




















UPPER PENINSULA HEALTH PLAN PROVIDER MANUAL

UPPER PENINSULA HEALTH PLAN
STANDARDS FOR PATIENT ACCESS TO MEDICAL CARE

NOVEMBER 2007

As applicable, primary care providers (PCPs) requesting participation with UPHP must meet or exceed the following standards for access by patients.

Telephone
Access Standards

Medical Care
Access Standards

Care Type Definition (Target Compliance) (Target Compliance)
Regular and Prevention and primary care for non-urgent Not applicable Child 0-17: Within 4 weeks
Routine conditions (such as well-care exams, routine
physical exams, tests, and immunizations) Adult 18+: Within 5 weeks for an initial appointment
(80%)
Urgent Non-life-threatening condition requiring Not applicable Within 48 hours
urgent action
(80%)
After Hours Urgent care for symptomatic conditions All PCP offices must have processes Coverage 24 hours per day, 7 days per week

when the PCP office is closed.

in place to provide instructions for
obtaining care after hours.

(80%)

Within 48 hours to be seen for urgent care

(80%)
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UPPER PENINSULA HEALTH PLAN
STANDARDS FOR PATIENT ACCESS TO BEHAVIORAL HEALTH CARE

As applicable, behavioral health care providers requesting participation with UPHP must meet or exceed the following standards for access by patients.

Telephone
Care Type Definition Access Standards | Behavioral Health Access Standards
Routine Non-urgent care for symptomatic conditions Not applicable Within 10 working days
(80%)
Urgent Non-life-threatening condition requiring urgent action Not applicable Within 48 hours
(80%)
Emergency Non-life-threatening condition demanding immediate action Not applicable Within 6 hours

or
Directions given to emergency room

(80%)
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oper, Penjnsula
Heanb Blan
A DME Benefit Verification Request Form

Provider/Supplier Name:

Provider/Supplier Phone Number: ( ) Fax Number: ( )

Contact Name:

Member Name: Recipient ID Number:

Prescribing Physician’s Name: Diagnosis Code(s):

1. Office Use Only Procedure/CPT Service/Product Description: Quantity:
covered** Code:
requires review** Acquired Cost:
Claims /Clinical | Retail Cost:

Notes:

2. Office Use Only Procedure/CPT Service/Product Description: Quantity:
covered** Code:
requires review** Acquired Cost:
Claims/Clinical |~ Retail Cost:

Notes:

3. Office Use Only Procedure/CPT Service/Product Description: Quantity:
covered** Code:
requires review** Acquired Cost:
Claims/Clinical |~ Retail Cost:

Notes:

UPHP Representative: Date: Time:

** All covered benefits must meet MUPC & MSA guidelines. If your request is determined to require review (is non-
covered, a miscellaneous code, on the penny fee schedule, or if you are not a participating provider), please fax this
form with supporting clinical documentation and pricing information to (906) 225-7690 for medical necessity review.

Benefit verifications are not authorizations and do not guarantee payment.
F Drive/Common/BVR/BVR Request Form

Last revised: 12/29/2006 JLC
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