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Block Vision
 manages the wellness vision benefits available to members enrolled through the New Jersey Medicaid and FamilyCare programs, as well as members in Amerivantage, AMERIGROUP’s Medicare Advantage Plan (“Amerivantage”). This Supplement outlines the wellness vision benefits and reimbursements applicable to AMERIGROUP New Jersey’s Amerivantage plans as of January 1, 2013.  This Supplement shall be deemed to amend and form a part of the Block Vision Plan Benefits/Compensation Schedule for the AMERIGROUP New Jersey Plans.  The benefits and reimbursements contained in such Plan Benefits/Compensation Schedule for AMERIGROUP members enrolled through programs other than Amerivantage remain unchanged.

Please note that, in order to participate in Block Vision’s panel for the AMERIGROUP New Jersey Amerivantage plans, a provider must be a Centers for Medicare and Medicaid Services (“CMS”) approved Medicare provider and must have a valid Medicare Identification Number or a Provider Transaction Access Number (“PTAN”).  The provider’s Medicare Identification Number or PTAN must be on file with Block Vision in order to render services to members enrolled through these plans.

AMERIGROUP Amerivantage Program  

The Amerivantage plan provides for wellness vision care benefits, as follows:

Eye Exam:  
A comprehensive eye examination is available once per calendar   year.  There is no copayment on the eye exam.  Block Vision will reimburse the provider for the eye exam in accordance with the provider’s prevailing Medicaid exam reimbursement on file with Block Vision.
Wellness 

Eyewear:
Members who participate in the Balance + Rx Plan or the Specialty + Rx Plan receive a $150 retail eyewear allowance. The retail eyewear allowance is for the purchase of one set of prescription eyewear once per calendar year.  This is a total eyewear allowance which may be applied towards the member’s choice of eyewear, including the combination of eyeglass frames/lenses/lens options or a contact lens package (to include the contact lenses and related contact lens professional services).

Block Vision will reimburse the provider 70 percent of the retail charge for eyeglasses and 80 percent of the retail charge for the contact lens package.  For example, the maximum reimbursement for the $150 retail allowance is $105 for eyeglasses and $120 for a contact lens package.

There is no member copayment.  The provider will collect from the member any difference between the usual and customary cost of the eyeglasses (or the contact lens package) selected and the retail allowance, less the courtesy discount described below.

The provider must carry at least 30 frames (15 each for men and women) which allow the member to obtain a complete set of eyeglasses at no out-of-pocket cost.
Eyewear

Following 

Cataract 

Surgery:  
Eyewear is covered after cataract surgery in accordance with CMS guidelines.  Provider is required to contact Block Vision prior to dispensing eyewear following cataract surgery to verify the member’s eligibility for coverage and reimbursement.
Eyewear

Discount:
Amerivantage plan members receive a courtesy 20 percent discount from the usual and customary fee for eyewear purchases which exceed the eyewear benefit (except for disposable contact lenses, for which no discount applies). 
Noncovered

Services:
The following services are not covered under the Amerivantage plan wellness vision benefit and will not be reimbursed:

1. Medical eye care services and diagnostic procedures

2. Any examination or corrective eyewear required by an employer as a condition of employment

3. Conditions covered by Worker’s Compensation

4. Any services or materials provided by another vision plan or payor

5. Any service furnished by a non-participating provider

6. Replacement eyewear 
7. The cost of eyewear which exceeds the member’s applicable retail allowance, as set forth above
8. Any other service or materials not specifically set forth above as a value-added wellness vision care benefit

Medicare Advantage Required Provisions
All providers are required to comply with the applicable provisions of the Medicare Advantage Plan Contract between AMERIGROUP (a Medicare Advantage Plan, referred to in this section as the “Health Plan”) and the Centers for Medicare and Medicaid Services (hereinafter referred to as "CMS") concerning Vision Care Services for AMERIGROUP Amerivantage members.  This Supplement to Plan Benefits/Compensation Schedule is incorporated under the Medicare Advantage Plan by reference in and forms a part of the Vision Care Services Agreement between Block Vision and the provider and constitutes the Medicare Advantage contract between Block Vision and provider. If there are any inconsistencies between the terms of the Medicare Advantage Plan Contract between CMS and the Health Plan, the Medicare Advantage Plan Contract shall control over provider’s agreement with Block Vision.

1.
Billing.  For the purposes of the Medicare Advantage Plan, provider understands and agrees that provider shall submit claims in accordance with all CMS requirements, including requirements for electronic transactions in standard formats without limitation.  In connection with the Medicare Advantage Plan, provider may and is encouraged to submit claims information through Electronic Data Interchange (EDI) that allows for automated processing and adjudication of claims. Provider shall submit claims on the appropriate claim form for all Vision Care Services within 180 days of the date those services are rendered. Claims received after this 180-day period may be denied for payment. Provider shall submit claims to the location described in the Provider Manual.
2.
Clean Claims.  For the purposes of the Medicare Advantage Plan, a clean claim is defined as a claim that has no defect, impropriety, lack of any required substantiating documentation - including substantiating documentation needed to meet CMS requirements for encounter data - or particular circumstance requiring special treatment that prevents timely payment and a claim that otherwise conforms to the clean claim requirements for equivalent claims under original Medicare. 
3.
Prompt Payment of Claims.  Health Plan and/or Block Vision as First Tier Entity, as applicable, will process and pay or deny claims for Covered Services within thirty (30) calendar days of receipt of such claims in accordance with the Agreement. [42 C.F.R. §422.520(b).]
4.
Copayments and Deductibles; Limitations of Billing.  In connection with the Medicare Advantage Plan, except for costs associated with non-covered services provided to a member, applicable copayments and deductibles as permitted under the Medicare Advantage Plan and set forth by Health Plan and/or Block Vision or in the schedule of benefits for the Medicare Advantage Plan are the only amounts that the provider may collect from a Medicare-eligible member in connection with Vision Care Services.

(a)
Provider shall be responsible for collecting any applicable copayments or deductibles at the time of service in accordance with the policies and procedures set forth in the Health Plan and/or Block Vision Provider Manuals.

(b)
Provider understands that, if the provider initiates any actions to collect payment from any Medicare-eligible member over and above the allowable copayments, excluding payment for services not covered under the Medicare Advantage Plan, Health Plan and/or Block Vision will initiate and maintain such necessary action to stop the provider or provider’s employee, agent, assign, trustee or successor in interest from maintaining such action against such Medicare-eligible member.
(c)  
Provider acknowledges that Medicaid cost-sharing requirements may preclude Provider’s collection of co-payments or deductibles from dual eligible Medicare and Medicaid members.  Provider shall be responsible for collecting any applicable co-payments or permitted deductibles at the time of service in accordance with the policies and procedures set forth in the Health Plan and/or Block Vision Provider Manuals.  



Members eligible for both Medicare and Medicaid will not be held liable for Medicare Part A and B cost sharing when the State of New Jersey is responsible for paying such amounts.  Health Plan will not impose cost-sharing that exceeds the amount of cost-sharing that would be permitted with respect to the member under title XIX if the member were not enrolled in such a plan.  Provider will accept Block’s and/or Health Plan’s, as applicable, payment as payment in full.  

5.
Reporting Requirements.  In accordance with 42 C.F.R. §422.504(i); provider expressly agrees:

(a)
Health and Human Services (“HHS”), the Comptroller General of HHS (the “Comptroller General”) or their designees, may audit, evaluate or inspect any books, contracts, medical records, patient care documentation and all other records of the provider, as well as its related entities, contractors, subcontractors or transferees, that pertain to any aspect of the services performed under the Agreement, reconciliation of benefit liabilities, and determination of amounts payable under the Agreement or as the Secretary of HHS (the “Secretary”) may deem necessary to enforce the Agreement.

(b)
Provider agrees to make available, for the purposes specified in 42 C.F.R. §422.504(d),(e), its respective premises, physical facilities and equipment, records relating to members and any additional relevant information that CMS may require.

(c)
HHS, the Comptroller General or their designees’ right to inspect, evaluate and audit shall extend through 10 years from the final date of the Medicare Advantage Plan contract or the completion of a final audit by CMS related to same, whichever is later, unless CMS determines there is a special need to retain a particular record or group of records for a longer period than 10 years and so notifies Health Plan at least 30 days prior to the normal disposition date, or CMS determines there is a reasonable possibility of fraud.

6.
Conformance with Law; Effect of Governmental Action.  In addition to and without limiting the applicability of any other sanctions and penalties that may be applicable for provider’s failure to conform with such federal, state and local laws, rules and regulations, provider acknowledges and agrees that, in connection with the Medicare Advantage Plan, provider’s failure to report potential fraud or abuse may result in sanctions, cancellation of contract or exclusion from participation in the Medicare Advantage Plan. Provider agrees to comply with all state and federal laws, rules and regulations that apply to all persons receiving state and federal funds, including without limitation all applicable Medicare laws, rules and regulations and all CMS instructions.

7.
Hold Harmless.  Pursuant to 42 C.F.R. §422.504(i)(3)(g)(1), provider agrees to hold harmless all Medicare-eligible members and look solely to Block Vision or the Health Plan for the payment of any compensation due from Block Vision or the Health Plan to provider.

8.
Continuity of Care.  Provider agrees that, upon termination of the Agreement for any reason (other than termination of provider for reasons of medical competence or professional behavior), provider shall continue to furnish Vision Care Services to all Medicare Advantage members for whom, at the date of such termination, provider has not completed delivery of same up through the date of such completion.  In addition, upon notice from Block Vision and upon termination of the Agreement, provider shall continue to furnish services to Medicare Advantage members up through the date through which CMS has furnished payment to the Health Plan for such Vision Care Services, provided the Health Plan pays Block Vision for such services so that Block Vision may compensate provider for same.

9.
Confidential Information.  Provider shall treat all information which is obtained through its performance under the Agreement and this Schedule as confidential information to the extent that confidential treatment is required under applicable law and regulations, including without limitation 42 C.F.R. §422.118 and 45 C.F.R. Parts 160 and 164, as may be amended from time to time and shall not use any information so obtained in any manner except as necessary to the proper discharge of its obligations and securing of its rights hereunder.  Provider shall have a system in effect to protect all records and all other documents deemed confidential by law which are maintained in connection with the activities of provider performed in connection with the Agreement. Any disclosure or transfer of confidential information by provider will be in accordance with applicable law.

10.
Termination.  In accordance with 42 C.F.R. §422.504(i), Health Plan shall oversee and be ultimately responsible to CMS for all responsibilities in connection with the Medicare Advantage Plan.  Provider further acknowledges and agrees that, pursuant to the Medicare Advantage regulations, Health Plan or its designees will monitor provider’s performance hereunder and that Health Plan shall have the right to terminate provider’s participation in the Medicare Contract (i) if provider does not perform satisfactorily hereunder; or (ii) as otherwise required by CMS.
11.
Emergency Medical Condition.  For the purposes of the Medicare Advantage Plan, an 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 (a) 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 (b) serious impairment to bodily functions or (c) serious dysfunction of any bodily organ or part.


12.
Emergency Services.  For the purposes of the Medicare Advantage Plan, Emergency Services are covered inpatient and outpatient services that are furnished by a provider qualified to furnish emergency services; and needed to evaluate or stabilize an Emergency Medical Condition.

13.
Medically Necessary.  For the purposes of the Medicare Advantage Plan, medically necessary health care services are health care services that:

(a)
are reasonable and necessary to prevent or provide early screening, interventions and/or treatments for illnesses or medical conditions that cause suffering or pain, cause physical deformity or limitations in function, threaten to cause or worsen a handicap, cause illness or infirmity of a Covered Person, or endanger life;

(b)
are provided at appropriate facilities and at the appropriate levels of care for the treatment of a Covered Person’s health conditions;

(c)
are consistent with health care practice guidelines and standards that are endorsed by professionally recognized health care organizations or governmental agencies;

(d)
are consistent with the diagnoses of the conditions; and

(e)
no more intrusive or restrictive than necessary to provide a proper balance of safety, effectiveness, and efficiency.
� This program is contracted through Block Vision, Inc.’s wholly-owned subsidiary, Block Vision of New Jersey, Inc. (“BVNJ”).  All references to “Block Vision” or “Block” in this Schedule shall be deemed to be a reference to BVNJ, as appropriate.
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