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3. Eligibility and Benefits Determination 

3.1 Eligibility and Benefit Verification 

Providers are responsible for verifying a Member’s eligibility and benefits.  Each time a 
Member presents at the office for services, Providers should: 

 Verify the Member’s current eligibility status 

 Verify covered benefits 

 Obtain necessary authorizations (if applicable) 

Do not assume that eligibility is in effect because a person has a Health ID Card.  Please 
check a form of photo identification to verify the identity of the Member. The effective date 
of eligibility varies according to the terms of the contract between the Plan Sponsor and 
KPIC. Therefore, you must verify that the Member has a benefit for the service prior to 
providing services. 

Certain services require prior authorization. Section 4 of this Provider Manual further 
details which services require authorization and the process for obtaining referrals and 
authorizations. 

Contact Self-Funded Customer Service at (866) 213-3062 or use one of the methods 
detailed below to verify a Member's eligibility and benefits. It is important to verify the 
availability of benefits for services before rendering the service so the Member can be 
informed of any potential payment responsibility.  If you provide services to a Member and 
the service is not a benefit or the benefit has been exhausted, denied or not authorized, the 
Plan Sponsor will not be obligated to pay for those services. 

Option Description 

#1 Self-Funded Website 
https://kpclaimservices.com 

 
24 hours / 7 days a week 

To verify Member eligibility, benefit, and claims information. 

#2 Self-Funded Customer Service 

(866) 213-3062 

Monday–Friday from 7 A.M. to 9 P.M. Eastern Time Zone (ET) 
(4 A.M. to 6 P.M. Pacific Time) 

To speak with a customer service representative to verify Member eligibility, benefits or PCP 
assignment. Please provide the Member’s name and MRN, inclusive of suffix, which is located 
on the Health ID Card. 
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3.2 Benefit Exclusions and Limitations 

Self-Funded benefit plans may be subject to limitations and exclusions.  Before rendering 
services, it is important to contact Self-Funded Customer Service to obtain information on, 
and verify the availability of, Member benefits for services so the Member can be informed 
of any potential payment responsibility. 

If you provide services to a Member and the service is not a benefit, the benefit has been 
exhausted, denied or was not authorized, the Plan Sponsor will not be obligated to pay for 
those services. 

3.3 Drug Benefits 

The drug benefits may vary based on the benefit plan.  To verify a Member’s drug  
benefit or for general questions, please contact the Self-Funded Customer Service. 

3.4 Retroactive Eligibility Changes 

If you received payment on a claim that is impacted by a retroactive eligibility change, a 
claims adjustment will be made. The reason for the claim adjustment will be reflected on 
the remittance advice. 

If you provide services to a Member and the service is not a benefit, or the benefit has been 
exhausted, denied or not authorized, the Plan Sponsor may not be obligated to pay for those 
services. 

 


	Table of Contents
	Introduction

	1. Self-Funded Program Overview
	1.1 Kaiser Permanente Insurance Company (KPIC)
	1.2 Third Party Administrator (TPA)
	1.3 Self-Funded Products
	1.3.1 Exclusive Provider Organization (EPO)

	1.4 Identification Cards

	2. Key Contacts
	2.1 Key Contacts for Self-Funded Member Inquiries
	2.2 Self-Funded Customer Service Interactive Voice Response System (IVR)
	2.3 Self-Funded Website
	2.4 Northern California Region Key Contacts
	2.5 KP Outside Services
	2.6  Northern California Resource Management (RM) Contacts

	3. Eligibility and Benefits Determination
	3.1 Eligibility and Benefit Verification
	3.2 Benefit Exclusions and Limitations
	3.3 Drug Benefits
	3.4 Retroactive Eligibility Changes

	4. Utilization Management (UM) / Resource Management (RM)
	4.1 Overview of Utilization Management/Resource Management Program
	4.1.1 Data Collection and Surveys

	4.2 Medical Appropriateness
	4.3  “Referral” and “Authorization” – General Information
	4.4 Authorization of Services
	4.4.1 Hospital Admissions Other Than Emergency Services
	4.4.2 Admission to Skilled Nursing Facility (SNF)
	4.4.2.1 Authorization Numbers are Required for Payment

	4.4.3 Home Health/Hospice Services
	4.4.3.1 Home Health Specific Criteria
	4.4.3.2 Hospice Care Criteria

	4.4.4 Durable Medical Equipment (DME)/ Prosthetics and Orthotics (P&O)
	4.4.5 Psychiatric Hospital Services
	4.4.6 Non-Emergent Transportation
	4.4.6.1 Non-Emergency Medical Transport (Gurney Van/Wheelchair Van)
	4.4.6.2 Non-Emergency Ambulance Transportation

	4.4.7 Transfers to a KP Medical Center
	4.4.7.1 Required Information for Transfers to KP

	4.4.8 Visiting Member Guidelines

	4.5 Emergency Admissions and Services; Hospital Repatriation Policy
	4.5.1 Emergency Prospective Review Program (EPRP)
	4.5.2 Post-Stabilization Care

	4.6 Concurrent Review
	4.7 Case Management Hub Contact Information
	4.8 Denials and Provider Appeals
	4.9 Discharge Planning
	4.10 UM Information
	4.11 Case Management
	4.12 Clinical Practice Guidelines (CPGs)
	4.13 Pharmacy Services / Drug Formulary
	4.13.1 Pharmacy Benefits
	4.13.2 Filling Prescriptions
	4.13.2.1 Prescribing Non-Formulary Drugs
	4.13.2.2 Pharmacies
	4.13.2.3 Telephone and Internet Refill Lines
	4.13.2.4 Mail Order
	4.13.2.5 Restricted Use Drugs
	4.13.2.6 Emergency Situations

	4.13.3 Drug Utilization Review

	4.14 Grievances and Appeals
	4.14.1 Member Appeals
	4.14.1.1 Non-Urgent Member Appeals
	4.14.1.2 Urgent Member Appeals



	5. Billing and Payment
	5.1 Whom to Contact with Questions
	5.2 Methods of Claims Submission
	5.3 Claims Filing Requirements
	5.3.1 Record Authorization Number
	5.3.2 One Member and One Provider per Claim Form
	5.3.3 Submission of Multiple Page Claim (CMS-1500 Form and UB-04 Form)
	5.3.4 Billing for Claims That Span Different Years
	5.3.4.1 Billing Inpatient Claims that Span Different Years
	5.3.4.2 Billing Outpatient Claims That Span Different Years

	5.3.5 Interim Inpatient Bills

	5.4 Paper Claims
	5.4.1 Submission of Paper Claims

	5.5 Supporting Documentation for Paper Claims
	5.6 Submission of Electronic Claims
	5.6.1 Electronic Data Interchange (EDI)
	5.6.2 Where to Submit Electronic Claims
	5.6.3 Supporting Documentation for Electronic Claims
	5.6.4 To Initiate EDI Submissions
	5.6.5 EDI Submission Process
	5.6.6 Electronic Claims Disposition
	5.6.7 HIPAA Requirements

	5.7 Complete Claim
	5.8 Claims Submission Timeframes
	5.9 Proof of Timely Claims Submission
	5.10 Claim Corrections
	5.11 Incorrect Claims Payments
	5.12  Federal Tax ID Number
	5.13 Federal Tax ID Number Changes
	5.14  Self-Funded Member Cost Share
	5.15 Self-Funded Member Claims Inquiries
	5.16 Billing for Services Provided to Visiting Self-Funded Members
	5.17 Coding for Claims
	5.18 Coding Standards
	5.19 Modifiers Used in Conjunction with CPT and HCPCS Codes
	5.20 Modifier Review
	5.21 Coding Edit Rules
	5.22 Do Not Bill Events (DNBE)
	5.23 Claims for Do Not Bill Events
	5.24 CMS-1500 (02/12) Field Descriptions
	5.25  UB-04 (CMS-1450) Field Descriptions
	5.26  Coordination of Benefits (COB)
	5.26.1 How to Determine the Primary Payor
	5.26.2 Description of COB Payment Methodology
	5.26.3 COB Claims Submission Requirements and Procedures
	5.26.4 Direct Patient Billing
	5.26.5 Workers’ Compensation
	5.26.6 Members Enrolled in Two KP Plans
	5.26.7 COB Claims Submission Timeframes
	5.26.8 COB Fields on the CMS-1500 Claim Form
	5.26.9  COB Fields on the UB-04 Claim Form

	5.27 EOP
	5.28 Provider Claims Payment Inquiries and Disputes

	6. Provider Rights and Responsibilities
	6.1 Providers’ Responsibilities
	6.2 Required Notices
	6.2.1 Provider Changes That Must Be Reported
	6.2.1.1 Provider Illness or Disability
	6.2.1.2 Practice Relocations
	6.2.1.3 Adding/Deleting New Practice Site or Location
	6.2.1.4 Adding/Deleting Practitioners to/from the Practice
	6.2.1.5 Changes in Telephone Numbers

	6.2.2 Other Required Notices

	6.3 Call Coverage Providers
	6.4 Health Information Technology

	7. Quality Assurance and Improvement (QA & I)
	7.1 Northern California Quality Program and Patient Safety Program
	7.2 Quality Assurance and Improvement (QA & I) Program Overview
	7.3 Provider Credentialing and Recredentialing
	7.3.1 Practitioners
	7.3.2 Practitioner Rights
	7.3.2.1 Practitioner Right to Correct Erroneous or Discrepant Information
	7.3.2.2 Practitioner Rights to Review Information
	7.3.2.3 Practitioner Rights to Be Informed of the Status of the Credentialing Application
	7.3.2.4 Practitioner Right to Credentialing and Privileging Policies

	7.3.3 Organizational Providers (OPs)
	7.3.3.1 Corrective Action Plan or Increased Monitoring Status for OPs


	7.4 Monitoring Quality
	7.4.1 Compliance with Legal, Regulatory and Accrediting Body Standards
	7.4.2 Member Complaints
	7.4.3 Infection Control
	7.4.4 Practitioner Quality Assurance and Improvement Programs
	7.4.5 DNBEs / Reportable Occurrences for Providers

	7.5 Quality Oversight
	7.5.1 Confidentiality
	7.5.2 Quality Review
	7.5.3 OPs’ Quality Assurance & Improvement Programs (QA & I)
	7.5.4 Sentinel Events / Reportable Occurrences for OPs
	7.5.4.1 Definitions: Sentinel Events and Reportable Occurrences
	7.5.4.2  Notification Timeframes

	7.5.5 Sentinel Events/Reportable Occurrences—Home Health & Hospice Agency Providers
	7.5.5.1 Report Within 24 Hours
	7.5.5.2 Report Within 72 Hours


	7.6 QA & I Reporting Requirements for Home Health & Hospice Providers
	7.6.1 Annual Reporting
	7.6.2 Site Visits and/or Chart Review
	7.6.3 Personnel Records

	7.7 QA & I Reporting Requirements for SNFs
	7.7.1 Quarterly Reporting
	7.7.2 Medical Record Documentation

	7.8 QA & I Reporting Requirements for Chronic Dialysis Providers
	7.8.1 Reporting Requirements
	7.8.2 Vascular Access Monitoring (VAM)
	7.8.2.1 Surveillance Procedure for an Established Access



	8. Compliance
	8.1 Compliance with Law
	8.2 KP Principles of Responsibility and Compliance Hotline
	8.3 Gifts and Business Courtesies
	8.4 Conflicts of Interest
	8.5 Fraud, Waste and Abuse
	8.6 Providers Ineligible for Participation in Government Health Care Programs
	8.7 Visitation Policy
	8.8 Compliance Training
	8.9 Confidentiality and Security of Patient Information
	8.9.1 HIPAA and Privacy and Security Rules
	8.9.2 Confidentiality of Alcohol and Drug Abuse Patient Records

	8.10 Provider Resources

	9. Additional Information
	9.1 Subcontractors and Participating Practitioners
	9.1.1 Billing and Payment
	9.1.2 Licensure, Certification & Credentialing
	9.1.3 Encounter Data
	9.1.4 Identification of Subcontractors

	9.2 KP's Health Education Programs
	9.2.1 Health Education Program
	9.2.2 Focused Health Education Efforts
	9.2.3 Preventive Health and Clinical Practice Guidelines (CPGs)
	9.2.4 Telephonic Wellness Coaching Service

	9.3 KP’s Language Assistance Program
	9.3.1 Using Qualified Bilingual Staff
	9.3.2 When Qualified Bilingual Staff Is Not Available
	9.3.2.1 Telephonic Interpretation
	9.3.2.2 In-Person Interpreter: American Sign Language Support

	9.3.3 Documentation
	9.3.4 Family Members as Interpreters
	9.3.5 How to Offer Free Language Assistance
	9.3.6 How to Work Effectively with an Interpreter


	10. Additional Service Specific Information
	10.1 General Assistance for SNFs
	10.1.1 Requesting Ancillary Services for SNFs
	10.1.2 Laboratory Services Ordering for SNFs

	10.2 Psychiatric Care Settings
	10.3 Addiction Medicine and Recovery Services
	10.4 Autism Spectrum Disorder (ASD) Services
	10.5 KP Direct Mental Health Network


