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The following information is to clarify a payment
and claims editing solution WellCare implemented
in 2018. This payment solution ensures that claims
process and pay accurately while avoiding waste
and error. Therefore, WellCare Health Plans may
deny a claim and request medical records (or
coordinate request through a third-party vendor)
from the provider or supplier who submitted the
claim to support the services submitted on the
claim. Providers should submit adequate medical
record documentation that supports the claim
(services) billed. Once medical records are received,
trained coding professionals will examine the
documentation to determine if the services billed
are supported (or not supported) as submitted and
pay (or deny) the claim accordingly. We would also
like to inform you these are not medical necessity
reviews and that a provider’s submission of medical
records is not a guarantee of payment.
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Join the Conversation on Social Media
Join our digital and social communities for up-to-date information on how we’re
working with you and others to help our members live better, healthier lives.
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New House Bill 21 (HB21)
Controlled Substance Prescribing Requirements
HB21 was passed by Florida Legislature in March 2018 and was signed by then-Gov. Rick Scott. The bill went into effect
July 1, 2018.

Section 456.0301
Requirement for instruction on controlled substance prescribing
• Requires certain registered practitioners to complete a board-approved two-hour continuing education (CE) course
on prescribing controlled substances.
– The course must be completed by Jan. 31, 2019, and at each subsequent renewal.

Section 456.44
Controlled Substance Prescribing
(1) Defines the term “acute pain” as normal, predicted, physiological, and time-limited response to an adverse chemical,
thermal, or mechanical stimulus associated with surgery, trauma, or acute illness.
• The term does not include pain related to: cancer, terminal condition, palliative care, traumatic injury with an Injury
Severity Score of 9 or greater.
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(4) Standards of Practice for Treatment of Acute Pain – Requires applicable boards to adopt rules establishing certain
guidelines for prescribing controlled substances for acute pain, including:
• Evaluation of the patient, creation and maintenance of a treatment plan, obtaining informed consent and
agreement for treatment, periodic review of the treatment plan, consultation, medical record review, and
compliance with controlled substance laws and regulations.
• Failure of a prescriber to follow such guidelines constitutes grounds for disciplinary action.
(5) Prescription Supply
• (a) For treatment of acute pain, prescription for a Schedule II opioid may not exceed a three-day supply.
EXCEPTION: Up to seven-day supply may be prescribed if prescriber:
– Believes more than three-day supply is medically necessary to treat patient’s pain as an acute medical condition,
and
– Indicates “ACUTE PAIN EXCEPTION” on the prescription, and
– Documents in the medical record the acute medical condition and lack of alternative treatment options that
justify deviation from three-day supply limit.
• (b) For treatment of pain other than acute pain, prescriber must indicate “NONACUTE PAIN” on a prescription
for a Schedule II opioid.
(6) Emergency Opioid Antagonist – For treatment of pain related to a traumatic injury with an Injury Severity Score
of 9 or greater, a prescriber who prescribes a Schedule II controlled substance must concurrently prescribe an
emergency opioid antagonist.

Section 893.055
Prescription Drug Monitoring Program
(8) A prescriber or a designee of a prescriber must consult the system to review patient’s controlled substance
dispensing history before prescribing for patients 16 years old or older.
• Requirement does not apply when prescribing/dispensing a non-opioid controlled substance listed in Schedule V.
– (a) Duty to consult the system does not apply when the system:
• Is determined by the department to be nonoperational or
• Cannot be accessed by the prescriber or a designee because of a temporary technological or electrical failure.
– (b) Prescriber or designee who does not consult the system will
• Document the reason he/she did not consult the system in patient’s medical record or prescription record and
• Will not prescribe greater than a three-day supply of a controlled substance to the patient.
– (c) The department will issue a non-disciplinary citation to any prescriber who fails to consult the system for an
initial offense. Each subsequent offense is subject to disciplinary action.
(11) A prescriber or dispenser, or designee, may have access to the information which relates to a patient of that
prescriber or dispenser for reviewing the patient’s controlled-drug prescription history. A prescriber or dispenser
acting in good faith is immune from any civil, criminal, or administrative liability that might otherwise be incurred or
imposed for receiving or using information from the prescription drug monitoring program.
Helpful Resources
House Bill 21
• https://www.flsenate.gov/Session/Bill/2018/21/BillText/er/PDF
E-FORCSE Registration
• http://www.floridahealth.gov/statistics-and-data/e-forcse/

“Florida Department of Health”—Information pertaining to HB21
• http://www.flhealthsource.gov/FloridaTakeControl/
“Frequently Asked Questions”
• http://www.flhealthsource.gov/FloridaTakeControl/faqs
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Coding Updates
WellCare Health Plans, Inc. is committed to continually improve its claims review and payment processes with a
goal of collecting the best health data for our members and assuring appropriate reimbursement to our providers.
WellCare Health Plans is expanding its claims edit library with additional policies. Periodic updates of our edits ensures
claims are processed accurately and efficiently based on our medical coverage policies, reimbursement policies,
benefit plans, and industry-standard coding practices, mainly Centers for Medicare & Medicaid Services (CMS).
We would like to share a few of the upcoming coding edits guidelines.

Coding Edit Policies

Guidance

Ambulance Policies

• According to CMS policy, certain emergency and non-emergency ground ambulance
services require a diagnosis indicating the medical condition of the patient is such that
transportation by any other means is medically contraindicated.
– An example of an appropriate diagnosis code may be for a member who is confined to
the bed, dependent on a respirator/ventilator or have a need for continuous supervision.

Place of Service

AMA CPT Manual

• Place of service codes are used to identify where a procedure or service is furnished to a
patient. Services within Independent lab settings (POS 81) should only be billed once per
day as it would be extremely rare to need two different labs for the same tests on the
same date of service, for the same patient.
• In addition, claims from a physician/provider within the office setting are incorrectly
coded when a claim from any outpatient facility (e.g. ambulatory surgical center,
outpatient hospital) exists for the same date of service and for the same procedure
or service.
• The AMA CPT Manual includes specific reporting guidelines, which are located throughout
the Manual and at the beginning of each section. In order to ensure correct coding,
these guidelines provide reporting guidance and should be followed when submitting
specific procedure codes.
• According to the AMA CPT Manual, modifiers 52 and 53 are used by a physician or
other qualified health care professionals to report a service or procedure that has been
partially reduced or discontinued.

Modifiers

• Modifiers 73 and 74 are used by an outpatient facility to report a surgical or diagnostic
procedure that has been discontinued, either before or after anesthesia has been administered.
– There should be consistency between the professional claim and the outpatient facility
claim when these reduced or discontinued services are reported.

Evaluation and
Management (E/M)
Services

• According to CMS policy, Evaluation and Management (E/M) services are not separately
payable when performed on the same date of service as implantable cardiac device
monitoring services, cardiac device evaluation services or noninvasive physiologic studies

• Transthoracic echocardiography codes represent a complete ultrasound study of the heart.
When an initial, complete study is performed, and another study is performed within six
Cardiovascular Services
months for the same diagnosis, this latter study should represent a follow-up study given
the fact that the complete study has already been done recently for the same condition.
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Coding Edit Policies

Guidance
• CMS also states it would not be necessary to perform a mobile cardiovascular telemetry
(MCT) procedure or external patient activated single or multiple event recording with
pre-symptom memory loop test more frequently than once in a six-month period.

Cardiovascular Services

• According to the American Heart Association and the National Institute of Health and
Care Excellence, evaluation of cardiovascular function with tilt table testing should only
be performed for suspected neurocardiogenic syncope.
– Furthermore, it is not appropriate to perform evaluation of cardiovascular function
with tilt table testing for syncope and collapse if significant arrhythmia is not first
ruled out by electrocardiographic monitoring.

Critical Care Services

• According to the AMA CPT Manual, inpatient neonatal and pediatric critical care services
may be reported by only one physician and only once per day, per patient. Initial
pediatric critical care codes are to be reported on the day of admission only, therefore,
if initial critical care codes are billed following the date of admission, they will be
changed to a subsequent care code.
• According to the CPT Manual, a diagnostic ultrasound (specifically CPT code 76816)
describes an examination to reassess fetal size, interval growth, or to re-evaluate one or
more anatomic abnormalities of a fetus previously demonstrated on ultrasound.

Obstetrics

– Therefore, this follow-up ultrasound should be used if an initial study has already been
performed, and another study is needed within the same pregnancy. A repeat detailed
ultrasound when billed with a high-risk diagnosis is allowed.
• According to the American College of Obstetricians and Gynecologists (ACOG) and
the U.S. Preventive Services Task Force (USPSTF), cervical or vaginal screening is not
recommended to be performed annually for women age 21 years of age or older as there
is no advantage over performing screening at 3-year intervals for average risk women.
• There are certain medical events that occur to a patient that affect the services that can
be billed for the patient. Services performed on/or for anatomic structures that are no
longer present cannot physically or technically be carried out.

Medical Events

– According to CMS Policy, services, such as these, which are not reasonable and
necessary for the diagnosis or treatment of an illness or injury, are not covered.
– A lower limb medical event would be an amputation of the leg (at the hip joint, below
the knee or above the knee), or foot (including ankle or ankle disarticulation).
– Once a patient has had a lower extremity amputation, certain lower limb services
cannot be performed on the same leg since the required anatomical structure for the
procedure or service are no longer present.
• According to the American Academy of Ophthalmology and CMS policy, visual field
examinations should not be performed routinely on patients without signs of visual field
defects on gross examination by direct confrontation, or without a disease or risk factor
affecting the field of vision.

Ophthalmology

• General ophthalmoscopy (direct or indirect) is a routine procedure and is a standard
component of an eye exam; therefore, it is included in eye exam codes. Extended
ophthalmoscopy exams are a much more detailed exam of the fundus and not
performed routinely unless evidence of fundal disease is found during routine
ophthalmoscopy. In cases of fundus photography, it is recommended that an exam is
required no more than two times per 12 months.
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Did you Know?
Available on the Provider Portal
The Payment Integrity Coding Team would like to invite you to access the provider portal for new coding edit
guidelines. This avenue provides you access to up-to-date coding edit guidelines, along with older edits previously
published. This eliminates the need for paper letters that fills up your mailbox. We hope that you would take
advantage of the provider portal as your new claims coding reference tool!
If you do not already have an account, please create a new account today!

The WellCare provider portal link and instructions to set up a new account:
Provider registered on the secure Web portal:
Create a New Account
Users can create an account on our provider website: https://provider.wellcare.com/Provider/Accounts/Registration

For new and existing accounts:
To log in, go to https://provider.wellcare.com
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Just Launched –
Our New Program
Combatting Opioid Misuse
WellCare’s New program for opioid misuse
is designed to partner with you to offer
your patients stigma-free education, benefits,
services and support. The goal is to help
them choose a confident, “better you,”
from prevention all the way through recovery.
The cornerstone of this new program is our
comprehensive, specialized care management.
We’ll help our members, their families and
caregivers navigate information, options,
support and services on the path to achieving
and maintaining sobriety. And, we’ll support you
and your practice by keeping you up-to-date
on evidence-based treatment options and make
it easy for you to ensure your patients get
the comprehensive treatments they need.
We are excited to partner with you in
providing quality care to your patients –
our members. Look for detailed information
coming soon!
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Health Outcomes Survey (HOS) for Medicare Members
Thank you for your continued commitment to your patients. Your daily dedication is a key to keeping patients
healthier, happier and more engaged in improving their health outcomes. In planning for your patients’ annual wellness
visits, here are some topics to consider that impact HOS measures and scores:

Balance problems, falls, difficulty walking and other
risk factors for falls.
• Suggest the use of a cane or a walker
• Check blood pressure with patient standing,
sitting and reclining �
• Suggest an exercise or physical therapy program
• Suggest a vision or hearing test
• Perform a bone density screening, especially for
high-risk members �
• Screen for UTIs and review medications for
interactions that increase fall risk �

The need for physical activity and ways to increase
physical activity.

Bladder control and treatments for issues that may arise
as the patient ages.
• Ask the patient if bladder control is a problem
• If so, ask if it interferes with sleep or daily activities
• Talk to the patient about treatment options

Physical and mental health.
• Ask the patient about physical and mental health
compared to two years ago
• Discuss ways to improve status of both mental and
physical health
• Suggest patient begins exercise programs or
physical therapy, if warranted �

• Talk to the patient about the importance of exercise
and physical activity
• Discuss with the patient how to start, increase or
maintain activity �
These topics also can be discussed by your office or nursing staff while patients are waiting to be seen. �
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Updated Clinical Practice Guidelines
Clinical Practice Guidelines are best practice recommendations based on available clinical outcomes and scientific
evidence. They also reference evidence-based standards to ensure that the guidelines contain the highest level of
research and scientific content. CPGs are also used to guide efforts to improve the quality of care in our membership.

CPGs on the following topics have been updated and will be published to the
Provider website:
• Adolescent Preventive Health
• Adult Preventive Health
• Congenital Disorders (new)
• Congenital Metabolic Disorders (new)
• Hemophilia (new)
• Older Adult Preventive Health
• Special Health Care Needs for Children and Adolescents (new)
Clinical Policy Guiding Documents are also available on the CPG page. These are companions to the CPGs on a variety
of topics. The following CPGDs were updated and will also be published:
• Quality Improvement
To access CPGDs and CPGs related to Behavioral, Chronic, and Preventive Health, visit
https://www.wellcare.com/Florida/Providers/.
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Electronic Funds Transfer (EFT)
through PaySpan®
Five reasons to sign up today for EFT:
You control your banking information.
No waiting in line at the bank.
No lost, stolen, or stale-dated checks.
Immediate availability of funds – no bank holds!
No interrupting your busy schedule
to deposit a check.
Setup is easy and takes about five minutes to complete.
Please visit www.payspanhealth.com/nps or call your
Provider Relations representative or PaySpan at
1-877-331-7154 with any questions.

Updating Provider Directory Information
We rely on our provider network to advise us of
demographic changes so we can keep our
information current.
To ensure our members and Provider Relations staff have
up-to-date provider information, please give
us advance notice of changes you make to your
office phone number, office address or panel
status (open/closed). Thirty-day advance notice
is recommended.

New Phone Number, Office Address or
Change in Panel Status:
Send a letter on your letterhead with the updated
information. Please include contact information if
we need to follow up with you.
Please update your information or send the letter
by any of these methods:
Email: FloridaProviderRelations@wellcare.com
Call: 1-407-551-3200, Option 2
Fax: 1-813-865-6764
Thank you for helping us maintain up-to-date directory
information for your practice.
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We will only deposit into your account, not take
payments out.
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Provider Formulary Updates
Medicaid:
The Preferred Drug Lists (PDL) has been updated.
• Visit ahca.myflorida.com/Medicaid/Prescribed_Drug.oharm-there/fmpdl.shtml to view the current Staywell PDL,
CMS Title 19 & Title 21 PDLs and pharmacy updates.
• Visit www.wellcare.com/Florida/Providers/Medicaid/Pharmacy for the Staywell Kids PDL and pharmacy updates.

Medicare:
There have been updates to the Medicare formulary.
Find the most up-to-date, complete formulary at
www.wellcare.com/Florida/Providers/Medicare/Pharmacy. �
You can also refer to the Provider Manual to view
more information regarding our pharmacy
Utilization Management (UM) policies and
procedures. Provider Manuals are available at
www.wellcare.com/Florida/Providers/Medicaid and
www.wellcare.com/Florida/Providers/Medicare. �

2019 Medicare Advantage
Provider Manual Update �
WellCare’s 2019 Medicare Advantage
Provider Manual has been updated,
effective January 1, 2019. The manual can
be viewed online at www.wellcare.com.
If you have any questions, please contact
your Provider Relations representative or
call the Provider Services phone number
that can be found in this newsletter.

11

Operational

We’re Just a Phone Call or Click Away
Medicare:
1-855-538-0454

Staywell:
1-866-334-7927

www.wellcare.com/Florida/Providers
Staywell Kids:
1-866-698-5437

CMS Health Plan:
1-866-799-5321

Provider Resources
Provider News – Provider Portal
Remember to check messages regularly to receive new and updated information. Access the secure portal using
the Secure Login area on our home page. You will see Messages from WellCare on the right.

Resources and Tools
Visit www.wellcare.com/Florida to find guidelines, key forms and other helpful resources for both Medicare and
Medicaid. You may also request hard copies of documents by contacting your Provider Relations representative.
Refer to our Quick Reference Guide for detailed information on areas including Claims, Appeals and Pharmacy.
These are at www.wellcare.com/Florida/Providers/Medicaid or www.wellcare.com/Florida/Providers/Medicare.

Additional Criteria Available
Please remember that all Clinical Guidelines detailing medical necessity criteria for several medical procedures,
devices and tests are available on our website at www.wellcare.com/Florida/Providers/Clinical-Guidelines..
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