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Welcome aboard!

Signature Advantage Plan (SAP), an Institutional Special Needs Plan (ISNP),
would like to thank you for choosing us as your partner. Our ISNP began
enrolling new members in 2016 and currently serves institutionalized long-
term residents throughout 44 counties in Kentucky and Tennessee.
Collaborating with our providers to offer quality health care to plan members
IS our highest priority. Good communication with providers and members has
been a key component to our success.

This Provider Manual serves as a reference guide. It is one of our multiple
methods of communication and compliments our Model of Care provider
training. We ask that you review the Provider Manual carefully.

We have additionally created a Signature Advantage Contacts page should you
have any specific questions or concern. The Signature Advantage Contacts
page is available at www.signatureadvantageplan.com.

We are proud to have you as one of our provider choice options and look
forward to working closely with you to serve our institutionalized members.

Sincerely,
Shawna Haering, Chief Executive Officer


http://www.signatureadvantageplan.com/
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About Signature Advantage

Signature Advantage HMO ISNP and Signature Advantage Community HMO I-SNP Equivalent (“health plan” or
“Plan”) are Medicare Advantage Institutional Special Needs Plans designed to improve the care for residents of
Long Term Care Facilities, Nursing Facilities, Assisted Living, Independent Living and Continuous Care Retirement
Communities in Kentucky and Tennessee. Signature Advantage’s target population is a Medicare beneficiary
who resides or is expected to reside in a Signature Advantage contracted facility for 90 days or longer. This
includes those individuals residing in Nursing Facilities (NF), Assisted Living Facilities (ALF), Independent Living
and Continuous Care Retirement Communities in Kentucky and Tennessee.

MODEL OF CARE

Signature Advantage’s Model of Care organizes best practices and industry innovations such as the PCP/Nurse
Practitioner care team providing onsite, facility-based primary health care support; a risk- assessment tool
designed for a geriatric, nursing home patient population; a comprehensive history and physical assessment that
drives an Individualized Care Plan (ICP); a care management platform that helps identify needed preventive
health/HEDIS services, ensures the use of evidence based guidelines, and facilitates care team communications
for care coordination; and frequent face-to-face member and caregiver/family member interactions that
identify member care preferences and allow time for important care decision discussions and counseling.
Providers should go to the Signature Advantage Website to access the Model of Care Training.

The Model of Care facilitates the early assessment and identification of health risks and major changes in the
health status of members with complex care needs, and the coordination of care to improve members overall
health. Signature Advantage’s Institutional Special Needs Plan (I- SNP) Model of Care has the following goals:

Improve access to medical, mental health, and social services.

Improve access to affordable care. |

Improve coordination of care through an identified point of contact. |

Improve transitions of care across healthcare settings and providers.

Improve access to preventive health services.
Assure appropriate utilization of services.
Improve member health outcomes.

Importantly, the Model of Care focuses on the individual I-SNP member. I-SNP members receive a
comprehensive health risk assessment initially and annually thereafter. Based on this assessment, an
individualized care plan is developed. An interdisciplinary care team, which includes practitioners of various
disciplines and specialties based on the needs of the member, is responsible for care management. The member
may participate in this process, as may all their healthcare providers. The individual care plan is stored centrally
so that it can be shared with all members of the interdisciplinary care team, as indicated. All providers are

encouraged to participate in the I-SNP Model of Care and interdisciplinary care teams.



Signature Advantage uses a data-driven process for identifying the frail/disabled, multiple chronic illnesses and
those at the end of life. Risk stratification and protocols for intervention around care coordination, barriers to
care, primary care givers, education, early detection, and symptom management are also components of the
Model of Care. Based on the needs of Plan members, a specialized provider network is available to assure
appropriate access to care, complementing each member’s primary care provider.

The PCP is an important and unique part of Signature Advantage’s provider network. A PCP is a provider who is
(1) contracted with Signature Advantage, (2) licensed to practice allopathic (MD) or osteopathic (DO) medicine,
and (3) is responsible for providing primary care services for Signature Advantage members in the Nursing
Facility (NF), Skilled Nursing Facility (SNF), or community-based facility setting, including coordination and
management of the delivery of all covered services.

The Signature Advantage PCP model ensures that every member has direct access to primary care services
onsite in the nursing facility and that the member’s primary care provider (PCP) has experience understanding
the special needs of nursing facility residents. PCPs provide regular patient care services in both the nursing
home and community-based facilities, working to streamline care and minimize the need for transfers out of the
facility for ambulatory services. They work directly with the Signature Advantage Nurse Practitioners to provide
and oversee all aspects of member care including evaluating, recommending, or providing treatments to
optimize health status. When possible and clinically appropriate, PCPs may decide to treat some acute
exacerbations or conditions in place in the facility rather than transferring the member to an external site of
care, such as an acute care hospital or emergency room.

All members are required to choose or designate a PCP at enrollment. Signature Advantage members can
choose their PCP from the list of contracted PCPs maintained and published by Signature Advantage. Members
can change their PCP at any time. The PCP change will become effective on the first day of the following month.
PCPs contracted and available to be chosen as a primary care provider with Signature Advantage are clearly
identified in Signature Advantage’s member materials, including the Provider Directory as credentialed at time
of publication.

. The clinical team provides integrated health care management with a strong primary and preventive
care focus to treat acute and chronic conditions.

. All members receive a comprehensive history and physical exam and care plan within 90 days of
enrollment and comprehensive visits at least once a month, thereafter.

. Nurse Practitioners utilize a health risk assessment tool that rates each member’s medical condition as
low, moderate, or high.

. Risk scores dictate the Nurse Practitioner’s clinical visit/monitoring schedule.

° A risk score framework is used at each clinical visit/monitoring and tracked over time.



. An individualized plan of care having goals and measurable outcomes specific to the targeted special
needs of each member is developed.

. An interdisciplinary care team is formed for each member.

° Access to a specialized provider network having expertise pertinent to the targeted special needs of the
member population.

. A medication therapy management program.

. Demonstrated cultural competency among staff and providers.

. Members and their caregivers/family’s engagement in decision making.

. Member and caregiver/family participation in Plan policy and operations through surveys and formal
feedback.

Execution of the I-SNP Model of Care is supported by systems and processes to share information between the
health plan, healthcare providers and the member. The I-SNP Model of Care includes periodic analysis of
effectiveness, and all activities are supported by the Quality Improvement Program.

MEMBER INFORMATION

All participating providers are responsible for verifying a member’s eligibility every visit. Please note that
membership data is subject to change. The Centers for Medicare and Medicaid Services (CMS) retroactively
terminates members for various reasons. When this occurs, the Signature Advantage claim recovery unit will
request a refund from the provider.

The provider should then contact CMS Eligibility to determine the member’s actual benefit coverage for the date
of service in question.

Signature Advantage has continuous enrollment each year under the Special Needs Plan designation, eligible
members moving into a contracted facility can choose to enroll at any time.

Each member is provided with an individual membership identification card. Noted on the ID card is the
member’s identification number, plan code, name of PCP, co-payment, and effective date. If the member does
not have an ID card, you must verify eligibility by contacting our Member Services team.

Providers should always verify member eligibility prior to the appointment. Signature Advantage should have
the most current eligibility information. You can verify member eligibility through the following ways:

. Member ID Card: Note that changes do occur, and the card alone does not guarantee member
eligibility.

° Telephonically: Please call the Member Services Department at (844) 214-8633.



Signature Advantage ID Cards Examples:

Signature

Advantage
MEMBER: John A. Doe
ID: Y0000001
ISSUER ID: 80840

RxBIN: 012312
RxPCN: PartD
RxGRP: H2400001

_".It.i'.”.i.l.'.:l_l'{ﬂ&

CMS - H2400 001

In case of emergency, call 11, and call plan within 24 howrs or as soon &s possible.
Mamber Services, including prior autharization requests: 1-844-214-8633, TTY: T11
Prescription Drug Customer Services: 1-844-214-8633, TTY: T11

Pharmacy Help desk: 1-833-803-4347, TTY: T11

Mail Medical Claims to: EDE: 34001
P.0. Box 93720
Lubbock, TX 79453

Mail Pharmacy Claims to:
Elixir- OMR

B8535 Dermow Rd. P. 0. Box. 1208
Twinsburg, OH 44087

Members: signahureadventageplen com/member-resources
Providers: Signehureacventageplan com/ providers-pariners

Maximum Out-of-Pocket (MIOOP)

Signature

Advantage
MEMBER: John A Doe
1D: Y0000002
ISSUER ID: BOB40

RxBIM: 012312
RxPCN:  PartD
RxGRP: H2400002

_"'t|f'_1{_i_1.'.:|_|'{'|“x

CMS - H2400 002

In case of emergency, call 911, and call plan within 24 hows or 85 soon &5 possible.
Mamber Services, including prior authorization requests: 1-844-214-8633, TTY: T11
Prescription Drug Customer Services: 1-B44-214-86833, TTY: T11

Pharmacy Help desk: 1-833-803-4347, TTY: T11

Mail Medical Claims to: ED#: 34001
P.0. Box 93720
Lubbock, TX 78453

Mail Pharmacy Claims to:
Elizir- OMR

8935 Demow Rd. P. 0. Bax. 1208
Twinsburg, OH 44087

Members: signehreacvaniageplan com/mamber-resourcas
Providers: Signatureadventageplen com/providers-pariners

Signature Advantage members have a Maximum Out-of-Pocket (MOOP) benefit--a limit on the amount they will
be required to pay out-of-pocket each year for medical services which are covered under Medicare Part A and
Part B. Once this maximum out-of-pocket expense has been reached, the member is no longer responsible for
any out-of-pocket expenses, including any cost shares, for the remainder of the year for covered Part A and Part
B services (excluding the members’ Medicare Part B premium and Signature Advantage Plan premium).

Member Hold Harmless

Participating providers are prohibited from balance billing Signature Advantage members including, but not
limited to, situations involving non-payment by Signature Advantage, insolvency of Signature Advantage, or
Signature Advantage’s breach of its Agreement. Providers shall not bill, charge, collect a deposit from, seek
compensation or reimbursement from, or have any recourse against members or persons, other than Signature
Advantage, acting on behalf of members for Covered Services provided pursuant to the participating Provider’s
Agreement. The provider is not, however, prohibited from collecting co-payments, co-insurances or deductibles
for covered services in accordance with the terms of the applicable member’s Benefit Plan.

Member Confidentiality & Privacy

At Signature Advantage, we know our members’ privacy is extremely important to them and we respect their
right to privacy when it comes to their personal information and health care. Access to Protected Health
Information (PHI) allows Signature Advantage to closely work with providers, like yourself, to determine



whether a service is a Covered Service and pay your clean claims for Covered Services using the members’
medical records.

As a Covered Entity under HIPAA, providers are required to comply with the HIPAA Privacy Rule and other
applicable laws in order to protect member PHI.

Members have the right to be treated with dignity, respect, and fairness always. Signature Advantage must obey
laws against discrimination that protect members from unfair treatment. These laws say that Signature
Advantage cannot discriminate against members because of a person’s race, disability, religion, gender, sexual
orientation, health, ethnicity, creed, age, or national origin. If members need help with communication, such as
a language interpreter, they should be directed to call the Member Services Department. The Member Services
Department can also help members in filing complaints about access to facilities (such as wheelchair access).
Members can also call the Office for Civil Rights at 1-800-368-1019 or TTY/TDD 1-800-537-7697, or the Office for
Civil Rights in their area for assistance.

There are federal and state laws that protect the privacy of member medical records and personal health
information. Signature Advantage keeps members’ personal health information private as required under these
laws. Signature Advantage provides members with a notice that tells them about rights and explains how
Signature Advantage protects the privacy of their health information.

Members will get most or all their health care from participating providers, that is, from doctors and other
health providers who are part of Signature Advantage. Members have the right to choose a participating
provider (Signature Advantage will work with members to ensure they find physicians who are accepting new
patients). Members have the right to go to a women’s health specialist (such as a gynecologist) without a
referral. Members have the right to timely access to their providers and to see specialists when care from a
specialist is needed. Members also have the right to access their prescription benefit at any network pharmacy
in a timely manner. Timely access means that members can get appointments and services within a reasonable
amount of time. The Evidence of Coverage (EOC) explains how members access participating providers to get
the care and services they need. It also explains their rights to get care for a medical emergency and urgently
needed care.

Members have the right to get full information from their providers when they receive medical care, and the
right to participate fully in treatment planning and decisions about their health care. Signature Advantage’s
providers must explain things in a way that members can understand. Members have the right to know about all
the treatment choices that are recommended for their condition, including all appropriate and medically
necessary treatment options, no matter what their cost or whether they are covered by Signature Advantage.
This includes the right to know about the different Medication Management Treatment Programs Signature
Advantage offers and those in which members may participate. Members have the right to be told about any
risks involved in their care. Members must be told in advance if a proposed medical care or treatment is part of
a research experiment and be given the choice of refusing experimental treatments.

Members have the right to receive a detailed explanation from Signature Advantage if they believe that a plan
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provider has denied care that they believe they are entitled to receive or care they believe they should continue
to receive. In these cases, members must request an initial decision. Initial decisions are discussed in the
members’ EOC.

Members have the right to refuse treatment. This includes the right to leave a hospital or other medical facility,
even if their doctors advise them not to leave. This also includes the right to stop taking their medication. If
members refuse treatment, they accept responsibility for what happens as a result of refusing treatment.

Members have the right to ask someone, such as a family member or friend, to help them with decisions about
their health care. Sometimes, people become unable to make health care decisions for themselves due to
accidents or serious illness. If a member wants to, he/she can use a special form to give someone they trust the
legal authority to make decisions for them, if they ever become unable to make decisions for themselves.
Members also have the right to give their doctors written instructions about how they want to handle their
medical care if they become unable to make decisions for themselves. The legal documents that members can
use to give their directions in advance of these situations are called “advance directives.” There are different
types of advance directives and different names for them. Documents called “living wills” and “powers of
attorney for health care” are examples of advance directives.

If members know in advance, they are going to be hospitalized they should take a copy to the hospital. If
members are admitted to the hospital, the hospital will ask them whether they have signed an advance directive
form and whether they have it with them. If members have not signed an advance directive or do not have a
signed copy with them during the admission, the hospital will have forms available and will ask if the member
wants to sign one.

Remember, it is a member’s choice whether he/she wants to fill out an advance directive including whether
they want to sign one if they are in the hospital. According to the law, no one can deny them care or
discriminate against them based on whether they have signed an advance directive. If members have signed an
advance directive and they believe that a doctor or hospital has not followed the instructions in it, members
may file a complaint with their State Board of Medicine or appropriate state agency. This information can be
found in the member’s EOC.

Members have the right to file a complaint if they have concerns or problems related to their care or coverage.
Members or an appointed/authorized representative may file appeals or grievances regarding care or coverage
determinations. If members make a complaint or file an appeal determination, Signature Advantage must treat
them fairly and not discriminate against them because they made a complaint or filed an appeal or coverage
determination. To obtain information relative to appeals, grievances or concerns and/or coverage
determinations, members should be directed to contact our Member Services Department.

The EOC tells members what medical services are covered, and what the member must pay for. If members
need more information, they should be directed to contact our Member Services Department. Members have
the right to an explanation from Signature Advantage about any medical services not covered by Signature
Advantage. Signature Advantage must tell members in writing why Signature Advantage will not pay for or allow
them to get a service and how they can file for an appeal to ask Signature Advantage to change the decision. If
asked, staff should inform members on how to file an appeal and should direct members to review their EOC for
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more information about filing an appeal.

Members have the right to get information about the Signature Advantage Plan and operations. This includes
information about the Plan’s financial condition, the services provided, and Signature Advantage’s health care
providers and their qualifications. Members have the right to find out from the Plan how doctors are paid.
Members should be directed to call the Member Services Department for information. Member also have the
right to get information from Signature Advantage about their Part D prescription coverage and the network
pharmacies. Staff should instruct members to call our Member Services Department.

Members have the right to receive information about their rights and responsibilities. If members have
questions or concerns about their rights and protections, they should be directed to contact our Member
Services Department. Members can also get free help and information from their State Health Insurance
Assistance Program (SHIP). In addition, the Medicare program has written a booklet titled Members Medicare
Rights and Protections. To get a free copy, members should be directed to call 1-800-MEDICARE (1- 800-633-
4227). TTY users should call 1-877-486- 2048. Members can call 24 hours a day, 7 days a week. Or members can
visit www.medicare.gov on the web to order the booklet or print it directly from their computer.

If members think that they have been treated unfairly or their rights have not been respected, there are options.

. If members think they have been treated unfairly due to their race, color, national origin, disability, age,
or religion, members should be encouraged to let Signature Advantage know immediately by calling the
Member Services Department. They can also call the Office for Civil Rights in their area.

) For any other kind of concern or problem related to their Medicare rights and protections described in
this section, members should be encouraged to call our Member Services Department. Members also can
get help from their SHIP.

Along with certain rights, members of Signature Advantage also have responsibilities. Members are responsible
for the following:

. To become familiar with their Signature Advantage coverage and the rules they must follow to get care
as a member. Members can use their Signature Advantage EOC and other information provided to them
to learn about their coverage, what Signature Advantage must pay, and what rules they need to follow.
Members should be encouraged to call our Member Services Department if they have questions or

complaints.
° To advise Signature Advantage if they have other insurance coverage.
. To notify providers when seeking care that they are enrolled with Signature Advantage and to

present their plan enrollment card to providers unless it is an emergency. To give their doctors and
other providers the information they need to provide care for them and to follow the treatment
plans and instructions that they and their doctors agree upon. Members must be encouraged to
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ask questions and communicate any concerns with their doctors and other providers whenever the
member has them.

. To act in a way that supports the care given to other patients and helps the smooth running of their
doctor’s office, hospitals, and other offices.

° To pay their plan premiums and any other co-payments or coinsurance they may have for the Covered
Services they receive. Members must also meet their other financial responsibilities that are described
in their EOC.

° To let Signature Advantage know if they have any questions, concerns, problems, or suggestions

regarding their rights, responsibilities, coverage and/or Signature Advantage operations.

. To notify Signature Advantage and their providers of any address and/or phone number changes as
soon as possible.

. To use their Signature Advantage Plan only to access services, medications, and other benefits for
themselves.

The Federal Patient Self-Determination Act ensures the patient’s right to participate in health care decision-
making, including decisions about withholding resuscitative services or declining/withdrawing life sustaining
treatment. In accordance with guidelines established by the CMS, HEDIS requirements, and the Plan’s own
policies and procedures, Signature Advantage requires all participating providers to have a process in place
pursuant to the intent of the Patient Self Determination Act. All providers contracted directly or indirectly with
Signature Advantage may be informed by the member that the member has executed, changed, or revoked an
advance directive. At the time a service is provided, the provider should ask the member to provide a copy of
the advance directive to be included in his/her medical record. If the PCP and/or treating provider cannot as a
matter of conscience fulfill the member’s written advance directive, he/she must advise the member and
Signature Advantage. Signature Advantage and the PCP and/or treating provider will arrange for a transfer of
care.

Participating providers may not condition the provision of care or otherwise discriminate against an individual
based on whether the individual has executed an advance directive. However, nothing in the Patient Self-
Determination Act precludes the right under state law of a provider to refuse to comply with an advance
directive as a matter of conscience. To ensure providers maintain the required processes to advance directives,
Signature Advantage conducts periodic patient medical record reviews to confirm that required documentation
exists.

All Signature Advantage members receive benefits and services as defined in their EOC. Signature Advantage
encourages its members to call their PCP to schedule appointments. However, if a Signature Advantage member
calls or comes to a provider’s office for an unscheduled non-emergent appointment, please attempt to
accommodate the member and explain to them your office policy regarding appointments. If this problem
persists, please contact Signature Advantage.
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Signature Advantage follows the Medicare definitions of “emergency medical condition”, “emergency services,”
and “urgently-needed services” as defined in the Medicare Managed Care Manual Chapter 4 Section 20.2.

o Emergency medical condition is “a medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain) such that a prudent layperson, with an average
knowledge of health and medicine, could reasonably expect the absence of immediate medical
attention to result in:

o Serious jeopardy to the health of the individual or, in the case of a pregnant woman, the health
of the woman or her unborn child;

o Serious impairment to bodily functions; or

o Serious dysfunction of any bodily organ or part.”

o Emergency medical condition status is not affected if a later medical review found no actual
emergency present.

o) Emergency services are “covered inpatient and outpatient services that are furnished by a provider
qualified to furnish emergency services; and needed to evaluate or treat an emergency medical
condition.”

o Urgently-needed services are “covered services that are not emergency services as defined above
but are:

o Medically necessary and immediately required as a result of an unforeseen illness, injury, or
condition.

o Provided when the member is temporarily absent from the plan’s service area; or under
unusual and extraordinary circumstances, when the member is in the service area and the
network is temporarily unavailable or inaccessible; and

o Given the circumstances, it was not reasonable to wait to obtain the services through the Plan
network.”

The Signature Advantage network includes multiple hospitals, emergency rooms, and providers able to treat the
emergent and urgent conditions of Signature Advantage members twenty-four (24) hours a day, seven (7) days a
week. For urgent and emergent issues that occur onsite in the member’s facility or in the service area, the PCP is
responsible for providing, directing, or authorizing a member’s urgent or emergent care— including urgent or
emergent services provided onsite in their facility (known as “Skill in Place.”) The PCP or his/her designee must
be available 24 hours a day, 7 days a week to assist members needing emergent or urgent services.

Emergent or urgent issues requiring services or expertise not available onsite in the member’s facility will be
addressed with transfer of the member to a Signature Advantage contracted acute care hospital or emergency
room able to provide the needed care. The PCP, working with the Plan Nurse Practitioner, is responsible for
coordinating the transition of the member to the hospital or emergency room, including communicating with
the hospital or emergency room about the Member. Members have a co-payment responsibility for outpatient
emergency visits unless an admission result.

While most members remain in the service area, Signature Advantage members may receive emergency
services and urgently needed services from any provider, regardless of whether services are obtained within or
outside the Signature Advantage authorized service area and/or network and regardless of whether there is a
prior authorization for the services. For emergency services outside the service area, Signature Advantage will
pay reasonable charges for emergency services received from non-participating providers, if a member is injured
or becomes ill while temporarily outside the service area. Members may be responsible for a co- payment for
each incident of outpatient emergency services at a hospital’s emergency room or urgent care facility.
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In cases where ambulance services are dispatched through 911 or a local equivalent and the ambulance
provider is not contracted with Signature Advantage, the Plan follows Medicare rules on coverage for
ambulance services as set forth in 42 CFR 410.40.

Continuing or follow-up treatment, except by the PCP, whether in or out of service area, is not covered by
Signature Advantage unless specifically authorized or approved by Signature Advantage. Payment for covered
benefits outside the service area is limited to medically necessary treatment required before the member can
reasonably be transported to a participating hospital or returned to the care of the PCP.

Telephone inquiries and complaints (not grievances as described below) received by Signature Advantage’s
Member Services Department will be resolved on an informal basis. Inquiries and complaints may include but
are not limited to questions such as whether a specific service is covered or a request for a member
identification card. Inquiries and complaints do not include grievances or ‘appealable’ issues. In situations where
a member or the member’s appointed representative remains dissatisfied with the resolution of their inquiry or
complaint, the member or the member’s appointed representative must submit, in writing or verbally, a request
for reconsideration of that resolution. Those inquiries received by Signature Advantage will be logged in the
Plan’s tracking system and automatically placed within either the appeal or grievance process, whichever is
appropriate.

Signature Advantage members or their appointed representative also have the right to file a grievance about
problems they observe or experience with the plan. A grievance is an expression of dissatisfaction with any
aspect of Signature Advantage’s operations, activities or behavior while providing health care services, items, or
prescription drugs. Situations for which a grievance may be filed include but are not limited to:

e Complaints about services in an optional Supplementary Benefit package.

e Complaints regarding issues such as waiting times, physician behavior or demeanor, and adequacy of
facilities and other similar member concerns.
o Involuntary disenrollment situations.

e Complaints concerning the quality of services a member receives.

In addition, Signature Advantage members and their appointed representatives may appeal any decision about
Signature Advantage’s failure to provide what they believe are benefits contained in the basic benefit package.
These include:

e Reimbursement for urgently needed care outside the service area or Emergency Services worldwide.

¢ A denied claim for any other health services furnished by a non-participating provider or supplier they
believe should have been provided, arranged for, or reimbursed by Signature Advantage.
e Services they have not received but believe are the responsibility of Signature Advantage to pay.

o A reduction in or termination of service a member feels are medically necessary.

A member or their appointed representative may also appeal any decision to discharge them from the hospital.
In this case, a notice will be given to the member or their appointed representative with information about how
to appeal and the member will remain in the hospital while the decision is reviewed. The member will not be
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held liable for charges incurred during this period regardless of the outcome of the review. Please refer to the
Signature Advantage EOC for additional information.

Continuity of Care is essential to maintain member stability. As a part of the care transition process, the Nurse
Practitioner will be the primary advocate in ensuring the member’s well-being across multiple care settings and
across the health spectrum. The Nurse Practitioner will work with the PCP to ensure that the highest quality of
health care will be delivered to the member in each of the health care settings.

The Signature Advantage Nurse Practitioners understand how coordinated health care improves the care of this
vulnerable membership, and will work to ensure coordinated care by:

o Providing members and caregivers/families one accountable point of contact — the assigned Nurse
Practitioner.

. Following members across care settings during transitions (i.e. admission to a hospital).

o Educating members and caregivers/families on member diagnoses.

o Setting goals that promote coordinated care.

o Making and keeping specific tasks/appointments, follow up items with members.

o Coordinating care within and across treatment settings between external and internal stakeholders.

o Creating a process through which health care providers can communicate with one another about

the member’s care.
. Making member preferences known and accessible to all health care providers.

Signature Advantage’s policy is to provide for continuity and coordination of care with medical practitioners
treating the same patient, and coordination between medical and behavioral health services. When a
practitioner leaves Signature Advantage’s network and a member is in an active course of treatment, Signature
Advantage will attempt to minimize any disruption in care by potentially offering continuity of care services with
the current provider for a reasonable period of time. In addition, members undergoing active treatment for a
chronic or acute medical condition will have access to the exiting provider through the current period of active
treatment or a maximum of 90 calendar days, whichever is shorter.

If the Plan terminates a participating provider, Signature Advantage will work to transition a member into care
with a Participating Provider or other provider within Signature Advantage’s network. Signature Advantage is
not responsible for the health care services provided by the terminated provider following the date of
termination under such circumstances.

Signature Advantage also recognizes that new members join the health plan and may have already begun
treatment with a provider who is not in Signature Advantage’s network. Under these circumstances, Signature
Advantage will work to coordinate care with the provider by identifying the course of treatment already ordered
and offering the member a transition period of up to 90 calendar days to complete the current course of
treatment.

Signature Advantage will honor plans of care (including prescriptions, DME, medical supplies, prosthetic and
orthotic appliances, and any other on-going services) initiated prior to a new member’s enrollment for a period
of up to 90 calendar days or until the PCP evaluates the member and establishes a new plan of care.
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PROVIDER INFORMATION

Signature Advantage provides a PCP -driven care model engaging dedicated medical providers physically located
at the contracted nursing facilities to enhance and provide bedside care management and coordination.

The PCP is supported by Nurse Practitioners with appropriate certification and qualifications for the population
to be managed.

Each Signature Advantage member must select a Signature Advantage participating primary care provider at the
time of enrollment. Signature Advantage members will be able to choose their primary care provider from the
list of contracted providers maintained and published by Signature Advantage.

Members will be able to change their primary care provider at any time. Providers contracted as PCP and
available to be chosen as a primary care provider with Signature Advantage will be clearly identified in Signature
Advantage’s member materials, including the Provider Directory.

The Signature Advantage PCP model will ensure that every member has direct access to primary care services
onsite in the nursing facility and that the member’s primary care provider has experience understanding the
special needs of nursing facility residents.

PCP will provide regular patient care services in the nursing home facilities, working to streamline care and
minimize the need for transfers out of the facility for ambulatory services. They will work directly with the
Signature Advantage Nurse Practitioners to provide and oversee all aspects of member care including
evaluating, recommending, or providing treatments to optimize members’ health status. When possible and
clinically appropriate, PCP may decide to treat some acute exacerbations or conditions in place in the nursing
facility rather than transferring the member to an external site of care, such as an acute care hospital or
emergency room.

PCP will be key participants in the member’s interdisciplinary care team, directly supervise Plan mid- level care,
and be accountable for all care decisions for members assigned to them. Additionally, all PCP will be required to
participate in quarterly caregiver/family meetings with members. The PCP is responsible for managing all the
health care needs of a Signature Advantage member as follows:

) Manage the health care needs of Signature Advantage members who have chosen the provider as their
PCP.

) Ensure that members receive treatment as frequently as is necessary based on the member’s condition.

. Develop an individual treatment plan for each member.

. Submit accurate and timely claims and encounter information for clinical care coordination.

. Comply with Signature Advantage’s prior authorization and referral procedures.

° Refer members to appropriate Signature Advantage participating providers.

° Comply with Signature Advantage’s Quality Management and Utilization Management programs.

. Participate in Signature Advantage’s Comprehensive Geriatric Exam and Health Risk Assessment.
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. Use appropriate designated ancillary services.
. Comply with emergency care procedures.

. Comply with Signature Advantage access and availability standards as outlined in this manual, including
after-hours care.

. Submit claims to Signature Advantage on the CMS 1500 or successor claim form or electronically in
accordance with Signature Advantage billing procedures.

. Ensure that, when submitting claims for services provided, coding is specific enough to capture the acuity
and complexity of a member’s condition and ensure that the codes submitted are supported by proper
documentation in the medical record.

. Comply with Preventive Screening and Clinical Guidelines.

° Adhere to Signature Advantage’s medical record standards as outlined in this manual.

Each Signature Advantage member is entitled to seek care from Specialist Physicians for certain required
services for treatment of a given health condition. The Specialist Physician is responsible for managing all the
health care needs of a Signature Advantage member as follows:

° Provide specialty health care services to members as needed.

° Collaborate with the member’s Signature Advantage PCP to enhance continuity of health care and
appropriate treatment.

° Provide consultative and follow-up reports to the referring physician in a timely manner.

) Comply with access and availability standards as outlined in this manual including after-hours care.
) Comply with Signature Advantage’s prior authorization and referral process.

) Comply with Signature Advantage’s Quality Management and Utilization Management programs.
) Submit claims to Signature Advantage on the CMS 1500 claim form in accordance with Signature

Advantage’s billing procedures.

. Ensure that, when submitting claims for services provided coding is specific enough to capture the
acuity and complexity of a member’s condition and ensure that the codes submitted are supported by
proper documentation in the medical record.

° Refer members to appropriate Signature Advantage participating providers.
° Submit encounter information to Signature Advantage accurately and timely.
. Adhere to Signature Advantage’s medical record standards as outlined in this manual.
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From time to time, Signature Advantage may amend, alter, or clarify its policies. Examples of this include, but
are not limited to, regulatory changes, changes in medical standards, and modification of Covered Services.
Specific Signature Advantage policies and procedures may be obtained by calling the Plan’s Network Operations
Department: (844) 214-8633.

Signature Advantage will communicate changes to the provider through our website. Providers are responsible
for the review and inclusion of policy updates in the Provider Manual and for complying with these changes upon
receipt of these notices.

. The PCP should provide the Specialist Physician with relevant clinical information regarding the
member’s care.

. The Specialist Physician must provide the PCP with information about his/her visit with the member in a
timely manner.

° The PCP must document in the member’s medical record his/her review of any reports, labs, or
diagnostic tests received from a Specialist Physician.

The below is a general guideline to assist Signature Advantage providers, who have contracted with multiple
Medicare Advantage plans and are accepting Medicare fee-for-service patients, in determining what marketing
and patient outreach activities are permissible under the CMS guidelines. CMS has advised Medicare Advantage
plans to prohibit providers from steering or attempting to steer an undecided potential enrollee toward a
specific plan, or limited number of plans, offered either by the plan sponsor or another sponsor, based on the
financial interest of the provider or agent. Providers should remain neutral parties in assisting plans to market to
beneficiaries or assisting in enrollment decisions.

Providers Can:

° Mail/call their patient panel to invite patients to general Signature Advantage sponsored educational
events to learn about the Medicare and/or Medicare Advantage program. This is not a sales/ marketing
meeting. No sales representative or plan materials can be distributed. Sales representative cards can be
provided upon request.

. If agreed upon by both parties’ providers may announce a new or continuing affiliation with Signature
Advantage made through direct mail, email, telephone, or advertisement according to 42 CFR §§
422.2262(a), 422.2268, 423.2262(a), 423.2268.

° Have additional mailings (unlimited) to patients about participation status but must list all participating
Medicare Advantage plans and cannot steer towards a specific plan. This letter may not quote specific
plan benefits without prior CMS approval and the agreement of all plans listed.

. Notify patients, in a letter, of a decision to participate in a Signature Advantage sponsored program.

. Utilize a provider/patient newsletter to communicate information to patients on a variety of subjects.
This newsletter can have a Signature Advantage area to advise patients of Signature Advantage
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information.

Provide objective information to patients on specific plan formularies, based on a patient’s medications
and health care needs.

Refer patients to other sources of information, such as the State Health Insurance Assistance Program
(SHIP), Signature Advantage marketing representatives, State Medicaid, or 1-800-Medicare to assist the
patient in learning about the plan and making a healthcare enrollment decision.

Display in areas other than those where patients receive medical care and distribute in provider offices
Signature Advantage marketing materials, excluding application forms. The office must display or agree
to display materials for all participating Medicare Advantage plans when requested.

Notify patients of a provider’s decision to participate exclusively with Signature Advantage for Medicare
Advantage or to close panel to original Medicare fee-for-service patients if appropriate.

Have staff dressed in clothing with the Signature Advantage logo.
Display promotional items with the Signature Advantage logo.

Allow Signature Advantage to have a room/space in provider offices separate from where patients receive
health care services, to provide Medicare beneficiaries with access to a Signature Advantage sales
representative.

Quote specific health plan benefits or cost share in patient discussions.

Urge or steer towards any specific plan or limited set of plans.

Collect enrollment applications in provider offices or at other functions.

Offer inducements to persuade beneficiaries to enroll in a particular plan or organization.

Health Screen potential enrollees when distributing information to patients, health screening is
prohibited.

Expect compensation directly or indirectly from the plan for beneficiary enroliment activity.

Call members who are disenrolling from the health plan to encourage re-enroliment in a health plan.
Mail notifications of health plan sales meetings to patients.

Call patients to invite patients to sales and marketing activity of a health plan.

Advertise using Signature Advantage’s name without Signature Advantage’s prior consent and potentially
CMS approval depending upon the content of the advertisement.

Signature Advantage PCP have a limited right to request a member be assigned to a new PCP. A provider may
request to have a member moved to the care of another provider due to the following behaviors:

Fraudulent use of services or benefits.
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. The member is disruptive, unruly, threatening, or uncooperative to the extent that his/her membership
seriously impairs Signature Advantage’s or the provider’s ability to provide services to

the member or to obtain new members and the aforementioned behavior is not caused by a physical or
behavioral health condition.

. Threats of physical harm to a provider and/or his/her office staff.
. Non-payment of required copayment or coinsurance for services rendered.
. Receipt of prescription medications or health services in a quantity or manner which is not medically

beneficial or not medically necessary.

. Repeated refusal to comply with office procedures essential to the functioning of the provider’s practice
or to accessing benefits under the managed care plan.

. The member is steadfastly refusing to comply with managed care restrictions (e.g., repeatedly using the
emergency room in combination with refusing to allow the managed care organization to coordinate
treatment of the underlying medical condition).

The provider should make reasonable efforts to address the member’s behavior which has an adverse impact on
the patient/provider relationship, through education and counseling, and if medically indicated, referral to
appropriate specialists.

If the member’s behavior cannot be remedied through reasonable efforts, and the PCP feels the relationship has
been irreparably harmed, the PCP should complete the Member Transfer Request form and submit it to
Signature Advantage. Signature Advantage will research the concern and decide if the situation warrants
requesting a new PCP assignment. If so, Signature Advantage will document all actions taken by the provider
and Signature Advantage to cure the situation. This may include member education and counseling. A Signature
Advantage PCP cannot request a disenrollment based on an adverse change in a member’s health status or
utilization of services medically necessary for treatment of a member’s condition.

A member also may request a change in PCP for any reason. The PCP change that is requested by the member
will be effective the first (1st) of the month following the receipt of the request, unless circumstances require an
immediate change.

Providers must be contracted with and credentialed by Signature Advantage or the entity under contract to
perform credentialing services. Signature Advantage’s Credentialing Program is compliant with all guidelines from
the National Committee for Quality Assurance (NCQA), CMS and State regulations as applicable.

Signature Advantage takes ultimate responsibility for all services provided by contracted entities, terms of the
contract, and fulfillment of all terms and conditions of its contract. Signature Advantage may agree to delegate
credentialing to a provider organization so long as a) a Delegation Agreement is signed by both parties, and b) a
delegation audit is conducted and found to be satisfactory.
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Participating providers must provide written notice to Signature Advantage no less than 10 days in advance of any
changes to their practice or, if advance notice is not possible, as soon as possible thereafter.

The following is a list of changes that must be reported to Signature Advantage by contacting your Network
Services Representative:

. Practice address

. Billing address

. Fax or telephone number

. Hospital affiliations

° Practice name

. Provider joining or leaving the practice (including retirement or death)
. Provider taking a leave of absence

° Practice mergers and/or acquisitions

. Adding or closing a practice location

. Tax Identification Number (please include W-9 form)

. NPl number changes and additions

. Changes in practice office hours, practice limitations, or gender limitations

By providing this information in a timely manner, you will ensure that your practice is listed correctly in the
Provider Directory and claims process promptly. Please note, failure to provide up to date and correct
information regarding your practice and the providers that participate may result in the denial of claims for you
and your providers.

When a Participating Primary Care Provider elects to stop accepting new patients, the provider’s patient panel is
considered closed. If a Participating Primary Care Provider closes his or her patient panel, the decision to stop
accepting new patients must apply to all patients regardless of insurance coverage. Providers may not
discriminate against Signature Advantage members by closing their patient panels for Signature Advantage
members only, nor may they discriminate among Signature Advantage members by closing their panel to certain
product lines. Providers who decide that they will no longer accept any new patients must notify Signature
Advantage’s Network Operations Department, in writing, at least 60 days before the date on which the patient
panel will be closed.

Signature Advantage has established written standards to ensure timeliness of access to care that meet or
exceed the standards established by CMS, to ensure that all standards are communicated to providers, to
continuously monitor compliance with the standards, and to take corrective action as needed. Additionally,
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Signature Advantage requires that all providers offer standard hours of operation that (1) do not discriminate
against Medicare enrollees and (2) are convenient for Signature Advantage members, the facilities where
members reside, and facility staff who aid in member care (i.e. primary care providers are expected to NOT
provide routine visits at times that coincide with regular facility mealtimes, that may interfere with expected
member sleep patterns by occurring before 8 am or after 8 pm, or that occur during nursing staff shift changes).

Signature Advantage members have access to care 24 hours a day, 7 days a week as medically necessary.
Signature Advantage has the additional policies in place to make sure members have timely access to routine,
preventive, and urgent care services.

e Primary care providers are required to provide:

. Routine, preventive care and monitoring visits for their assigned members on-site at the member’s
nursing facility residence every 60 days for all members and more frequently (every 30 days) for
members identified as moderate or high risk.

° Routine visits for non-urgent new onset symptoms or conditions or condition exacerbations within
1 week (7 days) on-site at member’s nursing facility residence.

. Immediate urgent and emergent care on-site at member’s nursing facility residence or in the
provider’s office or telephonically in coordination with the Nurse Practitioner.

. 24 hours a day, 7 days a week telephonic access for medically necessary member care, with
approved and contracted provider coverage during time off (call coverage), with emergency care
calls, both weekdays or after-hours, responded to immediately; urgent care calls, weekdays and
after-hours, responded to within 30 minutes; and routine care calls returned by the end of the
day.

. Specialists are required to be available for a consult or new patient appointment within 21 days of
initial request and to be immediately available to primary care providers for an urgent or
emergent consult regarding a member.

° Telephone Access (applicable to all contracted providers regarding calls from members, members’
caregivers, Signature Advantage Nurse Practitioners, Signature Advantage Medical Director and
Utilization Management staff, and nursing home facility staff):

) Emergency care calls, both weekdays and after-hours calls, will be dealt with immediately.

. Urgent care calls, both weekdays and after-hours calls, will be returned within 30 minutes.

° Routine care calls, both weekdays and after-hours calls, will be returned by the end of the day or
the following morning.

° All calls are answered promptly by the provider, provider staff and/or a reliable paging service or
answering service.

Using valid methodology, Signature Advantage will collect and perform regular analyses of provider data to
measure performance against the Plan’s written standards. In addition to regularly scheduled performance
measurement, Signature Advantage will regularly review utilization reports to track utilization trends and
identify significant changes in utilization that may indicate an accessibility issue. Complaints related to access
of care (provider or after hours) are collected through the Signature Advantage the Member Services
Department line or through submissions to the Quality Improvement Committee. Access complaints are
analyzed quarterly and reported through the Quality Improvement Committee with immediate action taken to
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rectify situations where access may cause harm to a member.

Practitioners or sites identified for access improvement opportunities are contacted in a timely manner
regarding survey or measurement results, and follow-up inquiries and measurements may be scheduled. All
contracted providers are informed of this policy in the Provider Manual. The policy is also included on the
Signature Advantage website.

Performance consistently falling outside of written standards, with failure to make progress in corrective
actions, may result in the recommendation to close primary care panels; contracting with additional
practitioners or providers if needed; and adverse credentialing or contracting decisions in cases of persistent
failure to make progress towards meeting standards.

PROVIDER RIGHTS AND RESPONSIBILITIES

Signature Advantage encourages your feedback and suggestions on how service may be improved within the
organization.

Contracted providers may dispute claims submissions you feel have not been paid according to medical policy or
in keeping with the level of care rendered. You may request to discuss any referral request with the Plan
Medical Director at various times in the review process before a decision is rendered or after a decision is
rendered. The timeframe for a provider dispute submission must be within 60 days from the processing of the
claims and/or issue. A resolution will be provided within 60 days of receipt of the request.

Dispute Request Address:
SIGNATURE ADVANTAGE CLAIMS
P.0. BOX 93720
LUBBOCK, TX 79493
Dispute Request Fax Number:

Attention: Appeals Dept

(800) 880-3263
Inquire on the Status of Your Dispute:

(844) 214-8633

Specialists are required to coordinate the referral process (i.e. obtain authorizations) for the further care they
recommend. This responsibility does not revert back to the Primary Care Provider while the care of the member
is under the direction of the Specialist. In the event a provider is temporarily unavailable or unable to provide
patient care or referral services to a Signature Advantage member, he/she must arrange for another provider to
provide such services on his/her behalf. This coverage cannot be provided by an Emergency Room.

> Each provider has agreed to treat Signature Advantage members the same as all other patients in
his/her practice, regardless of the amount of reimbursement.

> Each provider has agreed to provide continuing care to participating members.

> Each provider has agreed to utilize Signature Advantage’s participating providers/facilities when

services are available and can meet the patient’s needs. Approval prior to referring outside of the
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contracted network of providers may be required.

> Each provider has agreed to participate in Signature Advantage’s peer review activities as they
relate to the Quality Management/Utilization Review program and engage in the plan’s grievance
processes.

A provider may not balance bill a member for providing services that are covered by Signature Advantage. This
excludes the collection of standard co-pays. A provider may bill a member for a procedure that is not a covered
benefit, if the provider has followed the appropriate procedures outlined in the Claims section of this manual.

Credentialing is a key part of our network process. The credentialing process helps ensure our members have
access to quality care. The Credentialing process is required to meet state and federal guidelines. Our preferred
method of application data is the Council for Affordable Quality Healthcare (CAQH). Please ensure that your
information is current and accurate, and all attestations are complete with CAQH. During the credentialing
process our staff will perform verification accessing your CAQH application or contact you directly for
completion if you do not use CAQH. We will also query the National Provider Data Bank.

The credentialing process generally takes up to ninety (90) days to complete but can in some instances take
longer. Once credentialing has been completed and the applicant has been approved, the Practitioner will be
notified in writing of their participation effective date. To maintain participating status, all practitioners are
required to recredential at least every three (3) years. Information obtained during the initial credentialing
process will be updated and re-verified as required. Practitioners will be notified of the need to submit
recredentialing information in advance of their three-year anniversary date. Three (3) separate attempts will be
made to obtain the required information via mail, fax, email, or telephonic request. Practitioners who fail to
return recredentialing information prior to their recredentialing due date will be notified in writing of their
termination from the network.

1. Submit a completed State Mandated Credentialing application, CAQH Universal Credentialing
Application form or CAQH ID, or the Plan’s application with a current signed and dated Attestation
and Consent and Release form that is less than 90 days old.

2. If any of the Professional Disclosure questions are answered yes on the application, supply
sufficient additional information and explanations.

3. Provide appropriate clinical detail for all malpractice cases that are pending or resulted in a
settlement or other financial payment.

4, Submit copies of the following:

o All current and active State Medical Licenses, DEA certificate(s) and state-controlled substance
certificate as applicable.

o Evidence of current malpractice insurance that includes the effective and expiration dates of
the policy and term limits.

o Five years of work history documented in a month/year format either on the application or on
a current curriculum vitae. Explanations are required for any gaps exceeding six (6) months.

o If a provider, current and complete hospital affiliation information on the application. If no
hospital privileges and the specialty warrants hospital privileges, a letter detailing the alternate
coverage arrangement(s), or the name of the alternate admitting provider should be provided.
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Office site surveys and medical record keeping practice reviews may be required when it is deemed necessary as
a result of a patient complaint, quality of care issue and/or as otherwise mandated by state regulations.
Practitioner offices will be evaluated in the following categories:

1. Physical Appearance and Accessibility

2. Patient Safety and Risk Management

3. Medical Record Management and Security of Information
4, Appointment Availability

Providers who fail to pass the area of the site visit specific to the complaint or who score less than 90% on the
site evaluation overall will be required to submit a corrective action plan and make corrections to meet the
minimum compliance score. A follow up site evaluation will be done within sixty (60) days of the initial site visit,
if necessary, to ensure that the corrective action has been implemented.

o Review information obtained from any outside source to evaluate their credentialing application
with the exception of references, recommendations, or other peer-review protected information.
The provider may submit a written request to review his/her file information at least thirty days in
advance at which time the Plan will establish a time for the provider to view the information at the
Plan’s offices.

o Right to correct erroneous information when information obtained during the credentialing process
varies substantially from that submitted by the practitioner. In instances where there is a
substantial discrepancy in the information, Credentialing will notify the provider in writing of the
discrepancy within thirty (30) days of receipt of the information. The provider must submit a
written response and any supporting documentation to the Credentialing Department to either
correct or dispute the alleged variation in their application information within thirty (30) days of
notification.

o Right to be informed of the status of their application upon request. A provider may request the
status of the application either telephonically or in writing. The Plan will respond within two
business days and may provide information on any of the following: application receipt date, any
outstanding information or verifications needed to complete the credentialing process, anticipated
committee review date, and approval status.

When assessing organizational providers, Signature Advantage utilizes the CAQH & CMS Criteria such as:

o Must be in good standing with all state and federal regulatory bodies.

o Has been reviewed and approved by an accrediting body.

o If not accredited, can provide appropriate evidence of successfully passing a recent state or
Medicare site review, or meets other Plan criteria.

o Maintains current professional and general liability insurance as applicable.

o Has not been excluded, suspended, and/ or disqualified from participating in any Medicare,

Medicaid, or any other government health related program.
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A completed Ancillary/Facility Credentialing Application with a signed and dated attestation.

If responded “Yes” to any disclosure question in the application, an appropriate explanation with
sufficient details/information is required. Copies of all applicable state and federal licenses (i.e.
facility license, DEA, Pharmacy license, etc.).

3. Proof of current professional and general liability insurance as applicable.
4, Proof of Medicare participation.
5. If accredited, proof of current accreditation. Note: Current accreditation status is required for DME,

Prosthetic/Orthotics, and non-hospital based high-tech radiology providers who perform MRIs, CTs
and/or Nuclear/PET studies.

6. If not accredited, a copy of any state or CMS site survey that has occurred within the last three
years including evidence that the organization successfully remediated any deficiencies identified
during the survey.

As part of the initial assessment, an on-site review will be required on all hospitals, skilled nursing facilities, free-
standing surgical centers, home health agencies and inpatient, residential or ambulatory mental health or
substance abuse centers that do not hold acceptable accreditation status or cannot provide evidence of
successful completion of a recent state or CMS site survey. Any organizational provider may also be subject to a
site survey as warranted subsequent to the receipt of a complaint.

Organizational providers who are required to undergo a site visit must score a minimum of 85% on the site
survey tool. Providers who fall below acceptable limits will be required to submit a written Corrective Action
Plan (CAP) within thirty (30) days and may be re-audited, at a minimum within sixty (60) days, to verify specific
corrective action items as needed. Providers who fail to provide an appropriate CAP or who are unable to meet
minimum standards, even after re-auditing, will not be eligible for participation.

All initial applicants and recredentialed providers are subject to a peer review process prior to approval or
reapproval as a participating provider. Providers who meet all of the acceptance criteria may be approved by the
Plan Medical Director. Providers who do not meet established thresholds are presented to the Credentialing
Committee for consideration. The Credentialing Committee is comprised of contracted primary care and
specialty providers and has the authority to approve or deny an appointment status to a provider. All
information considered in the credentialing and recredentialing process must be obtained and verified within
one hundred eighty (180) days prior to presentation to the Medical Director or the Credentialing Committee. All
providers must be credentialed and approved before being assigned a participating effective date.

Signature Advantage’s Credentialing Program is compliant with all guidelines from NCQA, CMS and State
regulations as applicable. Through the universal application of specific assessment