at www.unisonhealthplan.com.

2.4 Ancillary Benefit Information

Members receive ancillary services from
participating providers following referral by the
member’s PCP or a Consulting Provider.

2.4.1 Role of the Ancillary Provider

Ancillary providers are expected to deliver care in
accordance with the provisions outlined in the
Provider Network Participation Agreement.

Ancillary Provider responsibilities include, but are
not limited to:

• Notifying the PCP of the treatment plan and
estimated duration of care. Providers should use
established means of communicating this
information as appropriate.
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• Complying with Unison administrative prior
authorization guidelines.

• Maintaining a member’s medical record and
documenting all specialty services provided to
the member.

• A willingness and ability to make distinctions
between treatment methods consistent with the
member’s cultural background and to maintain
consistency in providing quality care across a
variety of cultures.

• As agreed upon in the Network Participation
Agreement, the Provider will (a) not discriminate
in providing services to members on the basis of
race, color, sex, age, national origin, religion,
economic status, source of payment, health
status or health care needs; (b) observe, protect
and promote the rights of members as patients;
(c) maintain a written sexual harassment policy
and inform employees of the policy: (d) comply
with Title VI of the Civil Rights Act of 1964 in
providing Covered Services hereunder; and (e)
maintain written procedures as to interpretation
and translation services for members requiring
such services, including members with Limited
English Proficiency.

• Pursuant to regulations implementing the
Americans with Disabilities Act (“ADA”), 28
C.F.R. 35.101 et seq., Provider shall not, on the
basis of the disability, exclude any individual with
a disability from participation herein or from
activities provided for hereunder.  Provider shall
comply with the “General Prohibitions Against
Discrimination,” 28 C.F.R. 35.130, and similar
regulations or guidelines that apply to the State
of Ohio.

• Provider must have a process to identify, keep a
record of, and report to Unison upon request
members requiring oral translation, oral
interpretation or sign language services and

provide the use of TTY or language assistance
all free of charge for members.  Unison’s Special
Needs Unit may be contacted at 877.844.8844
for assistance in arranging these services.
Please note that Unison may conduct periodic
audits of providers’ processes to arrange
interpreter services.

• Providers are prohibited from advising or
recommending to an eligible individual that s/he
select membership in a particular MCP.

2.4.2 Durable Medical Equipment

Unison's Utilization Department is responsible for
arranging the delivery of medically necessary
durable medical equipment (DME).  Providers must
obtain Unison's authorization for all durable medical
equipment rentals or any purchase with a billable
charge greater than $300.00. A DME prior
authorization form may be faxed to Utilization
Management at 412.457.1350.

2.4.3 Home Health Care

Unison's Utilization Management Department is
responsible for the authorization of home health
care services.

Home health care may include the following types 
of services:
• Well baby/postpartum care
• Skilled nursing 
• Physical therapy
• Respiratory therapy 
• Occupational therapy 
• Speech therapy 
• IV therapy
• Medical social services 
• Dietitian services
• Durable medical equipment.

Home health care and related durable medical
equipment will be authorized and coordinated by
Unison's Utilization Management Department.  
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Providers may order home health care from any
participating home health care provider.  The
ordering provider must obtain prior authorization for
all home health care services.  

2.4.5 Ambulance Services

Ambulance services are covered in emergency
situations. Members may access immediate medical
transport in true medical emergencies. Ambulance
transport for non-emergency cases must be prior
authorized by the UM Department. 

2.4.6 Chiropractic Care

A participating PCP or Chiropractor must obtain
prior authorization for all chiropractic services.  

2.4.7 Hospice Care

Providers may order hospice care from any
participating hospice provider. The ordering 
provider must obtain prior authorization for all
hospice services.

2.4.8 Laboratory Benefit Information

All laboratory testing requiring CLIA certification
must be provided by a participating laboratory
provider.  The ordering provider must obtain prior
authorization for any lab test not covered by the
Ohio Medicaid Program.   

2.4.9 Imaging Benefit Information

If necessary, providers may direct a member to any
participating hospital, independent licensed imaging
facility or portable imaging company for outpatient
imaging services.  Providers must contact the UM
Department for prior authorization respective to the
ordered imaging.
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3.1 Enrollment

Unison is only offered to certain categories of
Medicaid consumers in its service area.  Unison
serves Medicaid consumers as an alternative to the
traditional fee-for-service program.  Effective dates
for new Unison members will be the first of the
month.  Newly enrolled members receive a Member
handbook and a Unison member identification card.

3.2 Eligibility

3.2.1 Member Identification Cards

Unison members are instructed to carry their ID
card at all times. The Unison ID number and the
effective date of coverage appear on the front of the
card. The PCP name and phone number also
appear on the front of the card. Although the MMIS
Medicaid Billing number is also listed on the card,
all participating Unison providers must use the
member’s Unison ID number when billing Unison for
services. Members enrolled in the ABD Plus
product are identified as ABD Plus members on
their cards. 

3: Enrollment and Eligibility

Sample Unison ID Card (CFC members)

Sample Unison ID Card (ABD Plus members)

Note:  Possession of a Unison ID card does not guarantee eligibility, coverage or payment.
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3.2.2 Verifying Eligibility

PCPs receive a monthly roster of members who
have chosen their practice for primary care services.
The lists are sent to the PCP offices the first week
of every month. New member additions to the
practice will be indicated by an asterisk. Termination
dates of members who are disenrolling from the
plan or practice will also be indicated. The roster
will also note if the member is due for a
HEALTHCHEK exam. Consulting providers and
facilities do not receive monthly rosters.  

Unison recommends that all PCPs, consulting
providers and facilities verify member eligibility prior
to each service. Unison offers eligibility verification
by telephone, on the Unison Health Plan website, or
by an electronic transaction system.

A. By Telephone
Interactive Voice Response System (IVR) –
Unison has employed an IVR system to handle
eligibility inquires. Simply call 888.586.4766 to
verify eligibility, or to receive PCP or COB
information. Before calling, be sure to have your
Unison provider number, the member’s Unison
member ID number (or Social Security number) and
member’s date of birth available. 

Unison Member Services Department – The
Member Services Department is also available to
assist with eligibility verification from 7 a.m. to 7
p.m., Monday-Friday. You can reach them at
800.895.2017.

B. On the Unison Health Plan Website
Unison Health Plan Website – Providers may
access eligibility and claim information via our
website. On-line registration is required. Please visit
www.unisonhealthplan for more information.

C. By Electronic Transaction System 
WebMD – Unison has partnered with WebMD to
make electronic transactions, including eligibility
inquiries, accessible to the provider community.

Please reference the EDI companion documentation
included with this manual for information regarding
this service.

3.2.3 Enrollment Verification
Department

An Enrollment Verification Representative attempts
to contact each new Unison member within one
week of enrollment. The representative verifies the
member’s demographic information and PCP
selection. The representative also reinforces
education of membership responsibilities, the role of
the PCP, and general health plan guidelines.

3.3 Processing of PCP Changes

3.3.1 Member Initiated

Each member either selects or is assigned a PCP at
the time of enrollment. The member may, at any
time, contact Member Services to request a PCP
change. Members can change their PCPs monthly.
PCP changes within the first month of membership
will be effective the date of the request.  If the
member requests a PCP change after the first
month of membership, the change will be effective
on the first day of the next month.  A new
identification card will be issued and sent to the
member's residence indicating the new PCPs 
name and the date the member can begin seeing
the new PCP.

3.3.2 PCP Initiated

PCPs may recommend that a member be removed
from their practice due to member non-compliance
or a failure to establish a mutually beneficial
relationship. The PCP may not use the member’s
health status as cause to transfer a member. The
PCP must submit a written request to the Provider
Relations Department.

Upon receipt of the request, a Member Services
Representative will contact the member to facilitate
selection of a new PCP. The representative will
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address educational issues as necessary. The new
PCP effective date and a new ID card are issued as
soon as possible. The PCP may be required to
provide care to the member up to 30 days from
Unison’s receipt of the request or until a new PCP
is chosen. 

A new PCP will be selected for the member if
Unison is unable to contact the member via
telephone. A letter is sent to the member indicating
the name of the new PCP and the reason(s) for 
the change. 

3.3.3 Additions of Newborns

During a member’s pregnancy, a Healthy First Steps
pregnancy coach (see the ‘OB/GYN’ section of 
this manual for details on the Unison Healthy First
Steps Program) aids the member in the enrollment
and PCP selection process of the newborn.

Unless otherwise specified by the mother, newborns
born to Unison members will gain Unison eligibility
on the date of birth.  However, in order to enroll the
newborn, Unison must first notify ODJFS of the
birth. Prior to enrollment and assignment of a
member ID number, providers may bill for services
rendered to the newborn using the mother’s Unison
ID number. Eligibility will begin the first day of the
month of birth and continue through the end of the
month in which the 120th day falls. It is also
important to remember that sometimes newborns
will be added (sometimes retroactively) to Unison
effective on the date of their birth.

3.4 Member Rights

Please take the time to review the Member Rights
and Responsibilities found in the member
handbook.

3.5 Marketing Presentations

Only ODJFS-approved MCP marketing
representatives may make a marketing presentation
as outlined in paragraph (F)(5)(e) of this rule to an
eligible individual or in any way advise or
recommend to an eligible individual that he/she
select MCP membership in a particular MCP. As
provided in Chapter 1751. and section 3905.01 of
the Revised Code, and rule 3901-1-10 of the
Administrative Code, all non-licensed agents,
including providers, are prohibited from advising or
recommending to an eligible individual that he/she
select MCP membership in a particular MCP as this
would constitute the unlicensed practice of
marketing.
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4.1 Background

Members obtain the majority of their health care
services either directly from or upon referral by their
Primary Care Provider. The PCP is responsible for
the coordination of a member’s health care needs
and access to services provided by hospitals,
specialty providers, ancillary services, and other
health care services. All of the member’s care
(except for those services designated as self-
referred) should be provided or referred by the PCP
except in a medical emergency. By focusing the
majority of a member’s medical decisions through
their PCP, the provider is able to provide
comprehensive and high quality care in a cost-
effective manner.

Each member in the family has the freedom to
choose any participating PCP, and a member may
change to another PCP should a satisfactory
patient-provider relationship not develop.

4.2 Role of the PCP

Services other than those designated as self-
referred or emergent should be provided and
arranged by the PCP in accordance with the
Primary Care Network Participation Agreement.
PCPs must be accessible 24 hours per day, seven
days per week. PCPs may arrange for another
provider to cover in his/her absence.

PCP responsibilities include, but are not
limited to:

• Providing primary and preventive care and acting
as a member advocate in recommending and
arranging care, based on Medical Necessity.
Determinations of Medical Necessity for covered
care and services, whether made on a prior
authorization, concurrent review or post-
utilization basis, shall be in writing and be
compensable under the Ohio Medicaid Program.
Unison shall base its determination on medical

information provided by the member, the
member’s family/caretaker and the PCP, as well
as any provider, programs, or any other agencies
that have evaluated the member.  Medical
Necessity determinations must be made by
qualified and trained providers. The definition of
Medical Necessity as defined by OAC 5101:3-
26-01(JJ) and 5101:3-1-01 is as follows:

• Services which are necessary for the diagnosis
or treatment of disease, illness or injury and
without which the patient can be expected to
suffer prolonged, increased or new morbidity,
impairment of function, dysfunction of a body
organ or part, or significant pain and discomfort.
A medically necessary service must: (1) Meet
generally accepted standards of medical
practice; (2) Be appropriate to the illness or
injury for which it is performed as to type of
service and expected outcome; (3) Be
appropriate to the intensity of service and level of
setting; (4) Provide unique, essential, and
appropriate information when used for diagnostic
purposes; (5) Be the lowest cost alternative that
effectively addresses and treats the medical
problem; and (6) Meet the general principles
regarding reimbursement for Medicaid Covered
Services set forth in Rule 5101:3-1-02 of the
Ohio Administrative Code. 

• Maintaining continuity of the member’s 
health care.

• Arranging referrals to Unison participating
providers.

• Complying with and coordinating services for
HEALTHCHEK State of Ohio EPSDT program.

• Coordinating behavioral health services.

4: Primary Care Provider (PCP) Services
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• Maintaining, copying or forwarding a member’s
medical record; documenting all services
provided to the member. The record must note
execution of an advance directive for all adult
patients. An advance directive constitutes written
instruction such as a living will or durable power
of attorney relating to the provision of health care
if the patient is incapacitated.

• A willingness and ability to make distinctions
between treatment methods consistent with the
member’s cultural background; and to maintain
consistency in providing quality care across a
variety of cultures.

• As agreed upon in the Network Participation
Agreement, the PCP will (a) not discriminate in
providing services to members on the basis of
race, color, sex, age, national origin, religion,
economic status, source of payment, health
status or health care needs; (b) observe, protect
and promote the rights of members as patients;
(c) maintain a written sexual harassment policy
and inform employees of the policy: (d) comply
with Title VI of the Civil Rights Act of 1964 in
providing Covered Services hereunder; and (e)
maintain written procedures as to interpretation
and translation services for members requiring
such services, including members with Limited
English Proficiency.

• Pursuant to regulations implementing the
Americans with Disabilities Act (“ADA”), 28
C.F.R. 35.101 et seq., PCP shall not, on the
basis of the disability, exclude any individual with
a disability from participation herein or from
activities provided for hereunder. PCP shall
comply with the “General Prohibitions Against
Discrimination,” 28 C.F.R. 35.130, and similar
regulations or guidelines that apply to the State
of Ohio.

• PCP must have a process to identify, keep a
record of, and report to Unison upon request
members requiring oral translation, oral
interpretation or sign language services and
provide the use of TTY or language assistance
all free of charge for members. Contact Unison
Member Services at 800.895.2017 for
assistance in arranging these services.  Please
note that Unison may conduct periodic audits of
providers’ processes to arrange interpreter
services.

• PCP will work with Unison and local school
districts to facilitate access to medically
necessary services to school age children,
ensuring continuity of care and implementing
plans to achieve the ODJFS’ goals in this area.

• PCPs are prohibited from advising or
recommending to an eligible individual that s/he
select membership in a particular MCP.

• Notifying Unison of any practice related changes
including changes regarding the acceptance of
new patients and standard office hours

4.3 Monthly Member Rosters

PCPs receive a monthly roster, identifying members
who have chosen their practice for primary care
services. Although member eligibility with Unison
remains constant for one year, members do have
the option of disenrolling within 90 days of their
effective date, and may change their PCP selection
at any time. Therefore, Unison urges PCPs to check
eligibility prior to providing care. The roster will
indicate the member’s Unison ID number, telephone
number, date of birth, coverage start date (and
termination date, if applicable), any primary
language if other than English, and any hearing or
vision impairment.  An asterisk will indicate
members new to the practice. An additional column
of the roster will indicate if a member is due for a
HEALTHCHEK exam.
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4.4 HEALTHCHEK

The Unison’s Pediatric Services Program includes
HEALTHCHEK screenings for children up to age
21. The PCP is responsible for complying with and
coordinating services related to HEALTHCHEK.

It is essential that children enrolled in Unison
receive screening exams at the appropriate ages.
The PCP member roster identifies those members
who are due for a HEALTHCHEK screen in the
upcoming month. Unison will assist the PCP in
notifying members due for a HEALTHCHEK screen.
The PCP is also responsible for HEALTHCHEK
outreach and follow-up care.

4.4.1 Childhood Immunizations

The HEALTHCHEK Program includes
immunizations for members through the age of 18 in
compliance with the Vaccines for Children (VFC)
Program. The VFC Program provides vaccines to all
public and private health care providers who agree
to participate in the program. The PCP may
distribute biologicals obtained through the VFC
Program to members requiring immunizations.

The member’s immunization encounter must be
documented on a CMS-1500 form. The PCP will
not be reimbursed for biologicals obtained through
the VFC Program.

4.4.2 Lead Screening Guidelines

HEALTHCHEK guidelines include Blood Lead Level
Screenings for children under the age of two. A
Lead Screening Questionnaire should be completed
at the time of each routine office visit for children of
this age group. Children considered at low risk
should still have an initial blood lead test at 9-11
months of age. PCPs must use a participating lab
service for collection of the lead level. The PCP may
draw the blood in the office and use the selected
lab’s courier service if available. The PCP may direct
the member to the selected lab’s nearest draw site. 

4.4.3 Pediatric Expanded Services

At the time of the HEALTHCHEK screening, PCPs
should identify the need for medically necessary
“expanded services”. Children under 21 years of
age are eligible to receive expanded services
including speech therapy, occupational therapy,
physical therapy, nutritional counseling, specialized
nursing care, expanded medical services, behavioral
health, psychological services and mental health
wrap-around services. Requests for expanded
services must be submitted to the Utilization
Management Department. 
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4.5 Transfer of Non-Compliant

Members

PCPs may recommend that a member be removed
from their practice due to member non-compliance
or a failure to establish a mutually beneficial
relationship. The PCP may not use the member’s
health status as cause to transfer a member. The
PCP must submit a written request to the Provider
Relations Department.

Upon receipt of the request, a Member Services
Representative will contact the member to facilitate
selection of a new PCP. The representative will
address educational issues as necessary. The new
PCP effective date and a new ID card are issued as
soon as possible. The PCP is required to provide
care to the member up to 30 days from Unison’s
receipt of the request or until a new PCP is chosen.
The PCP must participate in the transition of the
care plan.

A new PCP will be selected for the member if
Unison is unable to contact the member via
telephone. A letter is sent to the member indicating
the name of the new PCP and reason(s) for the
change.  
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5.1 Background

Members receive Consulting Provider services from
participating providers following referral by the
member’s PCP. The PCP is responsible for the
coordination of members’ health care needs. By
focusing the majority of a member’s medical
decisions through their PCP, the provider is able to
provide comprehensive and high quality care in a
cost-effective manner.

5.2 Role of the Consulting

Provider

Consulting Providers are expected to deliver care in
accordance with the provisions outlined in the
Consulting Provider Network Participation
Agreement. The Consulting Provider may have an
extended role in arranging referred diagnostic
services and procedures requiring Unison prior
authorization.

Consulting Provider responsibilities include, but are
not limited to:

• Notifying the PCP of the treatment plan and
estimated duration of specialty care. Consulting
providers should use established means of
communicating this information as appropriate.

• Arranging and ordering medically appropriate
services as needed.

• Complying with Unison administrative prior
authorization guidelines.

• Maintaining a member’s medical record and
documenting all specialty services provided to
the member.

• A willingness and ability to make distinctions
between treatment methods consistent with the
member’s cultural background and to maintain
consistency in providing quality care across a
variety of cultures.

• As agreed upon in the Network Participation
Agreement, the Consulting Provider will (a) not
discriminate in providing services to members on
the basis of race, color, sex, age, national origin,
religion, economic status, source of payment,
health status or health care needs; (b) observe,
protect and promote the rights of members as
patients; (c) maintain a written sexual harassment
policy and inform employees of the policy: (d)
comply with Title VI of the Civil Rights Act of
1964 in providing Covered Services hereunder;
and (e) maintain written procedures as to
interpretation and translation services for
members requiring such services, including
members with Limited English Proficiency.

• Pursuant to regulations implementing the
Americans with Disabilities Act (“ADA”), 28
C.F.R. 35.101 et seq., Consulting Provider shall
not, on the basis of the disability, exclude any
individual with a disability from participation
herein or from activities provided for hereunder.
Consulting Provider shall comply with the
“General Prohibitions Against Discrimination,” 28
C.F.R. 35.130, and similar regulations or
guidelines that apply to the State of Ohio.

• Consulting Provider must have a process to
identify, keep a record of, and report to Unison
upon request members requiring oral translation,
oral interpretation or sign language services and
provide the use of TTY or language assistance
all free of charge for members.  Unison may be
contacted at 800.895.2017 for assistance in
arranging these services. Please note that
Unison may conduct periodic audits of
Consulting Providers’ processes to arrange
interpreter services.

• Consulting Providers are prohibited from
advising or recommending to an eligible
individual that s/he select membership in a
particular MCP.

5: Consulting Provider Services
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• Notifying Unison of any practice related changes
including changes regarding the acceptance of
new patients and standard office hours

5.3 Eligibility Verification

Consulting providers do not receive a monthly
member Roster. Unison recommends that
consulting providers verify member eligibility prior to
each service. Unison offers a number of
mechanisms for our providers’ use to verify eligibility.
Please see the Enrollment and Eligibility section of
this manual for details.

5.4 Specialist Functioning as a

Primary Care Provider

Consulting Providers may function as a PCP for
members with complex illnesses or conditions if
approved by a Unison Medical Director. All requests
for a specialist to serve as a PCP should be
directed to the Member Services at 800.895.2017.



Unison Health Plan of Ohio 2010
Confidential and Proprietary

Copyrighted by AmeriChoice by UnitedHealthcare 201022

6.1 Background

Members may self-refer to any participating
OB/GYN physician for an annual exam, suspected
pregnancy, or any other medical visit.

Unison also permits PCPs to perform routine
gynecological exams, pap smears and provide
pregnancy care if they are so trained and equipped
in their offices.

6.2 Role of the OB/GYN

The OB/GYN is responsible for the following:

• Notifying the PCP of the treatment plan and
estimated duration of specialty or prenatal care.
The OB/GYN may use established means of
communicating this information as appropriate.

• Arranging and ordering medically appropriate
services as needed.  

• Complying with Unison administrative prior
authorization guidelines.

• Maintaining a member’s medical record and
documenting all specialty services provided to
the member. 

• A willingness and ability to make distinctions
between treatment methods consistent with the
member’s cultural background, and to maintain
consistency in providing quality care across a
variety of cultures.

• As agreed upon in the Network Participation
Agreement, the OB/GYN will (a) not discriminate
in providing services to members on the basis of
race, color, sex, age, national origin, religion,
economic status, source of payment, health
status or health care needs; (b) observe, protect
and promote the rights of members as patients;
(c) maintain a written sexual harassment policy
and inform employees of the policy: (d) comply

with Title VI of the Civil Rights Act of 1964 in
providing Covered Services hereunder; and (e)
maintain written procedures as to interpretation
and translation services for members requiring
such services, including members with Limited
English Proficiency.

• Pursuant to regulations implementing the
Americans with Disabilities Act (“ADA”), 28
C.F.R. 35.101 et seq., OB/GYN shall not, on the
basis of the disability, exclude any individual with
a disability from participation herein or from
activities provided for hereunder.  The OB/GYN
shall comply with the “General Prohibitions
Against Discrimination,” 28 C.F.R. 35.130, and
similar regulations or guidelines that apply to the
State of Ohio.

• OB/GYN must have a process to identify, keep a
record of, and report to Unison upon request
members requiring oral translation, oral
interpretation or sign language services and
provide the use of TTY or language assistance
all free of charge for members.  Unison’s
Member Services may be contacted at
800.895.2017 for assistance in arranging these
services.  Please note that Unison may conduct
periodic audits of OB/GYNs’ processes to
arrange interpreter services.

• OB/GYNs are prohibited from advising or
recommending to an eligible individual that s/he
select membership in a particular MCP.

• Notifying Unison of any practice related changes
including changes regarding the acceptance of
new patients and standard office hours

6: Obstetrician/Gynecologist (OB/GYN)
Services
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6.3 Eligibility Verification

OB/GYNs do not receive a monthly member roster.
Unison recommends that OB/GYNs verify member
eligibility prior to each service. Unison offers a
number of mechanisms for our providers’ use to
verify eligibility.  Please see the Enrollment and
Eligibility section of this manual for details.

6.4 Family Planning Services

A member may self-refer for Family Planning
services, including contraceptive care and urine
pregnancy tests. Members may self-refer to any
provider in or out of the Unison provider network to
provide Family Planning services. There is no limit to
the number of Family Planning visits a member may
have in a calendar year. 

6.5 Sterilization

Members must be 21 years of age or older for
outpatient sterilization surgery. Prior Authorization
must be obtained.  The Consent to Sterilization
Form (JFS 03198) must be signed and the 30-day
waiting period expired; according to State
guidelines, members only have 180 days to act 
from the date of the signature on the Consent Form.
The completed Consent Form must be included
with any claims.

6.5.1 Hysterectomy

A hysterectomy may not be performed solely for
family planning purposes. Members undergoing a
hysterectomy procedure must sign the Consent to
Hysterectomy Form (JFS 03199). A copy of this
form must be submitted to Unison upon request for
prior authorization and when submitting any related
claims.

6.6 Gynecological Services

A member may self-refer for annual gynecological
exams to any Unison participating provider
contracted to provide gynecological services.
Gynecology providers may order related diagnostic
tests such as mammograms and PAP Smears. The
gynecological provider should refer the member
back to the PCP for services unrelated to the
gynecologic diagnosis.   

6.7 In-Office Surgery

Any surgeries performed in the office by the
gynecologic provider do not require additional
authorization prior to rendering services. 

6.8 Obstetric Services

A member may self-refer for obstetric services to
any Unison participating Provider contracted to
provide obstetrical services. An OB Needs
Assessment Form must be completed as part of
routine prenatal care. Unison has developed this
form to identify conditions that may place the
member at risk for an adverse pregnancy. A copy of
this form may be found with this manual and on the
Unison web site at www.unisonhealthplan.com. 

The Obstetrician should evaluate OB needs by
using the criteria indicated on the OB Needs
Assessment Form. A copy of the form must be faxed
or sent to the Pregnancy Care Manager within
fifteen (15) days from the initial assessment. Please
note that OB needs should be assessed throughout
the course of the member’s pregnancy.  In addition,
the form may be submitted to the Pregnancy Care
Manager at any time during prenatal care if a
member’s condition constitutes a change of risk
status. 
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During the course of the pregnancy, the
Obstetrician may perform services such as
ultrasounds and fetal non-stress tests in the office
setting or refer the member to a participating
hospital. Routine prenatal care guidelines are
outlined in this manual. When ordering specialized
services, the Obstetrician must follow Unison
administrative policies for prior authorizations. 

6.9 Pregnancy Care Management

Members identified as high-risk, via review of the
OB Needs Assessment form, will receive care
management services designed to support the
prenatal care you provide. Please see the Care
Management Program Services section of this
manual for additional information.

6.9.1 Unison Healthy First Steps

The goal of the Healthy First Steps program is to
assist members in every aspect of prenatal care to
promote a safe and healthy delivery. 

A Healthy First Steps pregnancy coach will maintain
regular contact with an expectant mom to develop a
relationship throughout the time period in which
prenatal care is delivered. During this time, the
Healthy First Steps Pregnancy Coach will address
issues such as the member’s pregnancy history and
current environmental situation. They will assist with
scheduling prenatal appointments and arranging for
transportation when needed. 
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7.1 PCP On-Call Provider

Coverage

PCPs must provide on-call coverage for members
24 hours a day, seven days a week. In the event of
absence that prevents the PCP from providing on-
call coverage, the PCP should provide Unison with
90 days notice of his/her unavailability and must
arrange for another Unison participating provider to
be accessible during his/her absence.

A Medical Director must approve coverage
arrangements involving a non-participating provider.
The requesting Provider must complete and submit
an On-Call Provider Coverage Agreement that is
provided with this manual. The requesting Provider
is responsible for the actions of the non-
participating covering provider.

Covering providers must adhere to Unison
administrative policies, regardless of participation
status. 

7.2 Consulting Provider On-Call

Coverage

Consulting providers must arrange for another
participating consulting provider to be accessible in
their absence.

A Medical Director must approve coverage
arrangements involving a non-participating Provider.
The requesting Provider must complete and submit
an On-Call Provider Coverage Agreement that is
provided with this manual. The requesting Provider
is responsible for the actions of the non-
participating covering provider.

Covering providers must adhere to Unison
administrative policies, regardless of participation
status. 

7.3 Claims for Coverage Services

Reimbursement of provider services is contingent
upon proper authorization and member eligibility.
On-call provider will be reimbursed at their
contracted rate.  If the provider is not participating,
a prior authorization is necessary.

7: Coverage Arrangements
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8.1 Referral Process

Members obtain the majority of their health care
services either directly from or upon referral by their
Primary Care Provider. The PCP serves as the
member’s “medical home” for health care services.
Therefore, the PCP is responsible for the
coordination of access to services provided by
hospitals, specialty providers and other health care
providers. All of the member’s care (except for those
services designated as self-referred) should be
provided or referred by the PCP except in a medical
emergency. By focusing the majority of a member’s
medical decisions through their PCP, the provider is
able to provide comprehensive and high-quality care
in a cost-effective manner.

8.1.1 PCP Referral Guidelines

When building its provider network Unison’s goal is
to keep provider referral patterns consistent. Our
network is developed through consultation with
local providers as well as review of historical
Medicaid utilization data. Therefore, we encourage
PCPs to refer all services through our participating
providers. Please consult the Unison Provider
Directory for a listing of participating providers. A
listing of participating providers may also be found
on our website at www.unisonhealthplan.com.

Should it be necessary to refer a member to a non-
participating provider, please contact the UM
Department for a prior authorization.

8.1.2 Consulting Provider Referral
Guidelines

The consulting provider may also refer to
participating providers for most diagnostic testing
and routine outpatient procedures. Consulting
provider should direct a member back to the PCP if
the services of another consulting provider are
recommended.

8.2 Prior Authorization

Guidelines

8.2.1 Medical and Behavioral Health
Prior Authorization Requests

The Unison UM Department reviews prior
authorization requests for all medical and behavioral
health services. Please see below for further
information on processing these requests.

8.2.2 Pharmacy Prior Authorization
Requests

The Unison Pharmacy Department reviews prior
authorization requests for all pharmacy services
Drugs administered in a provider setting such as a
physician office, hospital, outpatient department,
clinic, dialysis center, or infusion center. 

8.2.3 Dental Prior Authorization
Requests

Please note that, although members may self refer
in network for dental services, a limited number of
dental services require prior authorization. These
requests must be made by the treating dentist and
will be submitted to Unison’s subcontracted dental
administrator, Doral Dental.

8.3 Medical and Behavioral

Health Prior Authorization

Process

The Unison UM Department accepts prior
authorization requests 24 hours a day, seven days a
week. Prior authorization requests are accepted
from a PCP or consulting provider.  It is appropriate
that the treating Provider forward the clinical
information to the Unison Health Plan UM
Department. A Provider may phone (877.518.1546)
or fax (800.396.4111 or 866.839.8058 for DME
equipment) the Unison Health Plan Utilization
Management Department to obtain an authorization.
For Behavioral Health Services they can fax their

8: Referral and Prior Authorization Guidelines
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request to 866-261-7692.  The provider can also,
request an authorization on-line at the Unison
website.  

Requesting providers must have the following
information available at the time of the prior
authorization request:

• Member name, DOB, and recipient identification
number

• Provider Name and ID Number

• Caller name, phone/fax number 

• Date(s) service will be performed

• Name of facility where services will be performed
and Provider ID Number

• Diagnosis by ICD-9 code 

• Procedure by CPT or HCPCS code

• When needed, nursing staff will call back for
supporting clinical information and treatment plan

If Milliman Care Guidelines® for UM, InterQual for
Mental Health and ASAM for Substance Abuse,
criteria or health plan criteria are not met, the case
may be presented to a Unison Health Plan Medical
Director. Under these circumstances, the Medical
Director may discuss the case with the member’s
treating provider. The treating provider may contact
the Medical Director to discuss the case.

Any Unison authorization of services less than or
different from the original request is considered a
denial and a denial letter will be issued to the
Provider and the member. The requesting Provider
or appropriate party will always be supplied with the
medical criteria used in the denial determination. A
denial may be based on one or more of the
following:

• Lack of proper notification (procedural denial)

• Service is not a covered benefit or not medically
necessary

• Place of service not medically necessary

• Delay in treatment not attributable to the
patient’s condition

The UM Department will respond to prior
authorization requests via telephone or secure fax. If
the member’s condition requires an expedited
response, the provider should notify Intake/Prior
Authorization to consider the request as urgent
Unison’s UM decisions are made based upon
medical necessity.  Our UM decision making is
based solely on appropriateness of care and
service.  We do not offer any incentive to deny
coverage, and we do not offer any incentive to
encourage inappropriate utilization..

Providers may appeal medical and procedural
denials according to the Unison Health Plan appeal
process found in the Provider Dispute Procedures
Section of this manual.

8.4 Common Services Which

Require Prior Authorization

• Ambulance, non-emergency

• Chemotherapy

• Chiropractic services

• All durable medical equipment rentals or any
purchased DME or supplies with billable charges
of $300 or greater

• Enteral and parenteral services and items 

• Genetic testing (including chromosome analysis)

• Home Health services
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• Hospice services

• Hospital, elective inpatient admission

• Hospital, acute inpatient admission (concurrent
authorization required – 48 hours notice)

• Hospital, inpatient rehabilitation admission

• Imaging:  CT, MRI, PET, SPECT

• Non-participating provider, covered benefits

• Outpatient procedures:  arthroscopy, cardiac
catheterization, laparoscopy, radiation therapy,
sleep study, surgery

• Pain management

• Pharmaceuticals given in the Provider’s office or
an outpatient facility: Blood Modifiers (Factor
Products), Botulinum toxin (Botox injection),
Enzymes and enzyme inhibitors (Hyalgan),
Hormonal Therapy (Lupron), Immunologic agents
(Remicade), Oncology chemotherapy
(Herceptin), Orthopedic Agents (Lovenox,
Arixtra), Recombinant products (Reopro)  

• Plastic surgery, medically necessary services are
covered excluding non-covered cosmetic
services

• Rehabilitation services (physical, occupational
and speech therapy), outpatient

• Skilled nursing facility

• Speech and hearing services, including 
hearing aids

8.5 New Technology

Unison evaluates new technology not covered by
the Ohio Medicaid Program on a case-by-case
basis. Please contact the UM Department for prior
authorization of these services.

You may contact the Provider Services Department
with questions related to services and the need for
prior authorization by calling 1.800.600.9007.
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9.1 Role of the Hospital

Hospitals are expected to deliver care in
accordance with the provisions outlined in the
Provider Network Participation Agreement.  

Hospital responsibilities include, but are not 
limited to:

• Notifying the PCP of the treatment plan and
estimated duration of care. Hospitals should use
established means of communicating this
information as appropriate.

• Complying with Unison administrative prior
authorization guidelines.

• Maintaining a member’s medical record and
documenting all services provided to the
member.

• A willingness and ability to make distinctions
between treatment methods consistent with the
member’s cultural background and to maintain
consistency in providing quality care across a
variety of cultures.

• As agreed upon in the Network Participation
Agreement, the Hospital will (a) not discriminate
in providing services to members on the basis of
race, color, sex, age, national origin, religion,
economic status, source of payment, health
status or health care needs; (b) observe, protect
and promote the rights of members as patients;
(c) maintain a written sexual harassment policy
and inform employees of the policy: (d) comply
with Title VI of the Civil Rights Act of 1964 in
providing covered services hereunder; and (e)
maintain written procedures as to interpretation
and translation services for members requiring
such services, including members with Limited
English Proficiency.

• Pursuant to regulations implementing the
Americans with Disabilities Act (“ADA”), 28

C.F.R. 35.101 et seq., Hospital shall not, on the
basis of the disability, exclude any individual with
a disability from participation herein or from
activities provided for hereunder.  Hospital shall
comply with the “General Prohibitions Against
Discrimination,” 28 C.F.R. 35.130, and similar
regulations or guidelines that apply to the State
of Ohio.

• Hospital must have a process to identify, keep a
record of, and report to Unison upon request
members requiring oral translation, oral
interpretation or sign language services and
provide the use of TTY or language assistance
all free of charge for members.  Unison’s
Member Services may be contacted at
800.895.2017 for assistance in arranging these
services.  Please note that Unison may conduct
periodic audits of Hospitals’ processes to
arrange interpreter services.

• Hospitals are prohibited from advising or
recommending to an eligible individual that s/he
select membership in a particular MCP.

9.2 Emergency Medical Condition

Defined

An emergency medical condition is defined as a
medical condition manifesting itself by acute
symptoms of sufficient severity (including severe
pain) such that a prudent layperson, who possesses
an average knowledge of health and medicine,
could reasonably expect the absence of immediate
medical attention to result in:

1. Placing the health of the individual (or, with
respect to a pregnant woman, the health of the
woman and her unborn child) in serious jeopardy; 

2. Serious impairment to bodily functions; or, 

3. Serious dysfunction to any bodily organ or part. 

9: Hospital Services
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9.3 Medical Emergency 

A member may self-refer for an emergency as
defined above. PCP authorization is not required
prior to medical emergency treatment. However,
Unison recommends that the facility or member
notify the PCP of the incident within 24 hours. 

9.4 Emergency Room Services

9.4.1 Emergent Inpatient Admissions

In order for Unison to monitor the quality of care
and utilization of services by our members, all
Unison providers are required to notify the Utilization
Management Department within 48 hours or the
next business day of a hospital admission arising
from an emergency medical condition.

9.5 Post-Stabilization Services

Unison will cover post-stabilization services as
defined in Federal Medicaid managed care
regulation at 42 CFR 438.114(e) and 42 CFR
422.113(c) and OAC rule 5101:3-26-03(G) without
requiring prior authorization if any of the following
situations exist:

• The post-stabilization services were pre-
approved by Unison.

• The post-stabilization services were not pre-
approved by Unison because Unison did not
respond to the provider’s request for the services
within one (1) hour of the request.

• The post-stabilization services were not pre-
approved by Unison because Unison could not
be reached by the provider to request pre-
approval for these post-stabilization services.

• The post-stabilization services are not pre-
approved by a Unison UM Representative and a
Unison Medical Director was not available for
consultation; the treating provider may continue

with the proposed plan of care until a plan
Medical Director can be reached.

• The attending or treating provider shall determine
when the member is stable for transfer or
discharge.  Unison shall defer to the treating
provider regarding the point of stabilization.

9.6 Non-emergent Inpatient

Admissions

In order for Unison to monitor the quality of care
and utilization of services by our members, all
Unison providers are required to obtain prior
authorization by contacting the Utilization
Management Department for all hospital admissions
not meeting the definition of emergency medical
condition.

Unison will accept prior authorization requests for
non-emergent services from the PCP, ordering
Provider, attending provider or Hospital Utilization
Review Department. No party should assume the
other has obtained prior authorization.

The requesting Provider should make every attempt
to request the above prior authorization at least 72
hours prior to admission unless contract guidelines
stipulate otherwise.

9.7 Inpatient Concurrent Review

The Unison Utilization Management Department
must monitor a member’s progress throughout the
inpatient stay. This is accomplished by a review of
clinical information provided by the Hospital
detailing the member’s progress to date. The
Utilization Management Department monitors
appropriateness of continued inpatient stay
according to established criteria under the direction
of the Unison Medical Director. If medical necessity
dictates a continued stay, the Hospital and plan
representative will mutually agree on the next review
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date. As part of the concurrent review process, the
UM Department coordinates the discharge plan and
assists in arranging additional services, special
diagnostics, home care, and durable medical
equipment.  

9.8 Hospital Transfers

In the event of a transfer admission to or from the
Hospital, the sending and receiving Hospital or the
attending provider must contact the Utilization
Management Department. No party should assume
the other has obtained prior authorization.

9.9 Outpatient Surgical Services

Unison providers may use a hospital’s short
procedure unit (SPU) or ambulatory surgical unit
(ASU) only when prior authorized by the Utilization
Management Department. The ordering Provider
must make the request for such prior authorization.

The requesting Provider should make every attempt
to request the above prior authorization at least 72
hours prior to admission unless contract guidelines
stipulate otherwise.  

In the event that a member’s condition requires an
immediate admission, prior authorization must be
obtained for the admission.  The ordering Provider
or the facility may make the request for such prior
authorization.  In the event the member is admitted,
the SPU charges and charges for inpatient services
must be billed separately.  Please be sure that all
claims include your appropriate Provider ID
numbers and appropriate authorization information
for each place of service.

9.10 Discharge Planning

Discharge planning begins at the time a member is
admitted to the hospital and continues through the
concurrent review process. The UM nurse will use
approved medical criteria as discharge indicators. In
addition to the member’s clinical status, the
psychosocial situation and home environment are
also taken into consideration when evaluating the
member’s discharge status. Post hospitalization
services may include, but are not limited to, home
health visits, durable medical equipment (DME),
rehabilitation and pharmacy services. The UM nurse
will refer pre-identified patients to a dedicated
discharge team. This discharge team will assume
responsibility for the finalization of the discharge
plan and will serve as a resource to the attending
provider, hospital team and the member. The
discharge team will perform the following discharge
planning tasks:

• Confirm benefit levels

• Assist with the identification of participating
providers

• Facilitate the certification process of post-
hospitalization services

• Assist with notification of providers and
scheduling of services

• Refer members to Care Management for
continuity of care.

• Identify high risk patients for post-discharge
follow-up contact to confirm the discharge plan
was executed 

• Assist provider with identification and resolution
of unanticipated issues identified immediately
post-discharge 
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The UM discharge team’s focus is to assist the
hospital staff and attending provider with the
coordination of the member's discharge plan. In
addition, during the discharge planning process, the
discharge team will identify those members who
may be considered high-risk and will outreach to the
member post-discharge to verify the discharge plan
was executed as the treating provider intended. 

9.11 Home Health Services

Upon discharge, specific Home Health Care
services and related Durable Medical Equipment
must be prior authorized through the Unison UM
Department as necessary.  

9.12 Skilled Nursing Units

Unison providers may use a Skilled Nursing Unit
only when prior authorized by the Utilization
Management Department. The ordering Provider or
the facility may make the request for such prior
authorization.

The requesting Provider should make every attempt
to make the above prior authorization request at
least 72 hours prior to admission unless contract
guidelines stipulate otherwise.  

9.13 Inpatient Rehabilitation

Unit/Long Term Acute Care

Facility

Unison providers may use an Inpatient Rehabilitation
Unit only when prior authorized by the Utilization
Management Department. The ordering Provider of
the facility may make the request for such prior
authorization.

The requesting Provider should make every attempt
to make the above prior authorization request at
least 72 hours prior to admission unless contract
guidelines stipulate otherwise.
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10.1 Background 

Unison strongly believes in the utilization of care
management services to promote comprehensive
coordinated care for identified populations.

Our Care Management program serves as an
individualized service delivery based on
comprehensive assessment tools that are used to
develop a care plan. The care plan is developed in
collaboration with the member, family (if applicable),
and the treating provider. The goal is to empower
the member and involve them in all aspects of the
planning and service arrangements. 

The Unison philosophy expands on this premise as
we believe that psychosocial issues, especially in the
Medicaid population, directly impact upon the
members' ability to manage their disease or condition.
To this end, our care management team employs a
multidisciplinary approach where the clinical care
management (RN) activities are complemented or
assisted by social work-based care managers, health
coaches and behavioral health advocates.

10.2 Provider Involvement

Providers can be actively involved in the care
management programs in several ways. The plan
recognizes the importance of not only including the
treating provider on a member by member basis but
also to use the expertise of practicing providers in
the ongoing refinement of the care management
program.

The various processes for provider involvement are
described below:

• Each treating provider is notified in writing at the
time of their patient’s enrollment in the care
management program and is invited at that time
to participate in the initial and ongoing
development of the care plan. The care manager
may contact the primary treating provider in

order to design specific interventions in
conjunction with the practitioner’s treatment plan.
This is also considered as an opportunity by the
care manager to develop a relationship with the
treating provider and his office staff 

• The care managers contact the treating provider
with any serious changes in member’s condition
to update/redirect the plan

• Providers receive a quarterly roster of their
members accompanied by a patient profile or
“Report Card” (for certain programs) that
provides relevant member-specific medical
information such as condition monitoring,
adherence to treatment plans and identification
of co-morbid conditions for several of the care
management programs. Providers who score
high results on the report cards are highlighted
in provider newsletters as “best practices.”

• Annually, providers receive Health Management
Program Description outlining key activities that
illustrate program services including care
management services and identifies how the plan
works with both the provider and the member   

• Providers are strongly encouraged to refer
patients to care management on an as 
needed basis 

Providers can refer their patients for care
management by calling 800.508.2581

10: Care Management Services
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10.3 Health Management

Programs

The Adult Care Management portion of the
program identifies and risk-stratifies the adult
medically complex population with consideration to
co-morbid conditions and social environment.
Activities are designed to address members within
the continuum of their disease, including
educational outreach, ongoing-targeted short and
long term care management, as well as
collaboration with the member’s provider and other
health care team members to effectively educate
and develop an optimal treatment plan to help the
member manage their disease.

The Pediatric Care Management portion of the
program was intentionally designed to have a very
broad diagnoses base to allow referrals for reasons
other than catastrophic type illnesses or conditions.  

Disease management programs offered
through Unison:

10.3.1 Asthma Care Management

The Asthma program focuses on children and adults
with moderate to severe asthma and has a heavy
emphasis on improving the quality of life, patient
education and the increased usage of long-term
control medications. Each patient is assessed,
stratified and the care plan intensity can range from
basic educational mailings for those members who
require limited assistance to comprehensive care
plans with frequent outreach to both the patient and
the treating provider.

All children under 21 years of age with a diagnosis
of asthma, regardless of severity, should be referred
to care management services for
screening/assessment. 

10.3.2 High Risk Pregnancy Care
Management

The high risk pregnancy program is through the
Healthy First Steps program which offers coaching
for all pregnant members to encourage pre-natal
care. Members are identified as high-risk, primarily
through the OB/GYN physician’s submission of the
OB Needs Assessment Form that is completed
during the first prenatal visit. The assessment form
is designed to clearly identify member that are at
risk of pre-term labor or a poor outcome of the
pregnancy.

High risk pregnancy indicators are as follows:

• Teen pregnancy – age 17 and under (CSHCN
indicator)

• Pre-term labor

• Premature rupture of membranes/cervical dilation

• Uncontrolled insulin dependent diabetes

• Fetal anomalies

• Placental/uterine abnormalities

• Hyper-emesis

• Incompetent cervix

• Uncontrolled asthma

• Uncontrolled or chronic hypertension/pregnancy
induced 

• Hypertension

• Pre-eclampsia

• Multiple gestation

• History of three or more previous miscarriages
after first trimester
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• Bleeding after first trimester

• Current drug or alcohol abuse

10.3.3 Neonatal Intensive Care Unit
(NICU) Care Management

The NICU Care Management program is
designed to assign a care manager as soon as
possible after the infant’s birth. The NICU care
manager performs all of the Utilization Management
(UM) activities for the admission which include
continued stay and discharge planning. Contact
with the parent(s) is established while the infant is
hospitalized so that if the infant is identified, through
risk stratification methodology, for care management
services post discharge, the critical relationship with
the parent(s) has already been established.

If a High Risk Pregnancy care manager identifies
a patient where premature delivery of a high risk
infant is imminent or predicted, the care manager
will consult with the NICU care managers and
discuss the mother’s clinical and social history
allowing a smooth transition of the high risk mother
and infant to the NICU care manager. 

10.3.4 Diabetes Care Management

Diabetes care management focus is education and
improved compliance with the provider’s treatment
plan. Patients are primarily identified through claims
and pharmacy activity but as with all of the
programs, members, treating providers and the
plans UM department are also a strong referral
source. Each member is assessed, stratified and the
care plan is customized to meet each member’s
needs. Members that require limited assistance will
receive educational mailings and members who
require a more intense approach, a comprehensive
care plan will be developed that includes frequent
outreach to both the member and the treating
provider.

10.3.5 Transplant Care Management

The Transplant Care Management program monitors
the member from initial evaluation to one (1) year
post transplantation. Activities are designed to
address members within the continuum of care,
provide ongoing-targeted care management, which
includes collaboration with the member’s provider(s)
and the facility transplant team.

The transplant care managers are assigned as the
member enters the transplant evaluation process.
The care manager performs the UM activities
associated with the transplant evaluation, all
inpatient admissions and related outpatient services.
The care manager develops a relationship with the
patient, family and the hospital transplant team
which allows the care manager to support the
patient and family through a very difficult and
stressful time of their lives.
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11.1 Overview

It is Unison’s goal to identify, eliminate, and prevent
dissatisfaction of providers by making every effort to
maintain open lines of communication with
providers. To ensure that provider disputes are
resolved in a consistent manner, Unison operates
internal provider dispute procedures. 

If a Provider has a complaint or other problem
regarding any aspect of Unison's operations, the
provider may contact the Provider Services
Department at 1.800.600.9007 to register a
complaint and seek resolution.

If a matter cannot be resolved to the provider’s
satisfaction, the provider can exercise his/her
dispute rights in writing within the timeframes
specified below. Requests should include all details
relevant to the dispute and attempts at resolution
prior to filing.

11.2 Provider Disputes

Set forth below is a brief description of Unison's
various dispute processes. Providers may obtain
further information regarding specific situations by
contacting our Provider Services Department.

Providers may dispute the following decisions by
Unison:

1. Denial of a claim and request for payment
authorization (failure to follow procedure).

2. Credentialing or Re-credentialing Denial.

3. Provider Contract Termination by Unison.

11.3 Dispute of Denied Claims

and Payment Authorization

Claims and requests for payment authorization may
be denied for failure to follow required procedures
or Unison’s UM/QI Plan, e.g., failure to obtain

required prior authorization, or submit claims on
time. While Unison encourages providers to seek
informal resolution of claim disputes through our
Provider Services Department, the formal dispute
process must be initiated within forty-five (45) days
of Unison’s remittance advice.  Disputes of denied
claims must be submitted in writing to:

Unison Health Plan of Ohio, Inc.
Grievance/Appeal Coordinator 
1001 Brinton Rd.
Monroeville, PA  15146

Providers should not re-submit denied claims or
send disputes to the Claims Department. 

Disputes must include all supporting documentation
and specify all reasons why the provider believes
Unison's original decision is in error. Disputes over
payment will generally be decided within thirty (30)
days of receipt thereof , the provider must submit an
original copy of the disputed claim along with a
copy of Unison’s Explanation of Benefits.

11.4 Appeals of Credentialing

Decisions and Contract

Termination Decisions

Providers may request review of Unison’s
credentialing decision or other professional review
action. Professional review actions are peer review
actions subject to all protections provided by law
and are reviewed pursuant to Unison's Quality
Improvement Provider Dispute process (as
amended from time-to-time). Currently, such
disputes are reviewed by a panel of Unison's
participating providers.  Providers have the right to
(1) appear and participate in person; (2) submit
evidence, written and verbal; and (3) be
represented by an attorney in such proceedings.
Providers seeking review of professional review
actions should submit their dispute in writing via 

11: Provider Dispute Procedures
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certified mail within thirty (30) days of the date of
the Professional Review Action notice to:

Unison Health Plan of Ohio, Inc.
Medical Director
1001 Brinton Rd.
Pittsburgh, PA 15221

The provider will receive a hearing notice setting the
time, date and place of the hearing and relating the
provider’s rights during the hearing process. A
hearing will be held at least thirty (30) days from the
date of the hearing notice.

Providers seeking reconsideration of credentialing
decisions involving failure to meet baseline
credentialing criteria may submit additional
information for review by the plan’s Credentialing
Committee. Unison’s Medical Director shall have
sole discretion in determining whether the provider’s
credentialing application, along with the additional
information, will be forwarded to the Credentialing
Committee for reconsideration.  Providers disputing
contract termination decisions should, upon receipt
of Unison's decision, immediately contact the
Provider Services Department at 1.800.600.9007. 

11.5 Arbitration

Providers may also be able to seek review of any
dispute through the arbitration process, as set forth
in the Provider Agreement, if applicable. Providers
are generally required to exhaust all available
internal dispute processes before seeking
arbitration.

11.6 Provider Dispute Process

Revisions

The provider dispute process described herein is
subject to change, without notice, to accommodate
revisions in applicable Federal and state law. If you
have any questions, contact our Provider Services
Department at 1.800.600.9007.

11.7 Member Appeals, Grievances

and State Hearings

The Provider may reference the member handbook
provided with this manual or contact Unison to
request Unison’s policies and procedures for more
detailed information regarding the member dispute
process.

11.7.1 Member Appeal Process

The member, or authorized representative with the
written consent of the member, may file an appeal
regarding a Unison action within ninety (90) days of
the date of the action. An action is any reduction,
suspension, termination, denial, or untimely delivery
of a service or denial of payment for a service. The
member may request that the authorized
representative assist or represent them during the
process and be present during the review. Member
appeals are reviewed and resolved within fifteen
(15) days of receipt.

Unison will review the member’s appeal in an
expedited manner if the member’s treating provider
certifies that the member’s health will be harmed by
deciding the appeal in the regular appeal
timeframes. The certification must include the
clinical rationale and member-specific facts to
support the provider’s opinion. The appeal will be
reviewed and decided within three (3) working days
of its receipt of the expedited appeal request.  
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11.7.2 Member Grievance Process

The member, or their authorized representative with
written consent of the member, may file a grievance
with Unison to express dissatisfaction with any
aspect of Unison’s or a provider’s operation,
provision of health care services, activities, or
behaviors, other than an action, within ninety (90)
calendar days of the date that the member became
aware of the issue.  Members will be notified of the
outcome of Unison’s review of grievances within the
following time frames:

1. Two (2) working days of receipt if the grievance
is regarding access to Medicaid-covered
services;

2. Thirty (30) calendar days of receipt for non
claims-related grievances; or

3. Sixty (60) calendar days of receipt for claims-
related grievances.

The member may have his/her grievance reviewed in
an expedited manner if the member’s treating
provider certifies that the member’s health will be
harmed by deciding the grievance in the regular
grievance timeframes. The certification must include
the clinical rationale and member-specific facts to
support the provider’s opinion.

11.8 State Hearing Process

The member, or their authorized representative with
the written consent of the member, may request a
state hearing within ninety (90) calendar days of
when the following occurs:

1. Unison denies a request for the authorization of a
Medicaid-covered service, in whole or in part
and simultaneously mails state hearing form JFS
04043.

2. Unison reduces, suspends or terminates a
previously authorized service and simultaneously
mails state hearing form JFS 04043.

3. Unison learns that a member has been billed by
a provider due to Unison’s  denial of payment on
appeal and mails state hearing form JFS 04046.

Providers cannot use the hearing process to
address claims payment disputes over failure to
follow Unison procedures. Providers may file
appeals and grievances verbally or in writing.

11.9 Continuation of Services

The member may continue receiving services or
items until a decision is made about his or her
appeal or state hearing if the member is receiving
the services that were denied, reduced or
terminated, the authorization period has not expired,
the request for appeal or state hearing is hand-
delivered or postmarked within ten (10) days of the
date of Unison’s NOA denying, reducing or
terminating the services or items and the member
requests the extension of benefits.

The member may be liable for the cost of any
continued benefits at the discretion of the Ohio
Department of Job and Family Services. 
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12.1 Overview

The Unison Quality Improvement Program is
designed to continually monitor, evaluate and
improve the quality of care and services Unison
Health Plan provides. The program identifies and
recommends ways to improve health care and
related services delivered to Unison members
through the use of continuous quality improvement
concepts and methods, including:

• Evaluating clinical and administrative aspects of
care and services provided to members to
determine areas for improvement

• Recommending corrective plans of action to
improve the quality of care and service 

• Implementing the plans of action

• Measuring the effectiveness of interventions to
improve the quality of care, customer service and
the health status for the members it serves.

12.2 Provider Participation in

Quality Management

Unison Health Plan has a Provider Advisory
Committee (PAC) through which participat¬ing
providers give Unison Health Plan advice and expert
counsel in medical policy, quality management and
quality improvement. A medical director chairs the
PAC, which meets on a regular basis and has
oversight responsibility for issues affecting health
services delivery. The PAC is composed of
participating providers and Unison Health Plan
management staff and reports its recommendations
and actions to the Unison Health Plan Board of
Directors.

12.3 Monitoring and Improving

Quality of Care

The Quality Improvement Program tracks certain
indicators of plan performance to assess the quality,
adequacy and appropriateness of health care
resources used. Performance indicators are based
upon:

• The accessibility of practitioners, which is
evaluated by analysis of complaint data, on-site
and investigative reviews

• The availability of practitioners and providers,
which is monitored by GEO access reports and
subsequent analysis of standards

• Member and provider satisfaction with the plan
services and utilization management process,
which is monitored by CAHPS and provider
satisfaction survey results, respectively, as well
as complaints

• Credentialing and recredentialing standards,
which are monitored by adherence to standards
and timeframes

• Practitioner adherence to published clinical
practice guidelines that is measured by annual
guideline measures

• Preventive health services which are evaluated
by HEDIS measures and chart audits

• Continuity and coordination of care processes
that are evaluated by survey and chart audits

• Access to member services team members that
is evaluated by telephone statistics

• Quality of care problems evaluated by member
complaints and sentinel events

12: Quality Improvement Program
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• Patient safety, which is monitored by drug
interactions/medication safety, site reviews,
adverse sentinel events, hospital and nursing
home surveys

• Disease management program process and
outcome measures evaluated through health
management analysis

• Health promotion services for children and adults
which are measured by HEDIS  performance
measures and chart audits.

12.4 Development of Clinical

Practice Guidelines

Unison develops and distributes clinical practice
guidelines associated with acute and chronic
conditions prevalent in the membership population
in an effort to assist practitioners and members with
health care decisions based on disease or
condition. Unison's Quality Improvement team in
conjunction with the PAC reviews these guidelines
annually.   

12.5 Ongoing Evaluation

Activities

Throughout the year, potential risk management
cases and quality of care problems will be evaluated
through a formal program which will identify those
cases that require investigation and follow up and
establish the data collection mechanism for trending
purposes. This process shall be conducted as part
of Unison's peer review activities. Each potential risk
management or potential quality of care problem is
reported to the Unison Quality Improvement (QI)
Department, and is investigated to determine the
assignment of a quality concern level and initiation
of an action plan. The QI Department will refer all
necessary issues to the Medical Director for review. 

Information used for tracking and trending purposes
includes:
• Date of incident or identification 
• Member identification number
• PCP name
• Involved participating provider, if other than PCP
• Problem description
• Quality concern level
• Facility (site) where problem occurred
• Action steps
• Outcome/follow-up

At least quarterly, the Unison QI Department shall
prepare a summary of tracking activities for review
by the PAC. 

The Provider Advocacy Committee acts as a forum
in trending quality of care issues and monitoring for
system-wide problems. Focused studies/audits or
multi-disciplinary teams may be recommended for
pursuing QI initiatives for system-wide problems.

12.6 Monitoring Member and

Provider Satisfaction and

Feedback

Unison monitors member satisfaction of care and
services, to ensure all areas of member interactions
are working effectively, and to identify opportunities
to improve on these processes whenever possible
for the full range of its operations including:

• Availability and accessibility of health
practitioners and services

• Utilization Management procedures

• Quality and service provided in practice settings

• Quality of member services.

Unison analyzes member satisfaction data from all
sources including member satisfaction survey data,
member complaints and grievances, and provides
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for interval analysis as well as an annual aggregate
report. The report includes the assessment of
member satisfaction data and the monitoring
methodology, a quantitative and qualitative analysis,
year-to-year trending, comparisons to goals and
benchmarks, barrier analysis, opportunities for
improvement, and evaluation of the effectiveness of
past interventions. 

Unison will employ the Consumer Assessment of
Health Plans Survey (CAHPS) data, member
complaints and member grievances. The CAHPS
survey provides an integrated set of carefully tested
and standardized questions to collect and report
meaningful and reliable information about the
experiences of the members. In addition, Unison
collects and reports all member complaints which
are categorized by reason when entered into the
information system, and reported by number and
complaints per 1000 members. Complaints are
reported quarterly to the Operations Committee. All
member grievances are logged upon receipt by the
Grievance and Appeals staff and categorized by
reason. Grievances are reported quarterly to the
PAC. 

Unison evaluates practitioner satisfaction using an
annual satisfaction survey. The surveys, which are
used for Primary Care Providers (PCPs), high-
volume specialty care providers, ancillary providers
and hospitals, are managed by the Quality
Improvement Department. All PCPs, high volume
specialists, ancillary providers, and contracted
hospitals receive surveys in the mail. High volume
specialists are determined from claims analysis
based on volume and include OB/GYN providers.
Ancillary providers who are sent surveys include the
providers of durable medical equipment, home
health care services, hospice care services, infusion,
medical supplies and orthotics/prosthetics.

12.7 Peer Review Procedures

The Unison Medical Director will always contact a
provider if there is a question about services
delivered or in response to a complaint, the
credentialing process, quality of care or sentinel
events. If the Medical Director and individual
provider or practice can not resolve the issues
adequately and pursuant to state and federal
regulations, the issues will then be sent to the PAC. 
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13.1 Code Sets/Claim Forms

Claims must be submitted to Unison using HIPAA
compliant CPT-4 or HCPCS codes. Unison follows
Ingenix Clinical Editing System (ICES) edits in the
processing of provider claims. Hospitals should bill
on a UB-04 or CMS 1500 form. Other providers,
including Ancillary providers, should bill using the
CMS 1500 form. All paper claims must be billed on
red and white claim forms. Black and white claim
forms will not be accepted.

13.2 Clean Claims

Please allow thirty (30) days for the processing of
clean claims. A "Clean Claim” is a claim for payment
for a health care service which has no defect or
impropriety, such as a lack of required
documentation or a particular circumstance
requiring special treatment that prevents timely
adjudication of the claim, and in compliance with
applicable law.  

13.3 Payment in Full

Payment by Unison is considered payment in full. In
no circumstance, including, but not limited to, non-
payment from Unison for non-approved services,
may a provider bill, charge, collect a deposit from,
seek compensation, renumeration or reimbursement
from, or have any recourse against a Unison
member. In addition, no copayments may be
assessed to or collected from a Unison member.

13.4 Electronic Claims (EDI)

13.4.1 Why Submit Electronically?

Unison has the capability of accepting claims
electronically through an association with WebMD.
Unison prefers and encourages providers to take
advantage of electronic claims processing
capabilities.  Submitting claims electronically offers
the following benefits:

• Faster Claims Submission 

• Expedited Payment

• Detailed Submission Reports

• Increased Claims Accuracy

• Reduced Paperwork

• Time and Cost Savings

13.4.2 How To Submit Electronically

If you currently submit claims electronically to other
insurance carriers, please contact your software
vendor for further instructions. Please notify your
vendor that Unison’s Payor ID number is 25175.
When submitting claims to Unison, it is particularly
important that your Unison provider ID number and
the member’s Unison ID number be present and
accurate for each claim. If you are not presently
submitting claims electronically, please contact your
Unison Provider Relations Representative for further
information.

13.4.3 What Can and Cannot Be
Submitted Electronically?

All services submitted on a standard CMS 1500
Form or UB-04 Form will be accepted for electronic
submission. Encounter Data must also be submitted
using one of the aforementioned form types. There
are a few types of claims and attachments which
cannot be submitted electronically to Unison, 
such as:

• Medicaid attachments

• Claims for which Unison is the secondary
insurance (EOB required)

• Claims for non-payable Medicaid codes which
were negotiated for payment

13: Claim Guidelines
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Because the previously listed claims and
attachments cannot be submitted electronically,
Authorization numbers should be noted in Box 23
on the CMS 1500 layout and in Box 63 on the UB-
04 layout. To avoid having one of the previously
mentioned claims denied, a paper copy of the claim
form and the attachment must be sent to the
appropriate Unison claims address.

13.5 Received Dates

The “received date” of the claim will be dependent
on when the claim is received by Unison from
WebMD. Any claim submitted to WebMD and
received by 7 PM Monday through Friday will have a
“received date” of that business day. Claims
received after 7 PM will have a “received date” of
the following business day.

13.6 Required Fields

Along with the standard fields required, the
following fields must be completed for a claim to be
accepted by Unison for processing:

* Date of Service must be listed in box 6 on the
UB92. For Outpatient claims, the Date of
Service must also be listed on each line in box
45 on the UB92.

** Medicare Place of Service codes should be used.

13.7 Paper Claims

Providers that do not yet have the ability to submit
electronic claims should submit their claims in the
traditional paper format. Paper claims may be mailed
to the following address:

Unison Health Plan
PO Box 1257
Monroeville, PA  15146

13.8 Submission Requirements

Reimbursement of services is contingent upon
proper authorization and member eligibility. Please
be sure to submit every claim with a complete and
accurate provider number.

13.9 Claims

All encounters and services provided to members
must be submitted on a CMS 1500 or UB 04 as
appropriate. All paper claims must be billed on red
and white claim forms. Black and white claim forms
will not be accepted. The submission must include
HIPAA compliant codes and valid diagnosis codes.
Depending on the service(s), the provider may
possess an authorization number, obtained from
Unison’s UM Department respective to the service.
In cases where prior authorization is required, the
authorization number should be indicated on the
claim in the prior authorization field (Box 23 on
CMS-1500).

13.10 Timeframes

Unison must receive a properly submitted claim
within 90 days from the date of service.  In cases
where Unison is not the primary payor, the Provider
has 365 days to submit a claim after the
payment/denial of the primary carrier. Unison will
forward a remittance advice and reimbursement
within 30 days from receipt of a claim. However,
reimbursement is contingent upon proper
authorization and member eligibility. Resubmission

Field Numbers

Field Description           CMS 1500 Form UB-04 Form

Provider NPI Number Box 33 Box 51

Member ID Number Box 1a Box 60

Type of Service Code N/A N/A

Date of Service Box 24A Box 6 & 45*

DRG Number N/A Box 56 
(I/P only)

Place of Service ** Box 24B N/A
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filing limits are 60 days for par providers and 180
days for non-par providers after the 365 day timely
filing has expired.

13.11 Inpatient Readmissions

Effective 3/1/2010, for hospitals paid under the
prospective payment system, a readmission is
defined as an admission to the same institution
within 15 days of the previous discharge.  Effective
03/01/10, any inpatient readmission to the same
facility within 15 days of a prior discharge will be
reviewed to determine if the two cases are related.

13.12 Reporting Birth Weight on

Newborn Claims

Please note that providers are required to report
newborn weight to Unison. To report this data, the
appropriate value code must be used:

UB-04: Report in block 39, 40 or 41 using 
value code “54” and the newborn’s
weight grams. 

If billing electronically, please report birth weight in
loop 2300, segment HI, with the qualifier BE and
the value code “54” in HI01-2 and the newborn’s
weight in grams in HI01-5.

Unison references the following codes to identify
newborn claims. Therefore, please be sure to
include birth weight on all claims containing these
codes:

ICD-9   Procedure Codes:
72.x Forceps, vacuum, and breech delivery
73.51 Manually assisted delivery; Manual

rotation of fetal head
73.59 Manually assisted delivery; Other 
74.0 Cesarean section and removal of

fetus; Classical cesarean section
74.1 Cesarean section and removal of

fetus;  Low cervical cesarean section
74.2 Cesarean section and removal of

fetus; Extraperitoneal cesarean
section

74.4 Cesarean section and removal of
fetus; Cesarean section of other
specified type

74.99 Cesarean section of unspecified type

ICD-9 Diagnosis Codes:
650        Normal Delivery
V27.x Outcome of Delivery

The following codes must have a 5th digit
equal to 1 or 2:
640-648; Complications mainly related to

pregnancy 
651-659; Normal delivery and other indications

for care in pregnancy, labor, and
delivery

660-669; Complications occurring mainly during
the course of labor and delivery

670-676; Complications of the puerperium.

CPT Codes:
59409 Vaginal delivery (with or without

episiotomy or forceps)
59514 Cesarean delivery only
59612 Vaginal delivery only, after previous

cesarean delivery (with or with our
episiotomy or forceps)

59620 Cesarean delivery only, following
attempted vaginal delivery after
previous cesarean delivery

13.13 Reporting Date of Last

Menstrual Period

Please note that providers are required to report the
date of a member’s last menstrual period to Unison.
If billing on paper, please report the date of the last
menstrual period as follows:

UB-04: Report anywhere in blocks 32 -36
using occurrence code “10” in one
block with the date of the last
menstrual period in the next block.
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CMS-1500: Report in block 14 using the date
of the last menstrual period.

If billing electronically, please report the date of the
last menstrual period as follows:

837I: Report using occurrence code “10”
and the date of the last menstrual
period in loop 2300, segment HI,
qualifier BH.

837P: Report the date of the last
menstrual period in loop 2300,
segment DTP, qualifier 484.

13.14 Claims Inquiries

Providers may make claims inquiries electronically
via WebMD or through our web site at
www.unisonhealthplan.com. Please note that Unison
is obligated to adjudicate all clean claims within 30
days. Therefore, as a professional courtesy, Unison
asks that you please allow 30 days from the
submission of a claim to check on its status through
communication with our Provider Services
Department at 800-600-9007.

13.14.1 Why Accept Payment
Electronically?

Unison has the capability of paying providers
electronically through electronic funds transfer
(EFT). Unison prefers and encourages providers to
take advantage of our EFT capabilities. Accepting
payment electronically offers the following benefits:

• Lower administrative costs or bank fees – no
paper checks to process and deposits to be
taken to the bank

• Receive funds more quickly – payment hits your
account the same day the check would
otherwise be dropped in the mail

• Reduced risk of lost checks, checks cashed by
the wrong person, or other check related fraud

• By making one single payment per Tax ID, the
sum of all payments reconciles easily to your
1099 at the end of te year

13.14.2 How to Enroll in Unison’s EFT
Program

Simply complete and return the “Authorization to
Initiate Electronic Funds Transfer (EFT)” form
included with this manual, or visit our website at
www.unisonhealthplan.com.

13.15 Corrected Claims Policy

Effective 3/1/12010, corrected claims need to be
billed in the following format:

§ CMS 1500

o box 22, enter the appropriate claim frequency
code

§ 7 – replacement of prior claim

§ 8 – void/cancel of prior claim

§ UB 04

o box 4, enter the appropriate claim frequency
code

§ 7 – replacement of prior claim

§ 8 – void/cancel of prior claim

For professional, institutional and dental EDI claims,
the only mechanism excepted to indicate the claim
is a correction or a void of a previous processed
claim will be the following:

§ loop 2300

§ segment CLM05-3

§ name Claim Frequency Type Code

§ instructions:  when resubmitting, enter the
appropriate claim frequency code which is 7 or 8.
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13.16 Coordination of Benefits

(COB) and Subrogation

If the Medicaid managed care consumer does not
provide adequate information about other insurance
coverage or denies having it, health care providers
may submit their health care claims to Unison for
reimbursement.  In order for Unison to pay these
claims, the provider must demonstrate that they
have already taken "reasonable measures" to obtain
third party payments.  "Reasonable measures" are
defined as any (emphasis added) of the following:

1.  The provider has first submitted a claim to the
third party carrier and received (a) remittance
advice citing a valid reason for not paying the
claim;

2.  The provider has submitted the claim (to) the
third party payer at least three times within a
ninety day period and has not received (a)
remittance advice or other communication within
ninety days of the last submission. (Providers
must be able to document each claim
submission and its date.)

3.  The Provider has not submitted a claim, but has
obtained written documentation from the third
party payer that the service is not eligible for
coverage. 

Unison will  pay provider claims submitted that meet
the above listed criteria of "reasonable measures".
It is important to note that providers may not bill
Medicaid consumers for unpaid medical claims. 
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14.1 Access Standards

Unison confirms that practitioners are accessible to
our members. Compliance with accessibility
standards are monitored by reviewing data
collected from various sources including:  member
complaints, office reviews, member satisfaction
surveys, monthly random availability phone checks,
and calls to the Member Services Department. This
data is presented to the PAC for barrier analysis
and development of interventions when the results
suggest that it is required. Follow-up is provided by
the Provider Relations Department who educates
offices that are not in compliance with the
standards. 

Unison has established the following standards
relative to accessibility:

• Primary Care Providers (PCPs):

1. Emergency cases must be triaged and
treated immediately on presentation at the
PCP site

2. Urgent cases must be scheduled within 24
hours

3. Routine Asymptomatic Appointments must be
scheduled within 6 weeks.

4. Routine care-persistent symptoms must be
treated no later than the end of the following
working day after their initial contact with the
PCP site

5. Preventive/General physical appointments
must be scheduled within 6 weeks

• Obstetrician/Gynecologist and Certified Nurse
Midwife (CNM) standards:

1. Initial prenatal care appointments are
accessible within 2 weeks

2. First trimester: within ten (10) business days
of request

3. Second trimester: within five (5) business
days of request

4. Third trimester: within four (4) business days
of request

5. High-risk pregnancies: within 1 week unless
urgent need exists then within 24 hours

• Orthopedic surgeon, allergist, dermatologist,
otolaryngologist and neurologist accessibility
standards:

1. Urgent care appointments are seen within 48
hours of referral

2. Routine appointments for new patients are
accessible within 6 weeks

3. Routine appointments for established patients
within 4 weeks

• Accessibility standards for all other specialty
provider types:

1. Urgent care appointments are seen within 24
hours of referral

2. Routine appointments for new patients are
accessible within 4 weeks

3. Routine appointments for new patients are
accessible within 3 weeks

• Office Wait Times:  The member’s wait time
should be no more than 45 minutes or up to one
hour when the provider encounters an
unanticipated urgent visit or is treating a member
with a difficult medical need.  Emergency cases
should be seen immediately. 

14: Health Plan Standards
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• Provider Coverage: All Primary Care Providers
(PCPs) are contractually required to be available
to their members twenty-four (24) hours a day,
seven (7) days a week to make certain the
members have timely access to necessary care,
for emergency care, and to allow the PCP
continues to act as the “medical home.” Offices
must have a phone message or answering
service available to members after office hours
that instruct the member on how to contact the
provider for urgent or emergency conditions.

14.2 Medical Record

Documentation Standards

The Unison Quality Improvement (QI) Plan confirms
that medically necessary services are provided to
members in both a timely and confidential manner.
Medical records must be maintained in a manner
that is current, detailed and organized, and that
permits effective and confidential patient care and
quality review. The Medical Record Documentation
Standards were developed by the QI Department
and approved by the Unison Quality Improvement
Committee and Board of Directors.

Per the Unison Health Plan provider agreements, all
records, including medical records and financial
documents shall be maintained and available for
review, audit or evaluation by authorized State
personnel or their representatives. Providers shall
retain the source records for operational data
reports for a minimum of seven (7) years and have
written policies and procedures for storing such
information.

PCPs, OB/GYN Practitioners, and other high
volume consulting providers are evaluated on the
medical record standards at the time of initial
credentialing and every 24 months. Providers will
receive feedback at the conclusion of the audit
indicating the level of compliance with medical
record documentation standards. The score
required to pass is 80% or greater. The reviewers

will give clear and concise instructions to the
provider via the Feedback Form, which serves as a
corrective action plan for any noted deficiencies.

The review includes an evaluation of the medical
record keeping practice(s). Up to 10 medical
records of various patient ages will be reviewed for
each practice. The reviewer will investigate quality of
care, continuity and coordination of care, under and
over utilization, and preventative health care, as well
as other medical recording keeping practices.

Standards:

Demographics
• Each page of a medical record should contain a

name or medical record number as an identifier.

• An address where patient can be reached by
mailings should be noted as well as the l home
phone number. If there is no phone, a neighbor,
family member or friend should be listed. 

• Birth date should be documented in the medical
record. Emergency contact and phone number
should be listed in the medical record. 

• Each entry needs to contain the author’s
identification. Signature can be electronic, hand
written or initialed.

• All entries in the medical record should be dated.

• The medical record should be legible to
someone other than the writer. If questionable
Unison reserves the right for medical records to
be released to our medical director for review.

Patient History
• Each medical record should contain a problem

list. This area, where significant illnesses or
medical conditions can be documented, should
be updated frequently to show both active and
inactive conditions. 
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• A medication list should be incorporated into the
charting system. This section should be a current
list of maintenance type medications.

• Allergies need to be noted in a prominent place
in the chart. Such prominent areas could be the
covers of the chart or an area easily identified
when the chart is opened. If the patient has no
allergies then NKA needs to be documented.

• There should be a detailed past medical history
including illnesses, operations, injuries,
disabilities, family history and any information
pertinent to patient’s health. 

• A medical record should contain documentation
that smoking, alcohol and substance abuse have
been addressed. If patient is under 12 years old
documentation should be related to smoking in
the home, if 12 years and older documentation
should be patient specific.

Diagnosis and Treatment Plan
• Lab and other studies ordered are appropriate to

patient symptoms and physical findings.

• Working diagnosis should be consistent with
physical, x-ray, lab and consult findings.

• Action and treatment plans should be consistent
with diagnosis.

• Follow up visits should be documented in days,
weeks or months when clinically appropriate.
Follow up visits can be noted in chart,
appointments scheduled at time of visit, reminder
card system or super billing system. 

• Unresolved problems from previous visits should
be documented in the subsequent visit.

Continuity
• There should be evidence to support the use of

consultations. 

• If referred to by the primary doctor,
documentation of consulting provider’s findings,
inpatient discharge summaries, skilled nursing
facility progress notes or discharge summaries
and home health care notes and discharge
summaries should be noted in the medical
record. 

• All consults, summaries, lab and imaging studies
need to be initialed or have explicit notation of
review in the medical record.  

• Abnormal labs, consults, imaging studies and
summaries should have explicit notations of a
follow up treatment plan. 

Prevention
• A completed immunization record should be

present in all children’s medical records.

• Height, weight and BMI should be noted 

• An appropriate immunization record should be
present in adult medical records.

• Preventive health issues should be appropriately
addressed in the medical record and are audited
using the applicable Preventive Health audit
tools. Theses preventive health guidelines by age
appropriateness are located in the provider
service manual.

• Documentation of the presence or absence of an
advance directive should be present on the chart
of patients’ 65 years and older. 

14.3 Access and Safety Review

At the time of medical record review, Unison QI
nurse reviewers will also assess compliance with
appointment access standards and patient safety
regarding medication administration. This focused
review will also be discussed with the office staff
and recommendations for improving deficiencies will
be noted. Those providers falling below threshold
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will be referred to the Medical Director for further
action. Both medical record reviews and the
focused access/safety review will become part of
the providers credentialing file. 

14.4 Credentialing Standards

Unison will credential and re-credential all
participating providers according to the regulations
set forth by the Ohio Department of Job and Family
Services (ODJFS) and by the accrediting body, the
National Committee of Quality Assurance.  The
following key elements are required to begin the
credentialing process:  

• A completed Credentialing Application

• An NPI (National Practin

• Copy of current Medical License

• Copy of current DEA Certificate

• Copy of the Malpractice Insurance face sheet
showing the policy number, coverage limitations,
and expiration dates

• Copy of current W-9 Form

Information from primary sources regarding clinical
privileges, education and training, board
certification, and malpractice claims history will be
verified as part of the credentialing process.

14.4.1 Adverse Credentialing

Providers that do not meet the criteria set forth by
the Credentialing Committee will be notified in
writing via certified mail. The letter will define the
Committee’s determination, along with the right to
Appeal, a copy of the Appeals Process. Possible
factors that would prohibit a provider from meeting
the Committee’s criteria include: Lack of Admitting
Privileges to a Unison Participating Hospital(s),
Non-Compliance to providers’ Medical Standards

and members’ Benefits and criteria included in the
Better Health Quality Improvement Program.

14.4.2 Re-credentialing

The re-credentialing process will be conducted at
least every three years for PCP and OB/GYN
practices. The process will include evaluation of the
following key elements:

• A completed re-credentialing application

• Copy of current Medical License

• Copy of current DEA Certificate

• Copy of the Malpractice Insurance face sheet
showing the policy number, coverage limitations,
and expiration dates

• Member complaints

• Quality improvement activities

• Encounter claims data audit 

• Utilization management information

• Member satisfaction

Providers who meet the re-credentialing criteria will
be submitted to the Credentialing Committee for
approval. The committee will provide final decision
to accept or reject the re-credentialing application.
Upon committee approval, providers will be notified
of their participating status. Providers not meeting
criteria will be notified and may appeal the decision
as outlined above. 
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15.1 Background

As part of UnitedHealth Group’s (UHG) Public and
Senior Markets Group (PSMG), which includes
Unison, oversees the compliance for all state plans.
The Compliance Program and the Anti-Fraud Waste
and Abuse Program is Unison’s primary document
on Fraud and Abuse issues, as specified in
Appendix I, Section 1.  The Ethics and Integrity
Program (the UHG Program), specifies our
expectations for all Unison employees and provides
guidance as to accuracy of information we supply to
agencies such as ODJFS and our expectations for
providers.

Compliance training is required for all PSMG
employees, managers and directors, applicable
company contractors (for Medicare programs,
contractors include first tier, downstream, and
related entities), and those employees of other
UnitedHealth Group segments who perform work
on behalf of PSMG programs.  Training is required
upon hire and at least annually thereafter.
Specialized compliance training on issues posing
compliance risks for an employee’s job function may
be provided in areas of business functions or
operations. 

The leadership of UnitedHealth Group and PSMG,
the UnitedHealth Group Compliance Office, PSMG
Corporate Responsibility and Compliance, and the
Compliance Committee will ensure routine
communication with employees about compliance
and business expectations to effectuate the
requirements of 5101:3-26-06(A)(10)(c) & (d).
These communications, including employees’
responsibilities to report potential non-compliance,
are communicated through the training programs
described and through a variety of methods
including:  electronic mail, internal newsletters,
posters, face-to-face meetings and other methods
as appropriate.  Ongoing compliance efforts and
expectations will also be communicated through
these mechanisms.

All employees are made aware of the Compliance
HelpCenter, a tool for reporting misconduct
anonymously.  Employees who learn of any situation
that may jeopardize UHG’s integrity must promptly
report the information.

15.2 Fraud and Abuse Controls

DEFINITIONS/EXAMPLES OF FRAUD,
WASTE AND ABUSE 

There is no single definition of "fraud" in the health
care industry. Generally speaking, fraud as a legal
concept involves an intentional misrepresentation of
a material fact made to induce detrimental reliance
by another. A misrepresentation can entail an
affirmative false statement or the omission of a
material fact. Moreover, fraud can be both
intentional (knowing), reckless, or negligent.
Intentional or knowing fraud can include both
misrepresentations made to deceive and induce
reliance, and those made with the knowledge that
they are substantially likely to induce reliance.
Federal and state statutes and regulations variously
define fraud (e.g., 42 C.F.R. § 455.2 defines fraud
as "an intentional deception or misrepresentation
made by a person with the knowledge that the
deception could result in some unauthorized benefit
to himself or some other person."). For the purposes
of this Program, PSMG construes health care fraud
liberally in its broadest sense. 

"Waste and abuse" in the context of health care
claims are generally broader concepts than fraud.
They include over-utilization of services and provider
and member practices inconsistent with sound
fiscal, business, or medical practices that cause
unnecessary costs or fail to meet professionally
recognized health care standards. 

15: Compliance
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Some typical general categorical examples of
provider health care fraud, waste and abuse
include: 

• Billing for services/goods never provided 

• Billing for services/goods not medically
necessary 

• Billing for services/goods not covered (e.g.,
experimental services) and/or for services to
ineligible members 

• Duplicative billing for the same services/goods 

• Billing without adequate supporting
documentation 

• Billing for more costly/complex services/goods
than those actually provided ("upcoding") 

• Billing separately services/goods required to be
billed collectively ("unbundling") 

• Improper modifications of billing codes 

• Billings by fictitious, sanctioned, and/or
unqualified providers 

• Excessive fees charged for services/goods 

• Poor quality services that are tantamount to no
services provided 

• Provider/member identity theft 

• Provider waiver of patient co-payments 

• Misrepresentations in cost reports 

• Unlawful referrals of patients to related providers 

Some examples of member/beneficiary
health care fraud, waste and abuse include: 

• Selling/loaning member identification information 

• Intentional receipt of unnecessary/excessive
services/goods 

• Unlawful sales of prescriptions and/or
prescription medications 

• Misrepresentations to establish program/plan
eligibility (e.g., non-disclosure of income/assets) 

Unison Health Plan employs a multi-faceted
approach to identify, detect and prevent fraud and
abuse in the government-funded programs that are
our market focus. These actions include, but are not
limited to claims edits, post-processing review of
claims, provider profiling and credentialing, quality
control and utilization management. 

All network providers undergo a government
program sanctions review as part of the
credentialing process. The standard network
participation agreement requires that providers
immediately notify Unison if they are terminated,
suspended or otherwise excluded from the
Medicaid program. Additionally, if we discover that a
participating provider has been so excluded, Unison
will immediately terminate the provider's
participation agreement. We also act to detect fraud
and abuse through provider profiling, claims
adjudication and audits and medical records review.
Providers are reminded that, because Unison Health
Plan focuses solely on the government-funded
managed care market, payments from Unison are
derived from government funds and that civil or
criminal penalties may apply for fraud, program
abuse or other misrepresentations. Access to
records and cooperation with audits, both by Unison
Health Plan and other government oversight
agencies, is a mandatory element of network
participation.

Unison also recognizes that fraud and abuse can be
an internal problem. All our employees undergo a
thorough background check before commencing
work. Our Audit Department regularly conducts
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inquiries as to payroll records, expense reports,
adjudicated claims and enrollment verifications to
closely monitor and detect potential employee fraud
and abuse.

Member waste or abuse is detected through the
monitoring of special claims audits, member
profiling/claims histories, provider or pharmacy
complaints and enrollment verifications. Where
permitted, Unison Health Plan will either disenroll or
employ a lock-in program to help control members
whose conduct demonstrates a pattern of fraud and
abuse. 

15.3 HIPAA

Unison Health Plan is proud of its success in
implementing the required HIPAA standards. Unison
is CLAREDI certified as to the administrative
simplification standards for transactions and code
sets. We are capable of interacting directly with
providers through HIPAA-compliant EDI
transactions. Unison also contracts with a
clearinghouse which providers can use to submit
and receive non-compliant EDI transactions. If you
are interested in communicating with us via EDI,
please contact the Provider Services Department.

The Unison Health Plan companies adopted
‘affiliated entity’ status for purposes of the HIPAA
privacy standards. We use and disclose our
members’ protected health information (PHI) only
for purposes of treatment, payment and health care
operations. Copies of the notices that describe our
privacy practices for each Unison managed care
product can be accessed at
www.unisonhealthplan.com or can be provided as a
hard-copy upon request. The Unison ID card
reminds our members that, by enrolling in Unison's
managed care product, they agreed to our limited
use of their PHI for appropriate purposes. Unison
reminds providers that they are obligated, both by
applicable law and the standard provider
participation agreement, to obtain the consent of

our member, who is their patient, as it relates to the
use of PHI for any purposes other than those
permitted by law. Providers are also required to
timely inform Unison about any breach of the HIPAA
privacy rules and cooperate with reasonable actions
designed to remediate the adverse effects of such a
breach.

Like all members of the health care industry, Unison
Health Plan is aware of the significant HIPAA
security challenges we all face. Unison is committed
to adopting and updating its physical, electronic and
administrative safeguards to protect our member’s
PHI. We encourage our network participating
providers to adopt similar safeguards that are
suitable to the associated risks and their individual
environments to further secure PHI.

15.4 False Claims Acts

Unison Complies with Federal and State Law to
Prevent and Detect Fraud, Waste, and Abuse in
Government Health Care Programs

Unison Complies with Section 6032 of the federal
Deficit Reduction Act of 2005 (DRA)

Unison is required to comply with Section 6032 of
the DRA. Unison provides the following information
in accordance with the DRA.

Federal False Claims Act

The False Claims Act (31 USC § 3279-33) is a
federal statute that covers fraud involving any
federally funded contract or program, including the
Medicare and Medicaid programs. The Act
establishes liability for any person who knowingly
presents or causes to be presented a false claim to
the U.S. government for payment.

The term “knowingly” is defined to mean that a
person, with respect to information: has actual
knowledge of the falsity of information in the claim;
acts in deliberate ignorance of the truth or falsity of



Unison Health Plan of Ohio 2010
Confidential and Proprietary

Copyrighted by AmeriChoice by UnitedHealthcare 201054

the information in a claim; or acts in reckless
disregard of the truth or falsity of the information 
in a claim.

The Act does not require proof of a specific intent
to defraud. Instead, people can be prosecuted for a
wide variety of conduct that leads to the submission
of fraudulent claims to the government, such as
knowingly making false statements, falsifying
records, double-billing for items or services,
submitting bills for services never performed or
items never furnished, or otherwise causing a false
claim to be submitted.

Penalties can be up to three times the value of the
false claim, plus from $5,500 to $11,000 in fines,
per claim. 

Qui Tam “Whistle-blower” Provisions

To encourage individuals to come forward and
report misconduct involving false claims, the Act
includes a “qui tam” or whistle-blower provision.
This provision essentially allows any person with
actual knowledge of false claims activity to file a
lawsuit on behalf of the U.S. government. Individuals
seeking whistle-blower status must meet several
criteria to prevail as outlined below.

Original Source

The whistle-blower must be the “original source” of
the information reported to the U.S. government.
Specifically, the whistle-blower must have direct and
independent knowledge of the false claims
activities, must voluntarily provide this information to
the government, and the matter disclosed cannot
already be the subject of a federal investigation.

Rights of Parties to Qui Tam Actions

If the government determines that the lawsuit has
merit and decides to join, the lawsuit will be
directed by the U.S. Department of Justice. At this
point, the government will be the “plaintiff,” or party
suing. If the government decides not to intervene, 

the whistle-blower can continue with the lawsuit on
his or her own.

Award to Qui Tam Whistle-blowers

If the lawsuit is successful (after being prosecuted
by the government), the whistle-blower may receive
an award ranging from 15 to 30 percent of the
amount recovered by the government. The whistle-
blower may also be entitled to reasonable expenses,
including attorneys’ fees and costs for bringing the
lawsuit.

No Retaliation Protection for 
Whistle-blowers

In addition to a financial award, the Act entitles
whistle-blowers to additional relief, including
employment reinstatement, back pay, and any other
compensation arising from retaliatory conduct
against a whistle-blower for filing an action under
the Act or committing other acts, such as providing
testimony of assisting in a False Claims Act action.
Unison’s employees are protected from retaliation
(i.e. discharge, demotion, suspension, threat,
harassment, discrimination, or anything similar
thereto), in the event any employee files a claim
pursuant to the Act or otherwise makes a good faith
report alleging fraud, waste or abuse in a federal
health care program, including the Medicare and
Medicaid programs, to Unison or the proper
authorities, subject to the terms and conditions of
Unison’s Compliance Plan. 

State Laws

States where Unison does business have laws that
contain civil or criminal penalties for false claims and
statements that are in addition to the penalties
provided in the Act. Certain states also have
whistleblower protections similar to the Act. In Ohio
the applicable laws are ORC Sections 5111.03,
5111.101, 2913.40, 124.34.1, 4113.52, and
3901.44. For more information on a specific state
law, please contact the Unison Compliance Officer
or Legal Department.
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Sources: Academy for Health Services Research
and Health Policy, Glossary of Terms Commonly
Used in Health Care, June 2002;
www.cms.gov/glossary.

Appeal

The procedures for review of an adverse
organizational determination regarding the health
care services an enrollee believes he or she is
entitled to receive or payment to be made by the
enrollee for the service including internal
reconsideration and external review. 

Care Management

Services that address complicated medical and
social needs in order to promote comprehensive
coordinated care for identified populations. The
Care Management program serves as an
individualized service delivery based on
comprehensive assessment tools that are used to
develop a care plan. The care plan is developed in
collaboration with the member, family (if applicable),
and the treating provider. The goal is to empower
the member and involve them in all aspects of the
planning and service arrangements.

Centers for Disease Control and
Prevention (CDC)

An agency within the U.S. Public Health Service
that provides direction in the pre-vention and control
of communicable and other threats to health, such
as injury, environmental and occupational hazards,
behavioral risks, and chronic diseases.

Centers for Medicare and Medicaid
Services (CMS)

Formerly the Health Care Financing Administration
(HCFA), CMS is the federal agency within the
Department of Health and Human Services (DHHS)
which directs the Medicare and Medicaid programs
(Titles XVIII and XIX of the Social Security Act).

Computed Axial Tomography (CAT) Scan

A form of diagnostic radiology.

Coordination of Benefits (COB)

Procedures used by insurers to avoid duplicate
payment for medical expenses insured under more
than one health insurance policy. Coordination of
benefits prevents double payment by making one
insurer primary and the other secondary, and
assuring that not more than 100% of the cost is
covered. Standard rules determine which payer is
primary and which is secondary.

Copayment

The requirement that the health plan member pay
some portion of medical expenses. Includes,
copayments, deductibles, and coinsurance (paying
a portion of the premium).

Durable Medical Equipment (DME)

Equipment, including assistive technology which a)
can withstand repeated use; b) is used to service a
health or functional purpose; c) is ordered by a
qualified practitioner to address an illness, injury, or
disability; and d) is appropriate for use in the home,
school, or workplace.

Electronic Claim

A digital representation of a medical bill generated
by a provider or provider’s billing agent. Electronic
claims are submitted by telecommunications to an
insur-ance payer.

Emergency Medical Condition

An emergency medical condition is defined as a
medical condition manifesting itself by acute
symptoms of sufficient severity, including severe
pain, such that a prudent layperson who possesses
an average knowledge of health and medicine,
could reasonably expect in the absence of
immediate medical attention to result in:

16: Glossary of Terms in Managed Care
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• Placing the health of the individual in serious
jeopardy (or, with respect to a pregnant woman,
the health of the woman or her unborn child);

• Serious impairment to the individual’s bodily
functions; or

• Serious dysfunction of any bodily organ or part.

Encounter

A face-to-face contact between a patient and a
health care provider for a health care service. An
encounter is the basic unit of service used in
collecting and ana-lyzing utilization data.

Explanation of Benefits (EOB)

The document sent to a member by a health
insurance plan for each medical claim. It spells out
exactly how each claim was covered by the plan.

Fee-For-Service (FFS)

Method of billing for health services under which a
physician or other practitioner charges separately
for each patient encounter or service provided. 

Formulary

A list of drugs, usually by their generic names, and
indications for their use. Provid-ers are limited to
prescribing only drugs listed on the health plan’s
formulary.

Health Plan Employer Data and
Information Set (HEDIS)

A set of performance measures for health plans
develop for the National Com-mittee for Quality
Assurance (NCQA).

Magnetic Resonance Imaging (MRI) 

A form of diagnostic radiology.

Magnetic Resonance Angiography
(MRA)

A form of diagnostic radiology.

National Committee for Quality
Assurance (NCQA)

A national organization that accredits managed
health care organizations and develops programs for
assessing quality in managed health care.

Participating Provider

A provider under contract with a health plan. The
provider agrees to accept the rules, terms, and fee
schedule of a health plan. The health plan in turn
agrees to certain terms related to providing
information and payment.

Primary Care Provider (PCP)

A generalist provider (family practice, general
internal medicine, general pediatrics) who provides
primary care services, refers to specialty providers,
and coor-dinates overall medical care.

Prior Authorization

Authorization from the health plan in advance of
rendering a health or medical service.

Text Telephone
(TTY)/Telecommunication Device for the
Deaf (TDD)

Typewriter-like communications devices that permit
individuals with speech and hearing disabilities to
communicate by typing messages back and forth
over telephone lines.
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