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Medicare Access & CHIP
Reauthorization Act of 2015.
The Medicare Access and CHIP Reauthorization Act (MACRA) of
2015, requires the removal of Social Security Numbers (SSNs) from
all Medicare cards by April 2019. A new Medicare Beneficiary Identifier
(MBI) will replace the SSN-based Health Insurance Claim Number
(HICN) on the new Medicare cards for Medicare transactions
such as billing, eligibility status and claim status.
This mandate is required by CMS. Providers should review
their practice management systems and business processes to
determine what changes you need to use the new Medicare
Beneficiary Identifier (MBI).
If you use vendors to bill Medicare, you should contact them to
find out about their MBI practice management system changes.
For more information and requirements, please click on this link:
www.cms.gov/Medicare/New-Medicare-Card/index.html
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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.

Quality Star Measures Corner
WellCare values everything you do to deliver quality
care to our members – your patients – to make sure
they have a positive health care experience. That’s
why we’re asking you to join us in giving your patients
optimal care to help improve quality scores!
WellCare’s Quality Improvement Program monitors
multiple measures that reflect your patients’
experiences and health. The following measures are
used to reflect the quality of patient care:
CAHPS® Survey, HOS Survey, HEDIS® Measures and
Pharmacy Measures.
The Stars Score is a summary of many of these measures
and may affect Pay-for-Performance (P4P) provider
incentives. You can help us improve scores by taking
the actions suggested below. Please contact your
Provider Relations representative if you have questions
or need assistance. We’re here to help you.
Adult BMI – Help your patients live healthier by
discussing their weight, diet and physical activity levels
during preventive care visits.
Be sure to record calculated body mass index (BMI) in
all patient medical records as well as height and weight.
Explain BMI to your patients and help them reach a
healthy BMI.
Care for Older Adults: Medication Review – Use these
strategies to make sure your patients’ medications are
current, non-conflicting and being taken appropriately:
• Encourage your patients to bring in all their
medications and supplements for the patient’s annual
wellness visits. Review what they’re taking and why.
• When explaining medication instructions, ask each
patient to repeat the instructions back to you to
ensure total comprehension.
• Eliminate unnecessary or outdated medications.
Simplify medications when possible.
Care for Older Adults: Functional Status Assessment –
Bring your patients in for a preventive care visit and to
complete a functional status assessment.
Adults ages 66 and older can struggle to do basic tasks
as they age. As a health care provider, you should
understand what your patients are going through and
help them understand the difficulties they may face as
they age. See how well they can do activities of daily
living, such as dressing, eating and bathing.
Care for Older Adults: Pain Assessment – During
your regular visits with older patients, conduct a pain
screening. Help them develop a pain management plan
at least once during the year.
High-Risk Medication – Review everything your
patients are taking and consider alternatives to
high-risk drugs. Consult the WellCare formulary
for a comprehensive list of high-risk drugs.
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MTM Program Completion Rate for CMR – Some plan
members are in a Medication Therapy Management
(MTM) program to help them manage their prescription
drugs. Advise patients to participate in an MTM
program when offered (based on eligibility). Members
are selected for this CMR program based on eligibility.
Statin Therapy for People with Cardiovascular Disease
Prescribe statin drugs for patients with cardiovascular
disease. A 90-day supply might improve adherence.
Select lowest-tier medications from the formulary for
your patient. Use our formulary search tool at
www.wellcare.com to identify the best medication.
Prescribe the medication electronically to the patient’s
pharmacy of choice.
Make it easier for the patient to adhere to treatment
by prescribing a 90-day supply, mail order or auto-refills,
especially for patients stable on therapy.
Controlling Blood Pressure
Schedule quarterly visits with your patients with
hypertension to help them control their blood pressure.
Encourage patients to make healthy lifestyle changes to
help control their blood pressure:
• Achieve and maintain a healthy body weight
• Participate in some form of physical activity each day
• Reduce salt intake to 1500 mg a day. Beware of fast
foods and prepackaged, processed foods, which are
often high in salt
• If blood pressure remains out of control, consider
medication therapy
Medication Adherence for Hypertension
Please remind your patients about medication
adherence. Help them understand the importance of
each medication and why they take it.
These points can improve adherence:
• Talk with your patients about adherence and identify
their barriers
• Reduce pill burden when appropriate and help your
patient set reminders and routines
• Make sure patients understand the instructions for
taking the medication
• If cost is an issue, consider lower-tier medications in
the same drug class
• Write 90-day supplies for patients who are stable at
their current dose
Medication Adherence for Cholesterol (Statins)
Utilize the RxEffect portal to easily identify patients with
high cholesterol who require medication adherence support.
Consider statin drug therapy for high-cholesterol patients.
Statin drugs help lower cholesterol and reduce the risk of
cardiac events and stroke.
These drugs will help your patients only if taken correctly.

Getting Needed Care
Access to medical care, including primary care, specialist appointments and appointment access, are key elements
of quality care. Each year, CAHPS® surveys patients and asks questions like:
• In the last 6 months, how often was it easy to get appointments with specialists?
• In the last 6 months, how often was it easy to get the care, tests, or treatment you needed through your
health plan?
• In the last 6 months, when you needed care right away, how often did you get care as soon as you thought
you needed?
• In the last 6 months, not counting the times when you needed care right away, how often did you get an
appointment for your health care at a doctor’s office or clinic as soon as you thought you needed?
• In the last 6 months, how often did you see the doctor you were scheduled to see within 15 minutes of
your appointment time?
To ensure your patients are satisfied with their ease of access:
• See members within access and availability standards
• Schedule appointments in a reasonable window for each request
• Follow up with members after referral to specialists to ensure care is coordinated
• Provide all information for specialists, tests and procedure authorizations and follow up as necessary
• Reduce time in the waiting room to no more than 15 minutes from appointment time

Care Coordination
These are also helpful tips to provide the needed care to your patients:
• Review medications with your patients
• Offer to schedule specialist and lab appointments while your patients are in the office
• Remind your patients about annual flu shots and other immunizations
• Make sure your patients know you also are working with specialists on their care. Ensure you receive notes
from specialists about the patient’s care and reach out to specialists if you have not gotten consultation notes.
Tell your patient the results of all test and procedures. Share decision making with patients to help them
manage care. And please follow up on all authorizations requested for your patient
• Call or contact your patients to remind them when it’s time for preventive care services such as annual
wellness exams, recommended cancer screenings and follow-up care for ongoing conditions such as
hypertension and diabetes

Availability of Criteria
The review criteria and guidelines are available to the providers upon request. Providers may request a
copy of the criteria used for specific determination of medical necessity by calling Customer Services
department at the number listed at the end of this newsletter.
Also, please remember that all Clinical Coverage Guidelines, detailing medical necessity criteria for several
medical procedures, devices and tests, are available via the provider resources link at:
www.wellcare.com/Provider/CCGs.
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Cancer Screening Saves Lives
Screening for colorectal cancer can help find cancer early, when it might be easier to treat. Physicians and other
clinicians are well aware of the benefits of screening, but many patients are not up to date with screening.
Colorectal cancer is the second-leading cause of cancer deaths in the United States among men and women
combined, but screening can help prevent colorectal cancer. About 135,000 new cases and more than 50,000
deaths were estimated in 2017.
Talking with a physician or other clinician is one of the biggest factors that influences whether a patient is
screened for colorectal cancer. You can help more patients get screened by discussing screening options and the
risks and benefits of those options with your patients. Patients are often aware of colonoscopy as an option for
screening, but they might not know as much about stool testing.
Did you know?
• Studies have shown that annual high-quality stool tests, such as high sensitivity GUIAC and fecal
immunochemical tests can lower the risk of developing and dying from CRC.
• Use stool tests only for average risk patients
(no personal or family history of CRC, adenomas or genetic syndromes)
• Make sure patients perform annual stool testing if they are selecting gFOBT or FIT tests and that they
understand the instructions in the kit they are using
• Stool samples should never be used for CRC screening if they are obtained by digital rectal exam because
they have a low sensitivity for cancer
• All patients who have a positive stool test must have a follow-up colonoscopy
• WellCare covers one screening test a year
• WellCare has provided over 70,000 FIT kits to patients for easy screening
• Review ACS CRC Screening guidelines to determine your patient’s risk category and screening
recommendations.
• Review the risks and benefits of all CRC screening tests with your patients. If they are at average risk,
discuss high-quality stool-based testing and offer them the choice that is right for them. Make sure
they understand the risks and benefits of high-quality stool-based testing.

Thank you for working with WellCare to make sure our members — your patients — get the care they need.

Medicare
Formulary News: Statin Use in Diabetes
The use of statin medications in patients ages 40–75 with
diabetes and LDL from 70–189 mcg/dL is recommended by
the American College of Cardiology (ACC) and the American
Heart Association (AHA). This recommendation is included in
the most recent Adult Treatment Panel (ATP) IV guidelines.
For your patients diagnosed with diabetes, consider starting
the patient on a moderate- or high-intensity statin medication,
depending on the patient’s risk factors. For your convenience,
we have listed the moderate and high-intensity statin
medications that are preferred on WellCare’s formulary:

Preferred Formulary Statins
High Intensity
Atorvastatin 40, 80 mg
Rosuvastatin 20, 40 mg

Moderate Intensity
Atorvastatin 10, 20 mg
Rosuvastatin 5, 10 mg
Simvastatin 20, 40 mg
Pravastatin 40, 80 mg
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CDC Recommendations for the Prescribing of Opioid Pain Medications
Attention DEA-Registered Practitioners:
In March 2016, the Centers for Disease Control and Prevention (CDC) published its “CDC Guideline for Prescribing
Opioids for Chronic Pain” to provide recommendations for the prescribing of opioid pain medication for patients
18 and older in primary care settings. Recommendations focus on the use of opioids in treating chronic pain
(pain lasting longer than 3 months or past the time of normal tissue healing) outside of active cancer treatment,
palliative care and end-of-life care.
The CDC Guideline is part of a comprehensive approach to address the opioid overdose epidemic and is a step
toward a more systematic approach to the prescribing of opioids, while ensuring that patients with chronic
pain receive safer and effective pain management. According to the CDC, The Guideline’s 12 recommendations,
published in August 2017, are based on three key principles:
1. Non-opioid therapy is preferred for chronic pain outside of active cancer, palliative and end-of-life care.
Opioids should only be used when their benefits are expected to outweigh their substantial risks.
2. When opioids are used, the lowest possible effective dosage should be prescribed to reduce risks of opioid
use disorder and overdose. Clinicians should start low and go slow.
3. Providers should always exercise caution when prescribing opioids and monitor all patients closely. Clinicians
should minimize risk to patients, whether checking the state prescription drug monitoring program or having
an ‘off-ramp’ plan to taper.
A copy of CDC’s publication entitled, “Guideline for Prescribing Opioids for Chronic Pain: Recommendations”
may be found at: https://www.cdc.gov/drugoverdose/pdf/Guidelines_Factsheet-a.pdf.
Additionally, an Interactive Training Webinar for providers who prescribe opioids may be found at:
https://www.cdc.gov/drugoverdose/training/index.html.
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Florida, Georgia, New York and South Carolina
New WellCare PPO Plan Options for Medicare Members in Your Area!
At WellCare Health Plans, Inc., we value everything you do to deliver quality care to our members – your patients – and
to make sure they have a positive health care experience. That’s why, for 2018, WellCare is offering Preferred Provider
Organization (PPO) plans in select counties in Florida, Georgia, New York and South Carolina. These plans will offer Part
A, B and Part D coverage with additional benefits such as dental, vision and hearing.

Why are we implementing these services?
Medicare PPO plans operate like HMOs, except PPOs don’t limit members to seeing doctors, hospitals and specialists
that are only a part of the plan’s network. PPO plans give members the flexibility to seek services from providers not in
our network and have a portion of the claim covered by the plan for medically necessary services.

What are the benefits of these new services?
Members of our PPO plans can choose to see providers both in and out of network, resulting in access to a larger pool
of providers. Unlike HMOs, PPOs do not require referrals and pre-authorizations for out-of-network providers, although
it is highly encouraged before receiving services. This feature gives members more control over the medical facility
serving their health care needs.

How do these services impact the member and/or providers?
The member’s Evidence of Coverage is the best resource to explain what benefits and/or services are available.

AT A GLANCE
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IN-NETWORK (Participating)

OUT-OF-NETWORK (Nonparticipating)

• The member ID card will display the in-network
co-pay/coinsurance.
• As with HMOs, members must select a PCP at the
time of enrollment, which will be presented on the
members’ identification card.
• Members are encouraged to use an in-network PCP,
but are not required to do so.
• Members are able to maintain and leverage long
standing patient/provider relationships through
WellCare’s large network of providers.
• Referrals are not required to see a specialist.
• Like WellCare’s HMO, in-network providers are
required to get a prior authorization for specific
services to ensure medical necessity is met prior to
performing the service.
– Members are not financially responsible
when in-network providers perform services
without getting prior authorization for certain
covered services.

• The member ID card will display the out-of-network
co-pay/coinsurance.
• Members are encouraged to use an in-network PCP, but
are not required to do so even though an in-network PCP
name is provided on the members’ identification card.
• Referrals and prior authorizations for out-of-network
providers are not required.
• Services on the Medical Necessity list provided by out
of-network providers must be covered services within
the benefit plan and considered medically necessary for
the plan to pay a portion of the out-of-network claim.
• Members are encouraged to ask out-of-network providers
to have a pre-service evaluation performed to ensure the
services are medically necessary.
– Services on the Medical Necessity list will be reviewed
after the service is provided when a pre-service
evaluation approval is not on file.
– Members are financially responsible for non-covered
services as well as covered services provided by
out-of-network providers that do not meet medical
necessity.
• Out-of-network providers must submit claims directly to
the plan (see the back of the members’ ID card).
• With the exception of emergency care, out-of-network
providers rendering services must be eligible to
participate in the Medicare program.
• As with all PPO plans, out-of-network providers are not
obligated to see our members.

PCP Request to
Transfer a Member

Communication and
Health Literacy

WellCare Health Plans, Inc. would like to ensure
our Providers are aware of the appropriate process
for requesting Members to be removed from
their patient panel. Primary Care Physicians (PCPs)
may request that a Member be removed from
their patient panel if the physician feels that the
Member is non-compliant with the physician’s
treatment plan or plan of care, if there is evidence
of abusive or inappropriate behavior, or if the
physician is unable to adequately address the
Member’s needs. WellCare Health Plans, Inc., and
its affiliates and subsidiaries (“WellCare” or the
“Company”) has established a uniform policy to
ensure the proper evaluation and processing of
physician requests to transfer/reassign Members
from their patient panel.

Limited health literacy affects people of all ages,
races, incomes, and education levels, but the
impact of limited health literacy disproportionately
affects lower socioeconomic and minority groups.
Limited health literacy is also associated with
worse health outcomes and higher costs.1 Only 12%
of adults have proficient health literacy necessary
to interpret the prescription label correctly.2 Many
health professionals advocate using a universal
precautions approach to health communication—
that is, assume that most patients will have
difficulty understanding health information.3
Patients with low literacy can have a deep sense
of shame and may not tell the provider that they
cannot understand medication instructions. Health
literacy can be improved if clear communication
strategies are used:

It is the policy of WellCare to comply with specific
State and/or Federal contractual requirements
that allow the PCPs to request the transfer of a
Member. The Provider shall continue to provide
medical care for the WellCare Member until such
time that written notification is received from
WellCare stating that the Member has been
transferred from the Provider’s practice.

• Organize information so that the most
important points come first – tell them
what actions to take and explain why it is
important to them
• Break complex information into understandable
chunks – no more than four main messages
as a rule, and repeat them
• Use simple language and define technical terms
– limit jargon or scientific language
• Slow down – speak clearly at a moderate pace
• Use the active voice, not passive voice
• Communicate as if you were talking to a friend
– a conversational tone is easier to understand
• Speak in short sentences (15 words or less)4
• Evaluate users’ understanding before, during,
and after the introduction of information5 the Teach-Back Method until the patient is
able to correctly describe the information in
their own words6

The full detailed outline of this process is in the
Provider Manual under the ‘Termination of a
Member’ section. Primary care physicians can now
ask to transfer a member from their patient panel
based on one of the above-mentioned qualifying
reasons via the New Provider Portal. This new
online submission option replaces the previous
fax form process.
Providers can log onto the secured provider portal
via https://provider.wellcare.com/. Once on the
home screen, providers will select “My Patients”
at the top; choose the member; then select the
Action: “Request Member Transfer.” Supporting
documentation such as office notes and/or
clinicals are required for completion of each
submission. Requests to transfer a member are
reviewed for accuracy and completion.
Requesting providers will receive confirmation
from Customer Service once the transfer
is completed.

1
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https://www.ahrq.gov/professionals/quality-patient-safety/
pharmhealthlit/index.html
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Paasche-Orlow, M. K., Schillinger, D., Greene, S. M., &
Wagner, E. H. (2006). How health care systems can begin to
address the challenge of limited literacy. Journal of General
Internal Medicine, 21, 884–887.
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https://www.cdc.gov/healthliteracy/pdf/Simply_Put.pdf
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https://www.plainlanguage.gov/
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https://www.ahrq.gov/professionals/quality-patient-safety/
quality-resources/tools/literacy-toolkit/healthlittoolkit2
tool5.html
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This is a Reminder of Current Policy Admission Notifications
and Prior Authorizations
Notification when a WellCare member is admitted to a facility:
As a reminder, WellCare requires notification by the next business day when a member is admitted to a facility.
This includes all admissions and/or observation stays. Notification is necessary for WellCare to obtain clinical
information to perform case management and ensure coordination of services. Failure to notify WellCare of
admissions or observation stays may result in denial of the claim.

Prior authorization for outpatient services:
WellCare has enhanced and standardized the provider portal authorization look-up tool with respect to place of
service and clinical appropriateness. To reflect industry best practices and reduce the administrative burden on
providers, the number of procedures requiring prior authorization has been reduced. Please remember to consult
the authorization look-up tool on the provider portal and obtain appropriate prior authorization. Failure to obtain
prior authorization where required may result in denial of the claim.
We value your partnership and work to ensure that every WellCare member receives quality health care.

Annual Wellness Visit and Additional Annual Physical
Good news! WellCare has improved the way it pays Annual Wellness Exams and Additional Annual Physicals.
Members no longer have to wait 365 days for these exams and can now get them every calendar year! Don’t wait
another day to see your patients! If the member has yet to have their additional annual physical already this year,
we will cover that now to help members get the preventive care they need before the end of the year.

Access to Staff
If you have questions about the utilization
management program, please call Customer Service
at 1-866-231-1821. TTY/TDD users call 1-877-247-6272.
Language services are offered.
You may also review the Utilization Management
Program section of your Provider Manual. You may
call to ask for materials in a different format. This
includes other languages, large print and audio
tapes. There is no charge for this.

Reminder: Electronic Funds
Transfer (EFT) through PaySpan®
Setup is easy and takes about five minutes to complete.
Please visit https://www.payspanhealth.com/nps or
call your Provider Relations representative or PaySpan
at 1-877-331-7154 with any questions.
We will only deposit into your account,
not take payments out.
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Updating Directory
Information

Medical Record Requests for Risk
Adjustment Review

We rely on our provider network to advise
us of demographic changes so we can keep
our information current.

The Centers for Medicare & Medicaid Services (CMS)
pays managed care plans based on the health status of
their members. All Medicare Advantage plans obtain
health status documentation from diagnoses contained
in claims and from information in the member’s
medical record. On January 1 of each year, members’
chronic conditions are resolved in the CMS model.
CMS requires us to report the presence of chronic
persistent conditions each year for each member.

To ensure our members and Case
Management 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:
Please call us at 1-855-538-0454. Thank
you for helping us maintain up-to-date
directory information for your practice.

By providing medical record documentation for risk
adjustment review, WellCare can avoid unnecessary
and costly administrative revisions and premium
changes. Coding accuracy also helps WellCare identify
patients who may benefit from disease and medical
management programs.

What is being requested?
Records for all dates of service from Jan. 1, 2016
through Dec. 31, 2017, to include the following:

Provider Formulary Updates
There have been updates to the Medicare
formulary. Find the most up-to-date,
complete Formulary at www.wellcare.com.
Select your state from the drop-down menu
and click on Pharmacy under Medicare in
the Providers dropdown menu.
You can also refer to the Provider
Manual to view more information
regarding WellCare’s pharmacy Utilization
Management (UM) policies and procedures.
To find your state’s Provider Manual visit
www.wellcare.com. Select your state
from the drop-down menu and click on
Overview under Medicare in the Providers
drop-down menu.

• History and physical progress notes, consultations
• Discharge, consults, diagnostic results, pathology
summaries and reports
• Subjective, objective assessments and plan notes
• Surgical procedures, operating room summaries
• Must state patient’s name and dates of service on
chart for each date of service
• CMS requires all signatures contain provider name,
credentials and date signed

Who will be requesting records?
WellCare Health Plans, Inc., has entered into business
agreements with CIOX Health, Altegra Health™ and
Centauri Health Solutions® to retrieve charts on
our behalf. Compliance with these requests is not
a Health Insurance Portability and Accountability
Act (HIPAA) violation. The HIPAA Privacy Rule allows
providers to release protected health information
to health plans and their agents for health care
operations and risk management (www.cms.gov).

How to submit records:

CommUnity
Assistance Line
CAL NUMBER
1-866-775-2192

Please refer to the instructions on the medical record
request you’ve received. For questions or concerns,
please contact the Risk Adjustment Department at
RapsChartsIntake@wellcare.com.

VIDEO RELAY
1-855-628-7552

We offer non-benefit resources such as
help with food, rent and utilities.

9

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 homepage. You will see Messages from WellCare on the right.

Resources and Tools
Visit www.wellcare.com/Providers to find guidelines, key forms and other helpful resources. 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/Providers, click on Resources under your state.
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/Providers, click on Clinical Guidelines under your state.

We’re just a phone call or click away!
WellCare Health Plans, Inc.
1-855-538-0454
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