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Today’s Agenda

 Members
 Member Benefits
 Participating with BCBSNM
 Provider Credentialing
 Quality Improvement
 Cultural Linguistics
 Long-Term Care Services and 
Support

 Prior Authorizations
 Behavioral Health
 Behavioral Health Prior 
Authorizations
 Telemedicine
 Care Coordination
 Claims
 Appeals and Grievances
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Members



Member Registration

1. An eligible individual contacts their local State of New Mexico 
Income Support Division (ISD) office.

2. Individuals may select from one of four Managed Care Organizations 
(MCOs) or be assigned to one.

3. Members have the opportunity to change MCOs within 90 days 
following enrollment.

4. If a member changes MCOs, they will remain with the new MCO until 
the next open enrollment period unless the member is disenrolled by 
the New Mexico Human Services Department (HSD).
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Member Services Contact Info

• Members may call, write, or visit our webpage for questions regarding 
Centennial Care. Our phone number is listed on the back of Member ID 
cards.

• Phone: 1-866-689-1523
Members with hearing or speech loss can call the TTY/TDD line at 711

• Website: https://www.bcbsnm.com/community-centennial/index.html

• Writing to Member Services:
Blue Cross Community Centennial
P.O. Box 27838
Albuquerque, NM 87125-7838
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Office Visits

At each office visit, your office staff should:

• Ask for the member’s ID card

• Copy both sides of the ID card and keep 
the copy with the patient’s file

• Determine if the member is covered by 
another health plan and record information 
for coordination of benefits purposes, 
including Medicare coverage

• If the member is covered by another health 
plan, the provider must first submit the 
claim to the other carrier(s).  After the 
other carrier(s) pay, submit the claim to 
BCBSNM. 

Guidelines to Remember

A BCBSNM ID card is not a 
guarantee of eligibility.

Eligibility should be checked prior to 
appointment.

Refer to the member’s ID card for 
the appropriate telephone number to 
verify eligibility and applicable 
copayments specific to the 
member’s coverage.

BCBSNM does not impose any 
copayments on Native Americans.  

Services provided to Native 
Americans within Indian Health 
Service, tribal health providers, and 
urban Indian providers (I/T/Us) are 
not subject to BCBSNM's prior 
authorization requirements.
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Blue Cross Community Centennial ID Card

The front of the card contains:
• Member name
• ID number
• Benefit information

The back of the card contains:
• Important phone numbers to 

coordinate services
• Prior authorization request 

instructions
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Primary Care Provider (PCP) Assignment

• Members may select a participating PCP within 15 days of 
enrollment.

• If a PCP has not been selected within 15 days, members will be auto-
assigned to a PCP:

– Members will be auto-assigned to a particular PCP if no timely selection is made and 
that PCP is of record for one or more of the member's family members.

– Auto-assignment is based on age, gender, and zip code.

• Members can change PCPs at any time for any reason.
• Dually Eligible Medicare and Medicaid Members:

– Members dually enrolled with BCBSNM must select a Blue Cross Medicare 
participating PCP.

– Members not dually enrolled with BCBSNM can continue to see any Medicare-
participating PCP and present both ID cards.

– For dually eligible Medicare and Medicaid members, BCBSNM will be responsible for 
coordinating the primary, acute, behavioral health and long-term care services with 
the member’s Medicare PCP.
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Member Rights

Members have been informed that they have the following rights, 
including, but not limited to:

• Health care when medically necessary as determined by a medical 
professional or BCBSNM; 24 hours per day, 7 days per week for 
urgent or emergency care services, and for other health care services 
as defined in the member handbook

• Receive health care that is free from discrimination

• Be treated with respect and recognition of your dignity and right to 
privacy

• Choose a PCP or provider from the BCBSNM network and be able to 
refuse care from certain providers (a preauthorization may be 
necessary to see some providers)
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Member Rights
• Receive a copy of, as well as make recommendations about 

BCBSNM’s member rights and responsibilities policy

• Be provided with information about BCBSNM’s member rights And 
responsibilities, policies and procedures regarding products, services, 
providers, appeals procedures, and other information about the 
company and get information about how to access covered services 
and the providers in our network

• Receive a paper copy of the official Privacy notice from the Human 
Services Department upon request. Receive information in 
compliance with the Americans with Disabilities Act (ADA)
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Member Rights

• Be given the name and professional background of anyone involved in 
your treatment And the name of the person primarily responsible for 
your care

• Choose a surrogate decision-maker to be involved and assist with care 
decisions as appropriate. This can be done by you or your legal 
guardian

• Have an interpreter present when you do not speak or understand the 
language that is being spoken
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Member Rights

• Participate with your provider in all decisions about your health care, 
including gaining an understanding of your physical and/or behavioral 
condition, being involved in your treatment plan, deciding on 
acceptable treatments, and knowing your right to refuse health care 
treatment or medication after possible consequences have been 
explained in a language you understand. Family members, legal 
guardians, representatives or decision-makers also have this right, as 
appropriate

• Talk with your provider about treatment options, risks, alternatives, and 
possible results for your health conditions, regardless of cost or benefit 
coverage and have this information documented in your medical 
record. If you cannot understand the information, the explanation will 
be provided to your family, guardian, representative, or surrogate 
decision-maker
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• Give informed consent for physical and/or behavioral health medical 
services

• Decide on advance directives for your physical and/or behavioral 
health care. These decisions can be made by you or your legal 
guardian as allowed by law

• Access your medical records in accordance with the applicable 
federal and state laws, which means that you have the right to receive 
communications about your private records, request a change or 
addition if you feel they are incomplete or wrong, and request 
restricted disclosure of your medical records, and the right to be 
notified if accidental disclosure occurs. If the member has a legal 
guardian, the legal guardian has the right to access the member’s 
medical records
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Member Rights

• Request a second opinion from another BCBSNM provider. This can 
be done by you or your legal guardian

• File a grievance or appeal about BCBSNM or the care that you 
received and receive an answer within a reasonable time. Complaints 
can be filed with BCBSNM and/or New Mexico Human Services 
Department without fear of retaliation. You can also request a Fair 
Hearing with HSD

• Receive prompt notification of termination or changes in benefits, 
services, or provider network
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Member Rights

• Be free from harassment from BCBSNM or its network providers in 
regard to contractual disputes between BCBSNM and providers

• Select a health plan and exercise switch enrollment rights without 
threats or harassment

• Be free from any form of restraint or seclusion used as a means of 
coercion, discipline, convenience, or retaliation, as specified in federal 
or New Mexico regulations on the use of restraints and seclusion

• Exercise rights without concern that care will be negatively affected

• Receive information on available treatment options and alternatives in 
an understandable manner

15



Member Responsibilities
Members and member representatives have the following 
responsibilities:

• Give complete health information to help the provider give the 
member the care needed

• Follow the treatment plan and instructions for medications, diet, and 
exercise as agreed upon by the member and provider

• Do their best to understand their physical, long-term care, and/or 
behavioral health conditions and take part in developing treatment 
goals agreed upon by the member and provider

• Make appointments ahead of time for provider visits

• Keep their appointment, or call the provider to reschedule or cancel at 
least 24 hours before the appointment

• Tell providers if they do not understand explanations about their 
health care
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Member Responsibilities

• Treat the provider and other health care employees with respect and 
courtesy

• Show their ID card to each provider before getting medical services 
(or they may be billed for the service)

• Know the name of their PCP and have their PCP provide or arrange 
their care

• Call their PCP or the 24/7 Nurseline before going to an emergency 
room, except in situations that they believe are life threatening, or that 
could permanently damage their health, or if they are having thoughts 
of harm to themselves or others
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Member Responsibilities

• Provide information to NM HSD and BCBSNM of:
• Current mailing address
• Current phone number, including any land line and cell phone, if available
• Current emergency contact information
• Current email address, if available

• Tell the New Mexico Human Services Department and BCBSNM 
about changes to their phone number or address

• Tell BCBSNM if they have other health insurance, including Medicare

• Give a copy of their living will and advance directives regarding their 
physical and/or behavioral health to their PCP to include in their 
medical records

• Read and follow the member handbook
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Member Satisfaction

BCBSNM periodically surveys members to measure overall 
customer satisfaction as well as satisfaction with the care received 
from participating providers. 

BCBSNM will also work collaboratively with HSD and the 
Behavioral Health Collaborative to identify items to include in 
surveys from the Mental Health Statistics Improvement Program 
(MHSIP) survey and any additional population-specific items.

Survey information is reviewed by BCBSNM and results are 
shared with the participating providers.
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Working Disabled Individuals and 
Children’s Health Insurance Program Eligibility

• If the member is eligible for Medicaid 
through the Working Disabled 
Individuals (WDI) program or the 
Children’s Health Insurance Program 
(CHIP), they must pay a copayment to 
receive certain services.

• Copayments will be listed on the 
members ID card. 
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WDI and CHIP Copayments
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Copayments listed are for illustrative purposes only.
Refer to the member's ID card for accurate copayment amounts.
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Early and Periodic Screening, 
Diagnostic and Treatment 
(EPSDT) Benefit Requirements



Early and Periodic Screening, 
Diagnostic and Treatment

What is EPSDT?
• Provides comprehensive and preventive 

health care services for children under age 
21

• Helps children and adolescents receive 
appropriate preventive, dental, mental 
health, developmental, and specialty 
services

Early
Assessing and identifying problems 
early

Periodic
Checking children's health at 
periodic, age-appropriate intervals

Screening
Providing physical, mental, 
developmental, dental, hearing, 
vision, and other screening tests to 
detect potential problems

Diagnostic
Performing diagnostic tests to follow 
up when a risk is identified

Treatment
Control, correct or reduce health 
problems found
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Alternative Benefit Plan 
(ABP)



Alternative Benefit Plan

ABP Covers:
• Doctor Visits

• Preventive Care

• Hospital Care

• Emergency Department

• Urgent Care

• Specialist Visits

• Behavioral Health Care

• Substance Abuse 
Treatment

• Prescriptions

• Certain Dental Services

• More…

Most adults who qualify for the Medicaid 
category known as the “Other Adult Group” 
receive services under the ABP.
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Alternative Benefit Plan

Individuals may choose to receive services under the ABP or 
Standard Medicaid if they have any of the following:
• Serious or complex medical condition

• Terminal illness

• Chronic substance use disorder

• Serious mental illness 

• Disability that significantly impairs their ability to perform one or more 
ADLs

• Members will be covered by ABP unless they meet criteria and choose 
to move to the Expansion State Plan\ABP Exempt Plan
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ABP ID Card

• ABP and Expansion State 
Plan/ABP Exempt Plan 
members are identified by 
the plan type located on the 
front of their ID Card.
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Value Added Services

Pregnant Women and Infant Care
• Full Medicaid benefits for pregnant women 

under Categories of Eligibility 301 and 035 
(including dental, vision, prescription drugs, and 
behavioral health)

• Infant car seat*

• Portable infant crib*

• Diaper Bag**

• Infant Mental Health Program

*Must join the Special Beginnings® Program to redeem

**Must join the Special Beginnings Program & complete their postpartum follow up 
appointment with the OB provider between 21-56 days after delivery
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Value-Added Services

• Offered by BCBSNM in addition to the 
standard benefit package offered by all 
MCOs

• Provides supplemental support to Blue 
Cross Community Centennial members* to 
help meet their: 
o Behavioral health needs 
o Physical health needs 
o Community social services needs
o Long-term care needs

*Value-added services differ between ABP members and members on the standard 
Medicaid plan.

Help us Promote Value-
Added Services
Refer members to: 

• Our website 

bcbsnm.com/medicaid

• Member newsletter

• Mailings

• Other communications
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**An authorization must be obtained prior to rendering services. HCPCS T1027 with no modifier must be billed on HCFA-1500. 
Provider must provide all appropriate/required certificates in order to provide these services. 

**
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Integrated Care for 
Physical Health



Integrated Care Approach

Under Blue Cross Community Centennial, BCBSNM will provide a 
seamless program for Medicaid-eligible individuals to meet their 
health care needs across the full array of Medicaid services:

• Acute and long-term care
• Behavioral health care
• Home- and community-based services*

*Members must meet Nursing Facility Level of Care (NFLOC) criteria to be eligible for home- and community-based services.

A fundamental focus of the integrated care model will be to identify 
members at highest risk of poor health outcomes by:

• Using a person-centered approach
• Developing personalized plans
• Ensuring that necessary services are provided
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Participating with BCBSNM

All New Mexico providers applying for participation with BCBSNM are 
required to:

1. Register with the State of New Mexico’s fiscal agent, Conduent.

2. Complete and submit the following:

• Participating Provider Interest Form (PPIF)

• Disclosure of Ownership and Control Interest Form (CAQH 
Application
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State of New Mexico Registration

• Ensures that billing and rendering providers can be identified on claims 
and encounter reports

• Must register as a Managed Care-only provider, or as a Fee for Service 
and Managed Care provider

• If a provider fails to enroll, the MCO will suspend or deny claims

NM Medicaid registration can be completed on-line or by 
downloading the form and faxing it in.

Contact information listed below:

NM Medicaid Portal: https://nmmedicaid.portal.conduent.com/static/index.htm.

Email: NMProviderSUPPORT@Conduent.com

Phone: (505) 246-0710 or (800) 299-7304

Fax: (505) 246-9085
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Participating Provider Interest Form

• Participating Provider Interest Forms can be found on our provider 
website at bcbsnm.com/provider.

38



Disclosure of Ownership and 
Control Interest Form
• Completion and submission is a condition 

of participation as a credentialed or 
enrolled provider

• Form needs to be completed by the 
disclosing solo practitioners or the 
disclosing contracting entity

Submit the Disclosure of 
Ownership and Control 

Interest Form

• With your MCO Application
Participating Provider Interest 
Form

• At initial and renewal of a 
contract or agreement

• Any time there is a revision to 
the information

• Within 35 calendar days of a 
request for the disclosure

• Within 35 calendar days of a 
change in ownership
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Critical Care Incident Reporting

Under Centennial Care, the State of New Mexico Human Services Department (HSD) requires that 
all Centennial Care contracted providers, practitioners, caregivers and subcontractors report, 
respond and cooperate by submitting Critical Incidents for the following populations:

• Centennial Care Members receiving Behavioral Health Services

• Centennial Care Members receiving Long-Term Care Services

• Centennial Care Members receiving certain Medicaid-funded Home and Community Based Service 
programs

DEFINITION: A Critical Incident is an occurrence that represents actual or potential serious harm to the 
well-being of a Member or others.

Contact information For HSD:
– For questions you can email HSD-QB-CIR@state.nm.us
– Website http://www.hsd.state.nm.us/providers/critical-incident-reporting.aspx
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Provider Credentialing



CAQH Application

• Every three years, BCBSNM requires:
• Compliance with all state and federal licensing 

and regulatory requirements
• An active license that has not been revoked, 

terminated, probated, or suspended
• Failure to maintain credentialing status may 

result in provider’s termination from all 
networks

Site Visits

• All primary care 
physicians, OB/GYNs 
and High Volume BH 
practitioners will require a 
site visit

• BCBSNM Network 
Services contacts the 
provider to schedule and 
conduct site visits 
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Provider Credentialing

• The process of re-credentialing is similar to the initial credentialing 
process. The provider can continue servicing members until otherwise 
notified. (remove periods)

• CAQH will send providers a notification every 120 days to confirm 
information is accurate and completed on their website.

CAQH Website:
https://www.caqh.org/solutions/caqh-proview-providers-and-practice-managers
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Quality Improvement
National Committee for Quality Assurance (NCQA) 
Accreditation
• The State of New Mexico mandates that all MCOs acquire 

and maintain NCQA accreditation

• Accreditation is completed every three years

Healthcare Effectiveness Data and Information Set 
(HEDIS)
• Annual evaluation of overall performance measures 

related to preventive and chronic health care data

Consumer Assessment of Healthcare Providers and 
Systems (CAHPS)
• Annual evaluation of overall member satisfaction with 

BCBSNM and contracted practitioners

Standards are established 
by:

• NCQA

• The Centers for 
Medicare & Medicaid 
Services (CMS)

• State of New Mexico 
Health Services 
Department
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Medicaid Performance Measures / HEDIS Measures 
Assessed Annually
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• Well-child visits (6 within 1st 15 months of life);

• Children & adolescents’ access to primary care providers; 

• Adult BMI assessment;

• Weight assessment (includes weight, height, & BMI percentile) and 
counseling for nutrition and physical activity; ages 3-17 years

• Comprehensive Diabetes Care: 
o HbA1c
o HbA1c Poor Control
o Retinal Eye Exam 
o Nephropathy Screening



Medicaid Performance Measures / HEDIS Measures 
Assessed Annually
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For more information: review the Quality Provider Toolkit included on your USB 
flash drive. 

Prenatal Care
• Prenatal visit in the first trimester or within 42 days of MCO enrollment .  Postpartum 

visit with the OB provider between 21-56 days after delivery
Behavioral Health 

• Antidepressant Medication Management
 Continuous treatment with an antidepressant after a new episode of major depression; 

durations measured:
Acute Phase:  84 Days - Continuation Phase:  180 Days

• Initiation and Engagement of Alcohol and Other Drug Dependence Treatment 
for adolescents and adults
 Initiation measurement includes members who initiate treatment through an inpatient Alcohol 

or Drug (AOD)  admission, outpatient visit, intensive outpatient encounter or partial 
hospitalization, telehealth or medication assisted treatment (MAT) within 14 days of 
diagnosis;

• Engagement measurement includes members who initiated treatment and had 2 or more 
additional AOD services or MAT within 34 days of initiation

• Use of two or more Concurrent Antipsychotics in Children and Adolescents, 
• Ages 1 to 17 years



Example HEDIS Measures for all Lines of 
Business
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• Comprehensive Diabetes Care (Age 18 - 75 years)
Document date and result of the following yearly tests:

• HbA1c
• Blood pressure 
• Diabetic retinal disease screening/monitoring
• Nephropathy screening/monitoring 

• Adult BMI Assessment (Age 18 - 74 years) 
Document the following– Assessed during the measurement year or prior year:

• 20 years & older – Weight and BMI value
• Younger than 20 years – Weight, Height, BMI Percentile

o BMI Percentile may be plotted on a BMI-for-age growth chart



CAHPS Composite Measures
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Annual member survey to evaluate providers and health plan

• Getting Care Quickly

• Getting Needed Care

• Rating of Health Plan

• Customer Service

• Rating of Health Care

• How Well Doctors Communicate

• Rating of Personal Doctor
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Fraud, Waste, and Abuse



Fraud, Waste, and Abuse

Definitions of Fraud, Waste, and Abuse:   
• Fraud means an intentional deception or misrepresentation by a 

person or an entity, with the knowledge that the deception could result 
in some unauthorized benefit to himself or some other person. It 
includes any act that constitutes Fraud under applicable federal or 
State law.

• Waste means the overutilization of services or other practices that 
result in unnecessary costs.

• Abuse means provider practices that are inconsistent with sound 
fiscal, business, medical or service-related practices and result in an 
unnecessary cost to the Medicaid program, or in reimbursement for 
services that are not Medically Necessary Services or that fail to meet 
professionally recognized standards for health care. Abuse also 
includes Member practices that result in unnecessary cost to the 
Medicaid program pursuant to 42 C.F.R. § 455.2.
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Fraud, Waste, and Abuse

Reporting Fraud, Waste, and Abuse:

• Suspected fraud, waste, and abuse matters are referred to SID by 
other departments, members, health care providers, vendors, 
subcontractors and other external entities

• SID maintains a toll-free Fraud Hotline (1-800-543-0867) which is 
staffed and operational 24 hours a day, seven days a week. 
Suspected fraud can also be reported at 
https://www.incidentform.com/BCBSFraudHotline.jsp

52



A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association 

Cultural Linguistics



What are Health Literacy Universal 
Precautions?

What are Health Literacy Universal Precautions?
• The steps that practices take when they assume that all patients may have difficulty 

comprehending health information and accessing health services.

• Health literacy universal precautions are aimed at:
– Simplifying communication with and confirming comprehension for all patients, so that the risk of 

miscommunication is minimized
– Making the office environment and health care system easier to navigate
– Supporting patients' efforts to improve their health

Why Should Practices Implement Health Literacy Universal Precautions?
According to the Experts, they recommend:

• Assuming that everyone may have difficulty understanding health information. Only 12 
percent of U.S. adults have the health literacy skills needed to manage the demands of 
our complex health care system, and even these individuals' ability to absorb and use 
health information can be compromised by stress or illness

• Creating an environment where all patients can thrive

• Like with blood safety, universal precautions should be taken to address health literacy 
because we can't know which patients are challenged by health care information and 
tasks at any given time
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Clear Communications

Cultural and Linguistic Competence: The ability of health care 
providers and health care organizations to understand and 
respond effectively to the cultural and linguistic needs brought by 
the patient to the health care encounter.2

Cultural competence requires organizations and their personnel 
to:

– Value diversity
– Assess themselves
– Manage the dynamics of difference
– Acquire and institutionalize cultural knowledge
– Adapt to diversity and the cultural contexts of individuals and communities 

served
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Resources
• Always use Teach-back! Toolkit – http://teachbacktraining.org/

• Building Health Literate Organizations: A Guidebook to Achieving 
Organizational Change – http://www.HealthLiterateOrganizations.org

• Health Literacy Universal Precautions Toolkit – AHRQ Publication No. 
10-0046-EF – http://www.ahrq.gov/professionals/quality-patient-
safety/quality-resources/tools/literacy-toolkit/index.html

• Health Literacy Video – American College of Physicians Foundation.  
http://acpfoundation.org/hl/hlvideo.htm

• Assess Your Practice Toolkit –
http://www.nchealthliteracy.org/toolkit/tool2A.doc

• Angela Gonzales, MA, BCBSNM Community Health Educator 
505-816-3022, angela_gonzales@bcbsnm.com
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Continuing Education and Resources
AHRQ offers several continuing education and curriculum tools that health care 
professionals can use to make care safer and improve their communication and teamwork 
skills. Go to: https://www.ahrq.gov/professionals/education

AHRQ Health Literacy Universal Precautions Toolkit (2nd edition) The toolkit is divided 
into manageable chunks so that its implementation can fit into the busy day of a practice. It 
contains:

21 Tools (3-5 pages each) that address improving:
– Spoken communication
– Written communication
– Self-management and empowerment
– Supportive systems

Appendices (over 25 resources such as sample forms, PowerPoint presentations, and 
worksheets).

Quick Start Guide. The Toolkit can be downloaded in pdf format. Go to: 
https://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy-
toolkit/healthlittoolkit2.html. Other health literacy resources available as well.

For more information contact: Angela Gonzales, MA, BCBSNM Community Health 
Educator 505-816-3022
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NM Centennial Care Ombudsman
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Ombudsman Contact Information

Phone: 1-888-243-1134

Website: bcbsnm.com/medicaid

Email: 
NMCentennialCareOmbudsman@bcbsnm.
com

The Ombudsman Specialist 
advocates for members’ rights by 
fairly exploring problems and utilizing 
Medicaid guidelines and BCBSNM 
resources at no cost. 

https://www.bcbsnm.com/provider/network/medicaid.html
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Preauthorization
Unless otherwise prohibited by law, preauthorizations are required for 
certain services before they are rendered. 

• Preauthorizations are based on:
• Benefits and medical necessity 
• Nationally recognized, peer-reviewed, evidence-based criteria
• New Mexico Administrative Code (NMAC) 
• Other nationally recognized medically necessary care guidelines

• Long-Term Supports and Services (LTSS) have different 
preauthorization requirements

• Native Americans are exempt from the preauthorization process 
when utilizing Indian Health Services facilities
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Preauthorization

Preauthorization requirements are listed in 
the Precertification Section of the Provider 
Resource Manual: 
http://www.bcbsnm.com/pdf/medicaid_prm.pdf

• Preauthorization criteria are reviewed 
annually by the BCBS Medical Directors

• Providers are notified of changes to prior 
authorization criteria at least 30 days in 
advance of implementing changes

Preauthorizations (with the 
exception of LTSS services) 
can be obtained by:
1. Calling the BCBSNM Medicaid 

program number at 1-877-232-
5518

2. Via fax by submitting the required 
Prior Authorization Form found on 
our provider website at: 
https://www.bcbsnm.com/pdf/form
s/preauth_request.pdf
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BCBSNM has contracted with eviCore healthcare (eviCore)* to provide 
pre-service authorization for outpatient molecular and genomic tests and 
outpatient radiation therapy.

Continue to use iExchange® for all other services that require a referral 
and/or preauthorization. Single sign-on for iExchange is also available 
through Availity.

Services performed without preauthorization may be denied for payment, 
and the rendering provider may not seek reimbursement from members. 
Check the provider reference manual and bcbsnm.com for lists of care 
categories requiring preauthorization
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Preauthorization

*eviCore is an independent company that provides specialty medical benefits management for BCBSNM.

The eviCore healthcare web portal is available 24/7.

(855) 252-1117 7:00 a.m. – 7:00 p.m. M-F
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Telemedicine
Blue Cross and Blue Shield of New Mexico (BCBSNM) supports and 
encourages the use of telemedicine capabilities in order to improve 
access to and quality of care. 
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Virtual Visits, Powered by MDLIVE
https://www.bcbsnm.com/community-centennial/getting-care/virtual-visits.html



Telemedicine
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1 The patient must be present and participative in the telemedicine visit, the system for which must include interactive audio and video delivered in real time at the originating and 
distant sites.

2 Additional reimbursement is only available to providers who typically bill on a CMS 1500 claim form.



How to Provide Telehealth Services
Follow these guidelines:

• Telehealth practitioner must be licensed in New Mexico (but can 
reside anywhere)

• Must use HIPAA compliant interactive audio and video
– There are many inexpensive options available
– Members can participate from home using computer, laptop, tablet or 

phone with audio and video capability

• Bill the service using modifier GT, GQ or 95

• Provider can bill originating site code Q3014 if member is at a 
provider’s office location when receiving telehealth services
– BCBSNM will pay Q3014 the lesser of billed charges or $79.45 per session
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Care Coordination
The Care Coordination team assists members and their families with 
complex needs.

The Care Coordination team consists of:

• Medical clinicians

• Behavioral health clinicians 

• Health coordinators

For questions regarding 
Care Coordination Services, contact 
Case Management Programs

(877) 232-5518
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Comprehensive Needs Assessment (CNA)

The CNA is a face-to-face collaborative effort performed in 
the home to identify areas of need to help develop a care 
plan to address individualized needs.
 Includes the member and  several team members such as 

providers, school representatives, homemakers, family members, 

and others people who are part of the member’s life 
 Can be performed outside of home if HSD has granted an 

exception

69



Comprehensive Needs Assessment (CNA)

When is the Comprehensive Needs Assessment performed? 

 Initially
 Annually
 Special circumstances – changes in the members health or living 

situation
 Please review the HSD Managed Care Manual for more information 

on CNA review  
http://www.hsd.state.nm.us/uploads/files/Managed%20Care%20Poli
cy%20Manual%204_17(1).pdf
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Health Risk Assessment (HRA)

HRAs are completed to assist the Care Coordinator in determining the 
member’s level of care.

A stratification of medical and social risk will be made into one of the 
following levels:

Level Risk Method

1 Low
• Wellness and education
• Telephonic outreach
• Ongoing monitoring for continued need

2

3

Moderate

High

• Comprehensive Needs Assessment
• Phone and face-to-face communication
• Coordination of needed services
• Communication with ICT

71



Native American Options

• Native American Care Coordinators are available upon request

• If a Native American member requests a Native American Care 
Coordinator and one is not available, a Community Health Worker 
(CHW) will be present for all in-person meetings with the member and 
a non-Native American Care Coordinator

• Blue Cross Community Centennial facilitates a language translation 
service called “Language Line.” The provider's staff will need to 
contact Member Services and request this service at 1-866-689-1523
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Care Coordination and Early Intervention (CCEI)

• Decrease the readmission rates and avoidable ER visits
• Proactive care coordination for high-risk surgical procedures

Longitudinal Care Coordination
• Members with chronic conditions that are not stable and/or complex 

social issues

Complex Care Coordinator
• Assists medical care coordinator with complex 

cases
• Clinicians are independently licensed and 

board-certified Case Managers

For questions regarding 
BCBSNM’s Care Coordination 
Services, call 1-877-232-5518.
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Disease Management Programs for Our Members

• Diabetes
• CAD – Coronary Artery 

Disease 
• CHF – Congestive Heart 

Failure
• Hypertension
• COPD – Chronic Obstructive 

Pulmonary Disease
• Asthma (pediatric and adult)
• Obesity 
• Depression 

• Alcohol and substance abuse 
disorders 

• Anxiety and panic disorders 
• Bipolar disorders 
• Eating disorders 
• Schizophrenia and other 

psychotic disorders 
• Attention Deficit and 

Hyperactivity Disorder 
(ADD/ADHD)
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Condition Management 

Under the Condition Management Program, members:
• Are automatically enrolled

• Can opt out of the program

• Receive mailings pertinent to their condition(s) and care gap outreach

• Have access to Emmi Solutions and Care onTargetSM programs and tools

• Can use the 24/7 Nurseline, which has hundreds of recorded wellness 
sessions

24/7 Nurseline:1-877-213-2567
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PCP Lock-In

The member may be placed on a PCP lock-in if they are 
utilizing unnecessary and duplicative services

• PCP or attending physician must approve PCP lock-in for 
the member

• PCP can request a PCP lock-in for a member who is 
seeing multiple providers for the same services

• A PCP lock-in can be done for more than one provider, if 
indicated
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Pharmacy Lock-In
• Can be requested by PCPs

• Members may be placed on a 
pharmacy lock-in if they are 
o Utilizing more than one pharmacy
o Non-compliant with prescriptions
o Drug-seeking behavior is 

identified or suspected

• The BCBSNM case manager, 
pharmacist, and Medical 
Director jointly monitor 
members and coordinate with 
PCP and pharmacy
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Claims
Timely Filing
• If there is a primary carrier, timely filing requires (1) filing with the 

primary carrier within 180 days from the date of service; and (2) filing 
with BCBSNM within 180 days from the date of the primary Explanation 
of Benefits (EOB)

• If there is not a primary carrier and no documentation furnished that the 
claim was sent to the wrong carrier within 180 days from the date of 
service, all claims submitted after 180 days from date of service will be 
denied

• Except for HSD-authorized copayments, providers may not seek 
payment from members for covered services. This prohibition applies to 
claim denials, including those for untimely filing

• Indian Health Service or I/T/U providers have up to 2 years from the 
date of the service to file claims
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Claims Submission Best Practices
Member Information
• Name, date of birth and gender 
• Member’s ID number

(as shown on the member’s ID card, 
including the 3-digit alpha prefix, YIF) 

• Individual member’s group number, 
where applicable 

Participating Provider Information
• Provider’s Tax Identification Number 
• Provider NPI number and Taxonomy

(Type 1 and Type 2 if applicable) 
• Participating Provider Name and address
• Signature of participating provider 

providing services 
• Place of service code 
• Preauthorization number, if required 

Visit Information
• Indication of

1) Job-related injury or illness or 
2) Accident-related illness or injury,

including pertinent details 
• ICD-10 diagnosis codes 
• CPT® procedure codes
• NDC codes in accordance with Medicaid 

requirements 
• Date(s) of service(s) 
• Charge for each service

Effective May 20, 2017, the Blue 
Cross Community Centennial 
electronic payer ID number for 
participating providers is MC721.
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Claims

Paper Submission 
• Must be submitted on the 

CMS-1500 or CMS-1450(UB-04) 
claim form 

• Submit forms to:
Blue Cross Community Centennial
PO Box 27838 
Albuquerque, NM 87125

Duplicate Claims
• Verify claims receipt with 

BCBSNM prior to resubmitting 
to prevent denials

Electronic Submission
• Payer ID MC721- effective 

05/20/17
• For information on electronic 

filing of claims, contact Availity at 
1-800-282-4548
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Hold Member Harmless
• Participating providers and any sub-contractors of providers agree that in no 

event, including but not limited to non-payment by BCBSNM, insolvency of 
BCBSNM, or breach of signed Agreement, shall participating providers bill, 
charge, collect a deposit from, seek remuneration or reimbursement from, or 
have any recourse against a member to whom health care services have 
been provided, or person acting on behalf of the member for health care 
services provided.

• Participating providers shall not be prohibited from collecting any outstanding 
HSD-authorized copayment, if applicable, or collection of payment for non-
covered services from the member.

• Providers must not bill members or accept payment from members for non-
covered services unless all requirements of Section 8.302.1.16 NMAC have 
been satisfied: (1) provider advised member before furnishing a non-covered 
service that it is not covered; (2) provider gave member information about 
necessity, options and charges for the non-covered services; and (3) member 
agreed in writing to receive the non-covered services with knowledge that 
s/he will be financially responsible for payment. 
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Claims
Coordination of Benefits (COB)
• Blue Cross Community Centennial is always the payer of last resort
• For members with both Medicare and Medicaid, Medicare is considered the 

member’s primary insurance

Encounter Reporting
• BCBSNM is required by the New Mexico Human Services Department (HSD), 

to report ALL services rendered to Centennial Care members

Billing Audits
• We will conduct both announced and unannounced site visits and field audits 

to contracted providers defined as high risk (providers with cycle/auto-billing 
activities, providers offering DME, home health, behavioral health, and 
transportation services) to ensure services are rendered and billed correctly
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National Drug Code (NDC)
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11-digit NDC is required:

• When billing for injections/other drug items on CMS1500 and 
UB04 claim forms, and 837 electronic transactions

• NM HSD requirement as of Sept. 2010
• When reporting injections/other drug items administered in 

outpatient offices, hospitals, and other clinical settings on 
CMS1500 and UB04 claim forms, and 837 electronic 
transactions

• Federal Deficit Reduction Act of 2005 (signed 2006)

www.hsd.state.nm.us/mad/pdf_files/Registers/Registers2010/10%2003 %20pharmacy.pdf
www.hsd.state.nm.us/mad/pdf_files/Supplements/MAD_REG_S_07-09.pdf



Recoupment Information

Should an auto recoupment occur from a future payment, the Provider 
Claim Summary (PCS) will show the following: 

• Patient name, patient account number (if available), BCBSNM group, and 
member number

• Overpaid claim number, dates of service, amount taken, and an abbreviated 
overpayment reason

• It may be necessary to offset an overpayment from multiple checks
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Recoupment Information

Please save your recoupment letters to assist you in balancing your 
payments. 

Overpayments can be returned to: 
Blue Cross and Blue Shield of New Mexico 

Attention: Collections Department 

P.O. Box 27630 

Albuquerque, NM 87125-7630
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Trends
Availity Only Electronic Claim Submission Rejections for No 
Taxonomy Codes:
• As of July 21, 2017, BCBSNM will no longer deny claims for no billing 

provider taxonomy code

• BCBSNM will be re-adjudicating claims previously denied

What to do for:
• Claims rejected between May 20, 2017, and July 21, 2017

• Resubmit claims if they have not already been corrected and resubmitted

• Claims denied between December 12, 2016, and July 21, 2017
• No action is required
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Appeals and Grievances
Provider Responsibility

If a member has a complaint or grievance about Blue Cross Community 
Centennial, a provider, or any other issue, participating providers should instruct 
the member to contact Member Services at the number listed on the back of the 
member’s ID card. 

Participating providers must also cooperate with BCBSNM and members in 
providing necessary information to resolve the appeal/grievance within the 
required time frames. Providers must provide the pertinent medical records and 
any other relevant information. In some instances, providers must provide the 
records and information in an expedited manner to allow BCBSNM to make an 
expedited decision. 

The provider cannot use a statement signed by the eligible recipient or their 
authorized representative to accept responsibility for payment of a denied claim if 
services have been rendered unless such billing is allowed by MAD rules.  
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Appeals and Grievances

Appeal
A request for BCBSNM to review 
services for a member that were 
reduced, delayed, or limited. 

This includes requests for 
pharmacy, or where BCBSNM did 
not complete an authorization on 
time. 

Grievance
An expression of dissatisfaction by 
a member or a participating 
provider about any matter or aspect 
of BCBSNM, or its Blue Cross 
Community Centennial operation.
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Appeals and Grievances

Providers can request an appeal on behalf of a member with the 
member's authorization.  

Appeals
• Need to be requested by the provider within 90 calendar days from the 

date of receiving the notice of action

• Acknowledgement will be made within 5 calendar days of receipt

• Will be resolved within 30 calendar days unless it is in the best interest 
of the member to extend the time by 14 calendar days

• HSD must approve extension requests that are requested by the plan 
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Appeals and Grievances

• To request an appeal on a member’s behalf or if a provider feels that 
they have not been paid according to their contract, they can request 
an appeal. Providers should use the form located at 
https://www.bcbsnm.com/provider/forms/index.html

• Providers may check member appeals by calling 1-800-693-0663

• All participating providers must cooperate in the Blue Cross 
Community Centennial appeals and grievances process

• For an expedited behavioral health appeal, call 1-877-232-5520
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Grievances

Members have the right to submit a grievance if they have concerns or 
problems related to their coverage or care. 

To file a grievance, call 1-800-693-0663 or write: 

Blue Cross Community Centennial Appeals and Grievances
ATTN: Grievance Coordinator 
PO Box 27838 
Albuquerque, NM 87125-7838 
Fax: 1-888-240-3004 
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Additional Information

Found on your thumb drive:
• Member’s Rights and Responsibilities

• Cultural Linguistics

• Fraud, Waste, and Abuse
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Agency-Based Community Benefits (ABCB)

Covered Services

• Adult Day Health

• Assisted Living

• Behavior Support 
Consultation

• Community Transition 
Services

• Emergency Response

• Employment Supports

• Environmental 
Modifications

• Home Health Aide

• Personal Care Services

• Private Duty Nursing for 
Adults

• Respite

• Skilled Maintenance 
Therapy Services
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Self-Directed Community Benefits (SDCB)
Covered Services

• Behavior Support 
Consultation

• Emergency Response

• Employment Supports

• Environmental 
Modifications

• Home Health aide

• Homemaker

• Nutritional Counseling

• Customized Community 
Supports

• Related Goods

• Respite

• Skilled Maintenance Therapy 
Services

• Specialized Therapies

• Transportation (non-medical)

• Private Duty Nursing
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Community Benefit Services

Benefits
• Personal Care Services

• Respite

• Customized community 
supports

• Employment supports

• Emergency response

• Nutritional counseling

• Specialized therapies

• Behavior support consultation

• Skilled maintenance therapy

• Homemaker

• Environmental modifications

• Home health aide

• Non-medical transportation

• Private duty nursing for adults
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Electronic Visit Verification (EVV)

100

EVV (Electronic Visit Verification) is a telephone and a computer based 
system that electronically verifies that service visits occur and documents 
the precise time service provision begins and ends.

PCS agencies are contractually obligated to use the EVV system. This 
obligation is also detailed in the Managed Care Policy Manual. For your 
reference, the Managed Care Policy Manual can be located at the 
following web address: http://www.hsd.state.nm.us/providers/managed-
care-policy-manual.aspx

AuthentiCare is the current system we utilize to track this information.

Log in: https://www.authenticare.com/nmcc/login.aspx
User Manual: https://www.authenticare.com/nmcc/AuthentiCareNMCCUserManual.pdf



EVV Tablets- Frequently Asked Questions
How can I order tablets? 

Provider agencies can begin ordering from the Mobility Exchange 

portal at www.mobilityexchange.us. The managed care organizations 

(MCOs) will approve orders before they are finalized with Mobility 

Exchange.  

Before submitting a new tablet order, please ensure Mobility 

Exchange is updated with current tablet utilization information. 
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EVV Tablets- Frequently Asked Questions
Do you have any policies that can help us manage our staff and the 

tablets? 

It is highly recommended that you have a tablet policy in place to set 

proper expectations with your caregivers to ensure they are fully aware of 

their responsibilities with tablet. 

How do I get my user name and password for the Mobility Exchange 

portal? 

Usernames and passwords are provided by Mobility Exchange based on 

the email address provided on the tablet request form. If caregivers have 

not received their login credentials, they may contact the help line at 888-

716-9528.
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EVV Tablets- Frequently Asked Questions
What do I do if a caregiver reports a device is lost or stolen? 

If a device is reported as lost or stolen, please send an email to 

mconm@mobilityexchange.net with the user information and device 

ID. Mobility Exchange will immediately suspend the device and ship out 

a replacement. 

What do I do if a member switches MCOs or a Caregiver changes?

If a member changes MCO’s or the Caregiver changes (SWAP), please 

update this information on the Mobility Exchange website or contact 

Mobility Exchange to update this information at 

mconm@mobilityexchange.net. 
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Authenticare Overview 
The core of AuthentiCare is a database containing information on the 

clients, services, authorizations, providers and workers. This information 

is updated each week day via entry provided by New Mexico Centennial 

Care MCO staff or Web entry by provider staff. The basic use of 

AuthentiCare requires these steps: 

 The worker goes to the home of the client to provide a service. 

 The worker uses the client’s touch-tone phone to call the toll-free 

AuthentiCare number or uses a GPS enabled mobile device (i.e. 

Tablets)
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Authenticare Overview 
• Using caller ID or GPS technology, AuthentiCare identifies the client 

and the services authorized for that client, and prompts the worker 
to enter his/her Worker ID number and to verify the service to be 
provided. 

• The system verifies the information and advises the worker that 

he/she is “checked in” as of the time the contact was initiated. 

• When the worker completes the service, the worker calls the same 
toll-free number or uses the GPS enabled mobile device to “check 
out. 

• PCS claims are required to be submitted to BCBS using 
Authenticare
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Personal Care Services Claim Issues
Personal Care Claims submitted to BCBS must be billed through 

Authenticare

• PCS agencies are contractually obligated to use the EVV system. 

This obligation is also detailed in the Managed Care Policy Manual.

• Respite is not to be billed out of Authenticare, and not part of the 

EVV process.

• If claims have been confirmed and released but have not hit BCBS 

system, please first reach out to Availity to confirm that the files were 

transferred and received. If you need assistance please contact your 

Network Rep.
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Personal Care Services Claim Issues
Over the past year, all MCOs have experienced more participation in the 
EVV program, with 100% of the provider community utilizing EVV.  There 
has been a 20% increase in number of transactions through Authenticare
when compared to last year

EVV Claim Support contact information:   

Authenticare

https://www.authenticare.com/nmcc/login.aspx 1-800-441-4667 

Availity 

https://www.availity.com 1-800-282-4548 
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Web based claims process

• As of 4/1/2018, Centennial Care Managed Care Organizations 
(MCOs) to review all manually entered web claims. 

• Ensure you are leaving detailed notes
– Was there a Resolution?
– POA-How to address issue?
– When in doubt, contact your representative

• **We are working to review web-based claims within 48 hours of 
submission 

• If a web-based claim is denied, please reach out to your 
Provider Relations Representative with supporting 
documentation
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Monthly Caregiver Stipend

Blue Cross and Blue Shield of New Mexico (BCBSNM) has set our 

monthly stipend rate at $13.00 per month. The stipend is only payable to 

caregivers who do not have access to a member’s home phone or cell 

phone; and the caregiver is using their personal smartphone to check in 

and check out for PCS services.
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CPT Modifier Stipend Amount
G9006 U1 $13.00 per month
G9006 U2 $6.50 per month
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Community Benefit PCS Authorization Request
How can an authorization be requested?
• By contacting UM Intake at 877-232-5518

• If the agency is working on a particular member with the Care coordinator,  the 
CC may facilitate

How can you check status?
• Contact UM Intake at 877-232-5518

• e-mail inquiry to PCS@bcbsnm.com

• If the agency is working on a particular member with the CC, the CC can also 
assist with the inquiry

111



Community Benefit PCS Authorization Request

What Documentation is required for UM to complete a PCS review?
• Current C.N.A.

• Supporting CC documentation, to include member’s agency and model type 
selections

• IPOC is requested.
• The member must sign the IPOC
• If an IPOC is returned to the agency as “not approved”  will only occur in 

situations where the IPOC and allocation tool do not align. The agency will 
need to address and return the IPOC to BCBSNM within 7 calendar days.

• The Agencies need to ensure they work with the member and 
Care Coordinator to address the identified gaps

• Allocation tool
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Community Benefit PCS Authorization Request

REMINDERS:
• Our authorization form (as of 11/2016) does indicate payment will not be 

rendered for dates of services not authorized

• The PCS review process starts with Care Coordination (CC) and if the agency 
is working with a CC on a particular member/request, the CC may be able to 
either assist with the question and/or know who to direct the inquiry to. 
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Community Benefit Authorizations
Prior authorization requirements are 
listed in the Precertification Section of 
the Provider Resource Manual: 
https://www.bcbsnm.com/pdf/provider_ref_manual
/prov_man_toc.pdf

• Providers are notified of changes to 
prior authorization criteria at least 30 
days in advance of implementing 
changes

Prior authorizations can be 
requested by:

1. Calling the BCBSNM 
Medicaid program number at 
1-877-232-5518

2. Requests can also be 
requested via fax by 
submitting the required Prior 
Authorization Form found on 
our provider website at: 
https://www.bcbsnm.com/pdf/
forms/preauth_request.pdf
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Community Benefit Claims
Standard Guidelines and Tips

• Timely filing is 180 days for contracted providers. This 
also includes time for submitting a corrected claim.

• Retro added membership: We will view the COE 
(Category of Eligibility) in the Medicaid Portal for the date of services 
on the claim for the correct retro effective date of membership. 

• BCBS NM has 15 days from the date received to process all Community 
Benefit Provider Claims

• Atypical providers must be registered with Availity as an 
Atypical Long Term Care Provider

• Claims can be submitted directly through Availity or through your contracted 
clearing house

• Claim status can be checked on Availity 
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Questions?
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Thank you for attending!
Such services are funded in part with the State of New Mexico. ■ The benefit 
information provided is a brief summary, not a complete description of benefits. For 
more information, contact the plan.  ■ Limitations and restrictions may apply.  ■
Benefits, formulary, and network are subject to change. Regardless of any benefit 
determination, the final decision regarding any treatment or service is between the 
patient and the health care provider.  ■ BCBSNM's programs, such as disease 
management and care coordination, do not replace care from member's health care 
providers.  Providers should always encourage members to talk to them about any 
health questions or concerns.


