HAWAII- MAINLAND ADMINISTRATORS
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Mission Statement

Our Mission... exists to provide unique, comprehensive and cost-
effective benefits through quality management for the health and well-
being of the plan participants.

Our Goal... to provide and administer employee benefit programs for
non-occupational causes including life insurance, health care coverage
and related medical, dental, and vision plans, disability income, and
other benefit plans enacted by The Navajo Nation or federal
legislation.

Our Foundation... the self insured Navajo Nation Employee Benefit
Plan enacted in 1991 insures employees of the Navajo Nation,
Enterprises and LGA Certified Chapters.



HAWAII-MAINLAND ADMINISTRATORS

Overview of HMA, LLC

Mallory Gray - HMA
Account Manager



About HMA

e Founded in 1983; currently serve over 150,000 members

e March 2012, Health Management Associates, Inc. became
Hawaii-Mainland Administrators, LLC (HMA). HMA has
continued to offer all of its valued clients the same
administrative services as before

e Headquartered in Tempe, AZ, Operations Centers in
Cottonwood, AZ and Honolulu, HI

® Provides successful third party administration to the Navajo
Nation for 21 years

® Thorough knowledge of the Indian Health Services/PL ‘638
facilities and Purchase Referred Care referrals



Responsibilities
® Third Party Administrator (HMA)

Claims Management (Health and Disability)
Customer Service

Account Management

Network Management

Health Services

Recovery Services

Other Services (Pharmacy, COBRA, Stop Loss Policies,
Life Insurance, Voluntary Benefits)



What are the Benefits?

e Medical Program (includes Native Healing Benefits)

— PPO Plan — Deductibles, Co-payments, Co-insurance
e Dental Program (includes Orthodontic Benefits)

— Deductibles; Co-insurance
e Vision Program (includes Lasik Surgery)

— $200 Calendar Year Max; $500 Lasik Lifetime Max
e Pharmacy Program — (WellDyne RXx)

— $20 generic, $40 brand, $70 non-preferred brand
e Short Term Disability Program

— 52 weeks Max



What are the Benefits? (continued)
e Stop Loss Insurance

— Medical Claims exceeding $600,000 per insured member
based on calendar year paid claims

— Reimbursement to the Plan from the stop loss carrier



What are the Benefits? (continued)

e Basic and Accidental Death & Dismemberment Insurance
(MetL.ife)

- Employee (Annual Salary): $48,000 - $125,000

— Dependent Spouse (Basic Only): $7,500
— Dependent Child (Basic Only): $5,000

— Elected Chapter Officials: $5,000 (Voluntary)



P

What are the Benefits? (continued)

e \loluntary Term Life Insurance (MetLife)

— Employee: Min $10,000 up to Max 5x Annual Salary <
$300,000

— Dependent Spouse: Min $5,000 up to 100% of Employee’s
amount, Max $100,000

— Dependent Child: $5,000

e Supplemental Insurance (optional — Colonial)
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Website Orientation-Member Portal
“Create Account”

Mallory Gray — HMA
Account Manager



How do | access the Member Portal?
https://members.hmatpa.com

’]"Hkﬂ-/)r Member Portal

HAWAII -MAINLAND ADMINISTRATORS

Welcome Member Information Claims \iew Prior Autherizations Expense Limits Benefit Details Documents and Forms Contact Us

Member Portal § Welcoms

ElN
Welcome to the Member Portal ol Adgres

navajo@hmatpa.com

Logging on to members_ hmatpa.com gives you direct, 24/7 access to your personal claims and Password
account history, benefit and expense limits, plan documents and forms, locate a providerand s
other support tools.
Register for an account today to take advantage of these great tools. Remember Me

- & Create Account & Forgot Password

Please log in or create an account to view this content.

wersion 1.0.0 € 2012 - 2014 Hawaii Mainland Administrators, LLC. All Rights Reserved.

Click on “Create Account” and follow the steps provided.
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Welcome Member Information Claims iew Prior Authorizations Expensze Limits Benefit Details Decuments and Forms Contact Us

Member Portal I Welcome

WELCOME NAVAJO NATION
EMPLOYEE BENEFIT PLAN
MEMBER —

Provider

You are signed in 83 navajo test.

What would you like to do?

Locate
San Juan IPA

Member Claims Prior Provider

Information View Authorization

Contact
Us

Documents
and
Forms

Benefit
Details




Member Information

’HW/ Member Portal
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Welcome  Member Information Claims \iew Prior Authorizations Expense Limits Benefit Details Documents and Forms Contact Us

Member Portal | Member Information

View Dependent Information
Locate

Member Name: JOHN A SMITH SR Member ID: 53385338801 Provider
Employer ID: MNNEER Member Type: CONTRACT
Date of Birth: 1935-03-04 SSN Last 4: 6739

Address: 1234 ANY STREETAPT 12 Locate
City: ANY TOWN S$tate: AZ Zipcode: 85321 San Jugn IPA
Phone Number: 4805551234 Provider

Location:

Coverage: 710000

Rider Code: D1 Description: Dental End Date: 2017-04-20
Rider Code: L1 Description: Life End Date: 2017-04-20
Rider Code: M1 Description: Medical End Date: 2017-04-30
Rider Code: /1 Description: Visicn End Date: 2017-04-30
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View Dependent Information

’]‘]M-,A( Member Portal
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Welcome Member Information Claims iew Prior Authorizations Expensze Limits Benefit Details Documents and Forms Contact Us

Member Portal / Member Information

Information for dependent children under 18 years of age with the =ame mailing address as the employee is aufomatically made available to the employes on this
member portal. A spouse or & dependent child who is 18 years of age or older will need to create their own login. In order to access information for your spouse or

other dependents under your login they will need to submit the HIPAA Authorized Representative Form. This form ig available under Forme and Documents on this
member portal or by clicking here.

Member ID: 99955995503 Yiew Information
Dependent Name: JOHN & SMITH

Member ID: 999559959504 *few Information
Dependent Name: JAMET B SMITH

Member ID: 99955995505 Yiew Information
Dependent Mame: JAMICE C SMITH

Back
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Welcome Member Information Claims Yiew Prior Authorizations Expensze Limits

Member Portal / Claims View

Documents and Forms

Benefit Details

Note: Information related to sensitive Protected Health Information (PHI) is not available online. Sensitive PHI iz protected health information related to the identity,
diagnosis. prognosig, or freatment of any beneficiary in connection with reproductive health, substance abuss, HIY, rape, sexually transmitted dizeazes, mental
health, and abuse (such as sexual aszsault and domestic violence). To discuss this information please contact our Customer Service Department.

Sort by Date Sort by Provider Wiew Older Claims “iew Dependent Claims

IClaim Number: 160211010530 Yiew Details

Provider Name: JAMES DAY DDZ Date of Service: 2015-10-20

Status: DEMIED Status Description: Claim has not been paid for reazong included in remarks
ICharges: 255 00 Member Pays: 0.00 Plan Pays: 0.00 Deductible: 0.00 Out of Pocket: 0.00

IClaim Number: 160314010238 View Details

Provider Name: BISHOP OPTICAL Date of Service: 2018-03-01

Status: PAID Status Description: Claim hag completed processing and has been paid
ICharges: 200.00 Member Pays: 0.00 Plan Pays: 200.00 Deductible: 0.00 Out of Pocket: 0.00

IClaim Number: 160411011193 Yiew Details

Provider Name: NGHEIM T LE DDS Date of Service: 2015-04-01

Status: DEMIED Status Description: Claim has not been paid for reazong included in remarks
ICharges: 473.00 Member Pays: 0.00 Plan Pays: 0.00 Deductible: 0.00 Out of Pocket: 0.00




Claims View (continued)
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Welcome  Member Information  Claims View  Prior Authorizations  Expense Limits

Member Portal [ Claims View

Benefit Details

Documents and Forms

Contact Us

(Claim Number: 1603140102290

Provider ID: 17050 Provider Mame: BISHOP OPTICAL

Benefit Category: VISION - LENSES

Status: PAID Status Date: 2016-05-03

From Date: 2016-03-01 To Date: 2016-03-01

(Charges: 200.00 Allowed: 200.00 Ineligible: 0.00 Copay: 0.00

Deductible: 0.00 Coinsurance: 0.00 Plan Liability: 200.00 Coordination of Benefite: 0.00
Member Deductible: 0.00 Member Out of Pocket: 0.00

Family Deductible: 0.00 Family Qut of Pocket: 0.00

Remarks: Processed As An Indsmnity Bensfit

Back
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Welcome Member Information Claims WView Prior Authorizations Expensze Limits Benefit Details Documents and Forms

Member Portal / Prior Authorizations

“iew Dependent Information

Contact Us

Referral ID: 38585

Status: APPROVE

Begin Date: 2015-03-17 End Date: 2016-03-16

Referring Entity: Treating Entity: LINCARE 201 W. SAMTA FE AVE SUITE C GRAMNTS, MM. 87020
Benefit Category: DURABLE MEDICAL EQUIPMENT / SUPPLIES = 5250

Referral 1ID: 35209

Status: APPROVE

Begin Date: 2015-02-21 End Date: 2018-02-20

Referring Entity: FLOR J CABALLAR-GOMNZAGA Treating Entity: SLEEP RX LLC, 7538 M. ST. LOUIZ AVE, SKOKIE, IL 80078
Benefit Category: DURABLE MEDICAL EQUIPMENT / SUPPLIES = 5250

Referral ID: 106295

Status: APPROVE

Begin Date: 2015-03-17 End Date: 2017-023-17

Referring Entity: Treating Entity: LINCARE INC - GRANTS

Benefit Category: DURABLE MEDICAL EQUIPMENT / SUPPLIES = 5251

Referral ID: 112268

Status: APPROVE

Begin Date: 2016-10-11 End Date: 2017-01-11

Referrina Entitv: NICHOLAS LELAMD HUGEMTOBLER Treatina Entitv: AMNIMAS SURGICAL HOSPITAL




~ Expense Limits
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Welcome Member Information Claims View Prior Authorizations Expensze Limits Benefit Details Documents and Forms Contact Us

Member Portal I Expense Limits

“iew Previous Year View Dependent Information

Service Year: 2017

Rider Code: D1 - Dental

Member has uged 0.00 of 200000 Annual Amount.
Member has used 0.00 of 0.00 Lifetime Amount.

in Network

Member has used 0.00 of 100.00 Deductible.
Member has used 0.00 of 0.00 Out of Pocket.
Family has used 0.00 of 20000 Family Deductible.
Family has used 0.00 of .00 Family QOut of Pocket.
Cut of Network

Member has used 0.00 of 100.00 Deductible.
Member has used 0.00 of 0.00 Out of Pocket.
Family has used 0.00 of 20000 Family Deductible.
Family has used 0.00 of 0.00 Family Out of Pocket.

Service Year: 2017

Rider Code: D2 - Orthedontic

Member has used 0.00 of 0.0 Annual Amount.
Member has used 0.00 of 2000.00 Lifetime Amount.
in Network

Member has used 0.00 of 100.00 Deductible.
Member has used 0.00 of 0.0J Qut of Pocket.
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Welcome Member Information Claims View Prior Authorizations Expenze Limits Benefit Details Documents and Forms Contact Us

Member Portal [ Benefit Details

View Dependent Information

Rider Code: 01 - Dental View Details
Rider Code: L1 - Lifz View Details
Rider Code: M1 - Medical Wiew Details
Rider Code: /1 - \ision Wiew Details




~ Benefit Details (continued)

Welcome Member Information Claims Yiew Prior Authorizations Expenze Limits Benefit Details

Member Portal | Benefit Details

Back “iew Previous Year

Service Year: 2017

Rider Code: D1 - Dental

Benefit Category: DEMTAL - FULL MOUTH X-R&Y Benefit Limit: 1 \Visit Every 2 Plan Years
IOf Thiz Benefit You Have Used:

Diays: 0 Services: 0 Visits: 0 Amount: 0.00

Service Date:

Documents and Forms Contact Us

Service Year: 2017

Rider Code: D1 - Dental

Benefit Category: DEMTAL - BITEWINGS Benefit Limit: 2 izits Every Plan Year
IOf Thiz Benefit You Have Used:

Diays: 0 Services: 0 Visits: 0 Amount: 0.00

Service Date:

Service Year: 2017

Rider Code: D1 - Dental

Benefit Category: DEMTAL - FLOURIDE APPLICATION Benefit Limit: 2 Vizits Every Plan Year
IOf Thiz Benefit You Have Used:

Diays: 0 Services: 0 Visits: 0 Amount: 0.00

Service Date:

Service Year: 2017
Rider Code: D1 - Dental

Benefit Category: DEMTAL - ORAL EXAMS Benefit Limit: 2 Vizits Every Plan Year
INf Thiz Banafit ¥Yinn Hawve lleard.
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Welcome Member Information Claims View Prior Authorizations Expensze Limits Benefit Details Documents and Forms Contact Us

Member Portal f Documentz and Forms

Helpful Documents and Forms
WellDyne Rx Prescription Delivery Service Download PDF
HMA & WellDyne Welcome Letter Download PDF
NNEBP_SBC-Coverage Period_1-1-2017-12-31-2017 Download PDF
NNEBP Plan Document_revised 010114 Download PDF
WellDyne Rx Welcome Letter Download PDF
SBC Glossary of Terms_English Download PDF
SBC Glossary of Terms_Navajo Download PDF
Medicare Part D Notice NN Download PDF
Tribal Exemption Form Download PDF
AMN RAN HMN Network Flyer Download PDF
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Website Orientation - Provider Search
In-Network Providers
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Provider Search

AMN, RAN & HMN Networks

Please follow the instruction below to complete an in-network
provider search:

Go to www.hma-inc.com

Select the logos on the back of your Member ID card
(@]

Select either Provider Search or Personal Directory

Fill out the Provider Search form

Please be patient while a Provider Directory generates

Receive services from the providers in the directory to
receive in-network benefits

Or, call the number on the back of your ID card
for further assistance:
(928) 634-2216 or (800) 448-3585

VA

HAWAII- MAINLAND ADMINISTRATORS

P.O. BOX 22009 Tempe, AZ 85285
(800) 448-3585| www.hmatpa.com
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Where to conduct a Provider Search?

www.hma-inc.com

AMultiPlan.

Providers

Welcome Payers

Patients Contact Us

Looking for HMA, Inc.?

MultiFlan acquired HMA, Inc. but sold its
third party administrator business to a
new company called Hawaii-Mainland
Administrators, LLC.

MultiPlan continues to offer network
solutions under the Arizona Medical
Network (AMN), Rural Arizona Netwaork
(RAN), and Health Management Network
{(HMN) brand names. If you are looking for,
information on these networks, you're at
the right place. Use the navigation bar
above to learn more, or the button to the
right to search the networks.

Click here to be redirected to Hawaii-
MMainland Administrator's website.

Looking for the MultiPlan or PHC S

networks? Click here

Erch for a Doctor or FuilE

To search for a provider, please select the logo that appears on your member ID card, then click the

Continue button below.

_9- ARIZOMA EE
MEDICAL
7"\ NETWORX m HMN
Q Q Q
i
ARIZOMA g 3‘ ARIZONA - L::

P\ NETWORK AN\ NETWORK HMN

| | | | My logo is not here
@ . @

" Continue -



Providers Patients Contact Us

Welcome Payers

Looking for HMA, Inc.? You are being redirected to another website, which should appear inanew X
browser window. If it does not, click here to access the url directly.

MultiPlan acquired HWVA, Inc. but sold its
third party administrator business to a U SEAILI Ul d PIUVIUET, PISdse SEIELL UIE IUYU UidL dppedls ull youn inemwer 1w vard, ther

ranm AiMultiPlan.

ra = EMI'!

Provider Search

« Search for the doctors or hospitals near you.

« Check to see if yvour doctor or hospital is part of the network.
Every effort is made to ensure the

» et a map showing the exact location of a doctor's office or hospital. accuracy of our data; however, we
receive changes daily from numerous
“ sources that must be verfied.
Therefore, some updates may not vet

be included.

Personal Directory

« Pnnt a personalized directory of the network doctors and hospitals in
Your area.

IMPORTANT:

This directory contains providers who, based on our records, participate in the AMN, AN and/or HMN networks. Our website is
updated on a weekly basis. We try to ensure the accuracy of the information in our directory; howewver, changes occur daily
and may not vet be included in the directory. Therefore, it i1s possible that the provider yvou select is not currently participating
in our network. Please confirm the provider's participation by calling the provider directly.

The provider you select may not be available to all chients due to, for example, individual benefit plan or network restnictions.
Additionally, the provider may not offer the contracted rate for all services. Please confirm yvour benefits by calling your Health

Flan Benefit Administrator or Insurance Company.



Provider Search

To search for a doctor or hospital...

H_,_’f-/ @ How do you want to search?
- By Location
It is suggested you start with

Find providers within miles of this location: a low mileage and increase
the number as needed.

Address | | Optional
If vyou don’t know the full
Ci State address, enter at least the
Ty | | Ijl 'City” and "State’, or the "Zip’
code.
Zip 187301 |

If vou want a map of
providers locations, check

[ sShow providers on a map e b
e box.

) By Doctor Name

Enter 'Last name” and
'State’. Add 'First name’ or
First initial to narrow
search.

Last name | |

First name | | State

Enter 'Mame’” and 'State’.

' By Hospital or Facility

Name | | state

) By Doctor Name

| | Enter 'Last name” and

Last name "State’. Add 'First name’ or

First initial to narrow
search.

First name | | State

0 By Hospital or Facility

[ ~]
MName | | State EI Enter 'Name’ and 'State’.

@ What type of providers do you want listed?

) search For Doctors

Specialt Primary Care (FP,GP,IM v o for specialty
P ¥ | ry (FP,.GP.IM) definitions.

Gender | No Preference v |

® Search for Hospitals or Facilities

- Click here for facility

Type All s
| definitions.

) search All

For more help with this
SEARCH | | CLEAR form click here




Search Results
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Prowvider Search

Search Results

el MuhltiPlann.

rhe zip code S7301.

Results 1-10 shown. Click here for results 11-20.

Wou selected Primmary Care [(FP.GP.IM) doctors or practiticoners within S0.0 miles of

P MDD

BF301
(SO5)7 7 2-a6503

# Doctor or Practitioner Specialty Gender Office Location Distance
HNHeww {miles)
Patients?
1 KMEDLER. LIMD& B, MDD Family Presctice Z1i1id OO BEE DR, GOLLLEF, R EFE04 e 1.7
{SO05)853-1820
PATEL., MIYATL, MDD Intermal MMedhicine Z1i1id COLLESDE DR, GaLLLEFE, MM EF=EOL ==
{S05)853-1820
AMDPA&ADE, AEDRA ., MDD Farmuily Practio= Zi1id COOLLEEE DR, GaLLLEF, MM EFEO0L i
{SO05)853-1820
ROEINSOMN, THOMAS E., Inte=rmal Fesdicine Zi1iid OO EEE DR, GOLLLEF, R EFE04 e
M {S05)853-18320
SORMZALES, EDUAARPDCE, Inmte=rmal HMedbicine Zi1id COOLLEEE DR, GaLLLEF, MM EFEO0L i
CHRP MNP Murse Preschibioner {(505)853-1820
MAOCSRIDE,. SAaMUEL D.. Family Presctice Z1i1id OO BEE DR, GOLLLEF, R EFE04 e
M {SO05)853-1820
ROSERTSOMN., GERALD R, Medical Cwvoclogny., Zi1id COOLLESE DR, GaLLULEF, MM EF=04 e
M Imte=rmal HMedbicine. {S05)853-1820
Hematology &
Dncology
EOMNZ&GA, CHRISTOFHER Intermal Medbicine. Zi1id COOLLESE DR, GaLLULEF, MM EF=04 e
E.. MD Infectious Dis=ase {Sa5)853-1820
=2 ERIMLE, AY'ORDELE Cr.. MD Intermal Medhicine. ZZ240 COLLESE DR, GaLLLEFE, MM EF=EOL == 1.7
Hephroliogy [S505IB63-7993
WWHITFIELD, J&AMES W., MDD Inbtermal Fedbicine, Z240 COLLEEE DR, GaLLLEF, MM EFEO0L i
HMe=phroiogy [(SO0S)883-79593
2 AMORPADE, LAWRENCE, MO  Family Prasctio= 517 E NIFHONI BLWTD, GALLLP, FP- " —— 1.7
EFIO01
{Sa5)7?7?2-5503
FROMTEROT A, SFELFIC Farmiily Proctic= 517 E NIZHONI BLWTD, GALLLEP, MM ==




Search Results (continued)

Prowvider Search

Prowvider Details

Doctor or Practitiomnear
E.MEDLER.,. LIMNDA F.. MDD
Madical school: Mot &vailable
Title: MDD

Mamiber simce: OS5-22-2017F
Sender: Female Tear of birth: 1954

Specialties
Spacialcy: Family Practice, Board Cerzified

Office Locations

2111 COLLESE DR

GaLlLuUuP,. MM 27301 -5800
Phone: [(SO03)IS&8F-1820
Accapting new patients?: Yeaes

Map this locaticon

Facility Privileges

Moz awailable

Administratwse Information

Profile Update

If vou are a provider and wish to update yvour profile imformmation, odick here o find out
hows.
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Enrollment and Eligibility
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Enrollment: Who is eligible?

e Employees actively working for the employer participants on a
regular, part-time, or seasonal basis who are regularly
scheduled to work at least 20 hours or more per week;

e Spouse including common-law marriage;

e Child (up to the age of 26);

e Newborn Child;

e Adopted Child;

e QOMCSO (Qualified Medical Child Support Order);
e Developmentally or Physically Disabled Child



Enrollment: Who is ineligible?

e Aspouse legally separated or divorced from a covered
employee, unless the legal separation or divorce decree
provides coverage;

e Domestic same sex partner,
e Persons in the military or like forces of any country;

e |f both husband and wife are eligible as covered member, only
one may carry dependent coverage;

e Any person eligible under the Plan may be covered as an
employee or as a dependent, but not both;

® Any person living in the covered employee member’s home,
but not eligible as defined in the Plan Document

e Child born to the dependent member’s child (grandchild)



How to enroll

e An eligible employee must complete an enroliment form for
coverage under the Plan;

e The employee may enroll for individual coverage or family
coverage;

e Employee coverage includes: medical, prescription drug,
vision, dental, short term disability, and life;

e Dependent coverage includes: medical, prescription drug,
vision, dental, and life;

e The enrollment must be completed within thirty-one (31) days
after the employee or dependent becomes eligible for coverage



Member & Dependent Effective Dates

e Health - the first of the month following the date the employee
completes a sixty (60) day waiting period,

e The date the employee becomes a member of an employment
status eligible for coverage under the plan;

e |f a late enrollee, on January 1 of the calendar year next
following the annual open enrollment period

Reinstatement of Coverage

e Active Military Duty;

e Family Medical Leave Act;

e Change of location If break in coverage is less than thirty-one
(31) days



-

Member Termination of Coverage

Coverage terminates at midnight on last day of the month in which:

Employment ends due to a resignation, termination, retirement, layoff,
or loss of life;

Member is no longer eligible for coverage;
Dependent child reaches the age of 26;
Required contribution for coverage is not made;

e Member voluntarily terminates their coverage.

Employee member engages in fraudulent conduct, deception, or
misrepresentation relating to claims, enrollment, obtaining benefits or
the use of an identification card;

Coverage terminates for the class of employees to which the employee
member belongs;

Employee member becomes an active full-time member of the armed
forces other than for scheduled drills or other training of less than
thirty-one (31) days
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Enrollment Form

1600 West Broadway Road, Suite 300 Employee Enroliment Form
HM Tempe, Arizona 85282 Please complete all sections to prevent any delay in enroliment.
Phone: (888) 811-8944 For questions regarding this form, email Enroliment@hmat
WAWAIL- MAINLAND ADMINISTRATORS Fax: (866) 814-3854
ON A: QUA Please Select One Optio
Employee Dependent
L1 New Hire/Open Enroliment [1 Add/Delete Dependents (Must Complete Section C)
) Termination: (Date) _____ /_ / Please Select Qualifying Event (Must Provide Documentation)
Reason for Termination: " New Birth I Divorce [ Adoption ! Marriage
] Transfer of Coverage: From ! Other: Please explain
[] Name Change: From Date of Qualifying Event: / /
[ Decline Coverage: Reason Ll Termination (Date) =K /
[] Dual Coverage LI Reinstatement s Reasg“f‘" Aerminalion:
CJ New ID Card O Salary Change = Addross Chango

SECTION B: EMPLOYEE INFORMATION

Employer Name Position / Title Employee Census Number
Social Security Number Employee First Name Employee Last Name
/ /
Employee ID Number Date of Birth Phone Number Email Address
Home Address (Mailing) City State Zip Code
Gender: Marital S o ge Selected Coverage Desired:
O Male 1 Single 0 Employee Only Employee: [} Health (] Life [ Disability
CJ Female Married 1 Employee & Spouse Spouse: L[] Health [ Life
] Common Law 1 Employee & Family Child(ren): [ Health (] Life
0 Employee & Child(ren)
I Dual Spouse
O DEP D OR O OR . O = DATOR A Add 3 e, ‘D" Delete

“A" | “C" | “D" | First Name, Last Name, M.l Census # Social Security Number | Date of Birth Gender GC’::‘I:A
O | O | O | spouse: Mm|lFlY|N
O | O | O | chia: M|lF]lY]|N
0| O | 0O | chid: M|lE]lY|N
0| O | O | chid: M|lF]lY]|N
O O 1 | child: mlE vy | N

If dependent coverage is elected, a photocopy of the Birth Certificate and Social Security card for each dependent must be submitted within 31 days from date of enroliment.
SECTION D: OTHER INSURANCE

Is there any other Group Insurance for you or your family members? | Yes _| No
If yes, please list individuals covered and what type of coverage.

Employer Name: Insurance/TPA Carrier:
Individuals Covered: [ Employee | Spouse LI Child(ren) Effective Date / /
Type of Coverage: Contract Holder Name:

cmplayse: - Mecicet - Denis e Vision Contract Holder Date of Birth: !/ /
Spouse: [J Medical [J Dental [ Vision H Fr——e——
Child(ren): [] Medical [ Dental [J Vision Plan/Policy Number:

SECTION E: DISCLAIMER INFORMATION
| represent that all answers given are full, complete and true to the best of my knowledge, information and belief.

AUTHORIZATION TO RELEASE INFORMATION: For claim oses, | give my to: any phy or other medical , hospital, clinic,
insurance company, reinsurer, or any other dmg organization to give my employer or HMA, LLC. all information on my behalf including findings on medical care, dentai care,
alcohol or drug abuse care or or surgery, as they apply to me or my dependents who are to be covered. | know that |

have a right to a copy of this authorization. A pnomcapy will be as valid as the original.
AUTHORIZATION FOR PAYROLL DEDUCTION: | hereby authorize my Employer to deduct any heaith, life and disability insurance premium from my paycheck

Employee Signature: Date: / /

FOR HR USE ONLY — DO NOT WRITE BELOW THIS LINE

Annual Salary: | Date of Hire: Egt‘f"" Health: Life: Di

Employer/Administrator Signature: Date: / /

White Copy - HMA Yellow Copy — Human Resource Pink Copy — Employee ENRL FT 068 VO 1
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~ SectionA: Qualifying Event

Employee (left)
e Must make proper selection based on the qualifying event
e New Hire or Open Enrollment, etc.

Dependent (right)

e |f the add/delete dependents is selected you must provide the
date of the qualifying event; if not provided this form is
Incomplete and returned back to HR representative



Section B: Employee Information

e Ensure that the Employer Name/Location is clearly indicated,;

e Employee Census #: if the employee is Native American,
providing this number helps HMA process claims properly for
visits to federally funded healthcare facilities;

e The phone number and/or email address is beneficial for member
outreach and communications;

e Martial Status: If marriage or common law is selected proof of
legal documentation must be provided which is the responsibility
of HR to obtain and validate;

e Coverage Selected: If dual spouse is selected, Section D: Other
Insurance, must be completed,;

e Coverage Desired: Select all lines of coverage since the benefit Is
offered as a package.



Section C: Dependent Information

Proof of eligibility documentation must be furnished to the employer
to verify marriage and dependent eligibility within thirty-one (31)
days from enrollment;

Ensure one box is selected Add/Change/Delete;

Census #: If the dependent is Native American, providing this
number allows HMA to process federal funded healthcare facility
claims properly;

Social Security Number: This is a mandatory field and the
dependent(s) with missing SSN will not be enrolled and a copy of
the form will be returned back to HR;

Date of birth must be accurate and verified with birth certificate

Newborn may be assigned a temporary SSN of 999-99-9999 until
such time an SSN is assigned by SSA, all efforts must be made to
obtain the SSN from the employee to complete enrollment




Section D: Other Insurance

e A selection of Yes or No must be indicated:

e This section is completed if the member and/or dependents
have other health insurance coverage other than I.H.S. or
Medicaid,;

e This section should be completed 1n 1t’s entirety to allow HMA
to coordinate benefits properly;

e |f a copy of the ID card for the other coverage is available,
please attach it with the enrollment form.
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Section E: Disclaimer Information

e Employee signature and date is required for all changes other
than the following:

— Termination of employment;
— Address change;
— Salary update.



: -‘
For HR Use Only

e Annual Salary: This is required to calculate life insurance
premiums;

e Date of Hire: This is the date the employee begins their regular
status employment (not temporary);
e Effective Date:

e Health - The first of the month following a 60 day waiting period
or the date of a qualifying event;

e Life — The date of eligibility;
e Disability (employee only) — The date of eligibility;

e Employer/Administrator Signature: This is a required field and
If not complete, it will be returned back to HR



Enrollment Form Key Points

e Make sure the enrollment form is completed in its entirety,
legible and you include:

e Employer ID

e Effective date of enrollment or the termination and reason
for termination

e Effective date of full-time hire
e SSN

e Census number, if applicable
e Employee member’s salary

e Other insurance



Welll b




Enrollment Forms

e Send all completed enrollment forms to the Enrollment
Department at HMA via:

e Mail: 1600 West Broadway Rd., Suite 300
Tempe, AZ 85282

e Phone: (888) 811-8944
e Fax: (866)814-3854

e E-mail: enrollment@hmatpa.com




INFINISOURCE

BENEFIT SERVICES

COBRA COMPLIANCE OVERVIEW

woww.infinisource. com



INFINISOURCE

BENEFIT SERVICES

WHO MUST COMPLY

Lol ik res Terelh Serdoas



WHO MUST COMPLY

INFINIEBQURCE

BENEFIT SERYIGESD

Q fm

NOT REQUIRED NOT REQUIRED
Church Plans Federal Government

Refer to Plan Document, page 74

g emme moame o zEEe s mmE  _mmes mme me
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REQUIRED
Employers with 20
or mare employees



EMPLOYEE COUNT

When counting employees,
employers MUST include:

Part-time + Full-time

Regardless of their eligibility for the
group health plan

D L efiniesares Feredi Serdoes
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INFINISOURCE

BEEMNEFIT SERVICES

QUALIFIED BENEFICIARIES
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QUALIFIED BENEFICIARIES e arnur

Covered employee

Covered spouse

Covered Covered
dependent child dependent child

D ld it insires sl ereieas



INFINISOURCE

BEMEFIT SERWVICES

QUALIFYING EVENTS

s s e n Dl iy



QUALIFYING EVENTS

INFINEOQOURCE
A

BENEFIT 3ER

EVENT

LOSS OF COVERAGE

COBRA QUALIFYING EVENT

DL e ares Rersfi e rsioag



18-MONTH QUALIFYING EVENTS Ll 2zt

* Voluntary termination

* Involuntary termination

(gross misconduct exception)

* Reduction of hours

[strike, layoff, leave of absence, loss of full-time status under ACA)

Refer to Flan Document, page 75

Do e ares Tersf Serdoss




INFINEBQURCE

36-MONTH QUALIFYING EVENTS BENEFIT SEAVICES

* Death of the employee
* Medicare entitlement

* Divorce or legal separation

* Dependent child ceasing to be a dependent

DS e ersf S rsioe




EMPLOYER REPORTING RESPONSIBILITIES Ll S

* Voluntary termination
* Involuntary termination

* Reduction of hours
« Death of the employee

*  Medicare entitlement

Employver's responsibility to subrmit TIMELY noffication to the Plan through the submission of a Termination formn.
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INFINEQOURCE

EMPLOYER REPORTING RESPONSIBILITIES BENEFIT SEAVICES

EMPLOYEE OR OTHER QUALIFIED BENEFICIARY
must inform the employer of:

* Divorce or legal separation

* Dependent child ceasing to be a dependent
» Socdial Security disability

»  Secondary events

Do efsinsires Tereli S rdoar



INFINISOURCE

BENEFIT SERVICES

COBRA COVERAGE

D S e s res Fersl Sarsizas



INFINIBOURCE

COBRA COVERAGE BENEFIT SERYVICES

COBRA applies to: COBRA does not
apply to:
Medical
Pharmacy Life insurance
Dental Disability
Vision HSAs

Long-term care plans

Do s res Ferslh Sarsicer



INFINISOURCE

BENEFIT SERVICES

NOTICES
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INFINIEOURCE

QUALIFYING EVENT ELECTION NOTICE BENEFIT SERVICES

* Toinform Qualified Beneficiaries of their right to elect COBRA
* Sent with PROPER language, generally within 44 days

* Sent by first class mail to employee and spouse
(documentation of mailing recommended)

MotSHcations are handled by Imfiniscurce once HMA sends a file of newly hired or added members to the Plan.
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INFINIEOQURCE

NOTICE OF PLAN CHANGES BENEFIT SEAVICES

* Sent to all COBRA Continuees
* To inform Continuees of a plan change (benefits, rates, etc.)

* Sent within 60 days after the change has been adopted by the
plan

MotSications are handled by Imfiniscurce once HMA sends notification of changes to benefits and ates.

Ol efnicsres fereld arkar



NOTICE OF EARLY TERMINATION e

* If an individual is terminated from COBRA prior to the end of
the 18, 29 or 36 month period:

— A notice must be sent explaining why the coverage was terminated, and

— Rights to any other coverage they might have

D 2 s rew Ferafi Sarsioas



INFINISOURCE

BENEFIT SERVICES

ELECTION PERIODS AND TIME FRAMES

Lol efncsres Ferali S rskosr



TIME FRAMES

44 DAYS

o
o

Motice from
ER/PA to
Qualified

Beneficiaries

INFINEBOQURCE

BENEFIT SEAVIGES

60 DAYS 45 DAYS 30 DAYS
COBRA Election Retroactive Prospective
Period Premium Premium

Payment Period  Payment Period

DL efsissres Reral s



INFINEBOURCE

EEHEFIT SERYIGES

Loss of
Coverage date

Date of
Election

All retroactive
Premiums due

JANUARY 31

APRIL5S

MAY 3

Do efnicsres Beralf Sarskoar



IMFIMIEJDUHCE

LOSS5 OF COVERAGE DATE BENEFIT SEAY

Qualified Beneficiaries entitled to

18 months of COBRA coverage
from the loss of coverage date

JANUARY 31, 2017

JANMUARY 15, 2017 JULY 31, 2018
Qualifying event date
Employee quits and loss of coverage COBRA expires
date

Ol efedcsres RBeral® Sarskoar




INFINISOURCE

BEEMEFIT SERVICES

COBRA ENDING EVENTS
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IMFIMIEJDUHCE

COBRA EXPIRES BENEFIT SERY

AT THE END OF 18 MONTHS

*  Voluntary termination

*  |nvoluntary termination
* Reduction of hours

D efeicsres Reralf® Sarskoar



COBRA EXPIRES Loplilonebon

AT THE END OF 29 MONTHS

= Social Security disability determination
=  Voluntary termination

* Involuntary termination
* Reduction of hours

DL fsinsres TeredT Sreosr



INFINIEOURCE

EDERA EIP'RES EBEENEMIT SERYICGES

AT THE END OF 36 MONTHS

 Employee death

* Divorce or legal separation
 Dependent ceasing to be a dependent
* Medicare entitlement

D L efiniesares Feredi Serdoes



COBRA TERMINATES L

-FOR FAILURE TO MAKE TIMELY PAYMENT™®

-After the date you elect COBRA you become covered by another
group health plan

-After the date you elect COBRA, you become entitled to Medicare

-Cancellation of ALL group health plans

-First of month 30 days AFTER being deemed no longer disabled

*Insignificant premium payment

D C L e res Terel Sarsiopr



INFINISOURCE

BENEFIT SERVICES

wiww infinisource.com

Follow us!
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We will
continue in
15 minutes...




HAWAII-MAINLAND ADMINISTRATORS

Navajo Nation
Retirement Services

Delphine Martinez — NN Retirement Services
Retirement Officer



We will
reconvene at
1:00 p.m.

Enjoy...



EMPLOYEE ASSISTANCE PROGRAM

Enterprise and LGA Chapter
Benefit/Human Resource
Representative
Work Session

Albuquerque, NM

February 27, 2019



What is Employee Assistance
Program (EAP)?

It is a prepaid benefit program that provides
free confidential and comprehensive counseling
services to support the wellness, safety and
efficiency of Navajo Nation employees,
Enterprise, and Chapter employees and their
immediate family members



EAP

It provides consultation and guidance to
Supervisors, Program Managers, and
Personnel as they address individual

employee performance issues, behavioral
issues, group work effectiveness and
organizational challenges



Mission Statement

The EAP is committed to making a positive
impact in the workplace and to help Navajo
Nation employees and their immediate family
members who may develop social, behavioral
or health related problems that could affect
their work performance.




What are the objectives
of the EAP?

» assists to reduce issues in the

workplace

» retain our valued employees



Confidentiality

= Confidentiality is maintained in accordance with
Navajo Nation Privacy Act

= Duty to warn - We are required by law to inform
third party or authorities if a client threatens him
or herself or another identifiable individual.

= We are also required to call authorities if a child
or elder has been abused.



TYPES OF REFERRAL

Self Refer

Formal Refer

e

Al
InNformal Ref

ral

ral

Family Referral



Navajo Nation
Employee Assistance Program

P.O Box 1360
Window Rock, AZ 86515
Phone: (928) 871- 6530
Mobile: (928) 206-7533

Fax: (928) 871- 6408
rondaroan@navajo-nsn.gov

EAP is located in Administration Building 1 on the 2nd
floor in Window Rock, AZ



mailto:rondaroan@navajo-nsn.gov

HAWAII-MAINLAND ADMINISTRATORS

Monthly Premium Billing

David Appel - HMA
VP, Finance




INVOICE
Group Name: SAMPLE Group #  7100XX |
Invoice Date Stmt Date Premium Due Date
From To
2/1/2019 2/28/2019 2/15/2019 2/28/2019

CONTACT: Account Payable

Enclosed is the monthly premium billing for the month of February 2019 . This billing also includes any enroliment changes that have occurred since the
last billing statement. All payments are due by the last day of the month. It is important that you pay as billed each month.

Please submit all eligibility changes as soon as possible each month. All changes must be received by HMA, LLC. at least 5 working days prior to the
end of the month to insure that they are included on next month’s premium billing statement.

Billing Summary

Prior month Balance $ 4,498,476.54
Adjustments $ (8,098.60)
Amount Received Jan-19 $ (2,763,878.83)
Current Month Feb-19 $ 3,004,350.41

Life premium credit (Jan & Feb) (4,814.66)

$
Emplovee Benefit User Fee $ 60,012.27
| otal Amount Due $  4.786,047.13

Please submit all billing payments to:

Navajo Nation Employee Benefit Plan
Cashiers Section
Attn: Roberta Holyan

PO Box 3150
Window Rock, AZ 86515

If you have any questions regarding your billing statement, please call HMA Finance Department
at (480)-921-8944.

VA

HAWAII-MAINLAND ADMINISTRATORS
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Billing Detail

transaction location member name member id group yearmonth gender cc sc life amount employee dependent

id rate rate

CURRENT Sample  Sample Sample ACTIVE 201002 M E 1 125000 848 -
CURRENT  Sample  Sample Sample ACTIVE 201902 F F 125000 848 18.24
CURRENT Sample  Sample Sample ACTIVE 201002 M E 125000 8.48
CURRENT Sample  Sample Sample ACTIVE 201002 M E " 90000 848
CURRENT  Sample  Sample Sample ACTIVE 201902 M E 1 125000 848
CURRENT Sample  Sample Sample ACTIVE 201002 M E 125000 8.48
CURRENT Sample  Sample Sample ACTIVE 201002 M E " 90000 848
CURRENT  Sample  Sample Sample ACTIVE 201902 F E " 90000 848 -
CURRENT  Sample  Sample Sample ACTIVE 201002 F EC" 90000 8.48 18.24
CURRENT Sample  Sample Sample ACTIVE 201002 M E " 90000 848
CURRENT  Sample  Sample Sample ACTIVE 201902 M E 3 80000 848
CURRENT Sample  Sample Sample ACTIVE 201002 F E 125000 8.48 -

Current Total 101.76 36.48
ADJUSTME! Sample  Sample Sample ACTIVE 201901 F F 125000 848 18.24
ADJUSTMEN Sample ~ Sample Sample ACTIVE 201901 F EC" 90000 8.48 18.24
ADJUSTME! Sample ~ Sample Sample ACTIVE 201901 F E " 90000  (8.48)

Adjustment Total 8.48 36.48

emp. agy
amt

32935
32935
32935
32035
32935
32935
32035
32935
32935
32035
32935
32935
3,952.20
32935
32935
(329.35)
329.35

dep. agy
amt

209.27

509.27

1,018.54
509.27
509 27

1,018.54

employee
life

3745
37.45
3745
269
37.45
3745
269
26.98
269
269
2397
3745

38347
37.45
269

(26.96)
3745

tependent
life

6.32
316
316

6.32

admin
fee

pcori fee

r

Total

306.52
927.19
306 52
386.03
396,52
306 52
386.03
386.03
916.70
386.03
38304
306 52
5,753.65
927.19
916.70
(386.03
1,457.86



HAWAII-MAINLAND ADMINISTRATORS

Utilization Reports/Benefit Categories/
Form 1094 & 1095

David Appel - HMA
VP, Finance



2018 Top 10 Benefit Categories by Paid Amounts

HOSPITAL -
OUTPATIENT,
$5,132,387.53

HOSPITAL -
INPATIENT,

$8,228,275.52 EMERGENCY

ROOM,
$3,116,450.85

DENTAL - EXAM,

$652,410.27
DENTAL - DENTAL - BASIC
PROPHYLAXI $1,709,375.06

$700,476.63

VISION - LENSES,
$711,082.99

CHEMOTHERAPY / DIALYSIS
SURGICAL SERVICES - | RADIATION THERAPY,

OUTPATIENT / OFFICE, PHYSICIAN OFFICE $1,414,242.63

$1,091,897.84 SERVICES,
$1,258,610.88 )I-]MA/
1 1

HAWAIL- MAINLAND ADMINISTRATORS



2018 Claims Paid by Line of Coverage

Medical,
$26,480,027.23, Dental
0 )
78% i e $5,681,339.64,
17%
Vision,

$1,609,640.46,
5%



2018 Plan Utilization By Member Type

CONTRACT,
$17,597,929.48, CHILD,

52% $9,208,638.58,
21%

GRDCH SPOUSE,

$153.623.78, $6.810 815.49,
1% 20%
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IRS form 1094 & 1095°s

e Form 1095-B (Transmittal of Health Coverage Information
Returns) will be filed by insurance companies & TPA’s to
report individuals covered by insured employer-sponsored
group health plans.

e Form 1095-C (Employer-Provided Health Insurance Offer and
Coverage) and Form 1094-C (Transmittal of Employer-
Provided Health Insurance Offer and Coverage Information
Returns) will be filed by applicable large employers (more that
50 FTE’s).

e 1095 forms for 2018 must be sent out by March 4, 2019

e Employee’s do not need to wait to receive the form before
filing their taxes



http://www.irs.gov/pub/irs-pdf/f1094b.pdf
http://www.irs.gov/pub/irs-pdf/f1095c.pdf
http://www.irs.gov/pub/irs-pdf/f1094c.pdf

HAWAII-MAINLAND ADMINISTRATORS

Short Term Disability

David Appel - HMA
VP, Finance
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Short Term Disability

e Short Term Disability benefits are available to “covered
employee members only”” beginning on their date of hire.

e |f as a result of a non-occupational injury or illness the covered
employee member becomes totally disabled, short term
disability benefits will be paid following any applicable
waiting periods, subject to all requirements, conditions that
apply to qualification for and continuance of payment for the
benefit.



—~

Short Term Disability Benefits

Waiting Period Accident — None
lliness — 7 days
Weekly Benefit Amount 60% of weekly wage

$400 maximum per week

Maximum Benefit Period Up to 52 weeks per period of
disability
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Short Term Disability (continued)

e A covered employee member qualifying for short term
disability benefit payments must:

Be totally disabled while covered under the benefits
and must remain covered by these benefits
continuously throughout the waiting period,;

Be under a physician’s care;

Exhaust all available sick leave (if employer does not
have sick leave accrual, then the sick leave exhaust
date must be the last day worked); and

Satisfy the requirements for filing a claim.




Short Term Disability (continued)

® The covered employee member must obtain and complete the
short term disability claim form with all details of the extent
and nature of the disability for which the claim is being filed;

e The claim form must be returned to their HR department;

® The covered employee member must file the claim within 31
days after the employee member ceases to be actively at work;

e A proof of claim must be submitted to the their HR department
within 90 days after the waiting period.



Short Term Disability (continued)

® The short term disability claim form is submitted/faxed to the
STD coordinator at HMA (1-866-814-3852) via the Plan
Administrator or their HR department;

e The STD coordinator reviews the claim form and determines if
claim was submitted within 31 days;

e |f claim was submitted past 31 days, a denial letter is sent to
the covered employee member and the Plan Administrator or
their HR department.



Short Term Disability (continued)

e |f the claim was submitted within 31 days, the STD coordinator
determines whether the claim is a maternity claim, an illness,
or a non-occupational injury claim;

e |f claim is for maternity leave, the STD coordinator will

approve for appropriate timeline for the disability up to a
maximum of six weeks from date of delivery.



Short Term Disability (continued)

If the claim is for an illness or an injury, the STD coordinator
sends the claim to our Health Services department for review;

Health Services department will review the disability and make
a determination of the claim;

If the claim is approved, timelines are included with the
approval,

Upon Health Services determination of the claim, the STD
coordinator will mail a letter to the covered employee member
and the Plan Administrator or their HR department with the
determination of the claim;

If the claims was approved, the STD coordinator will calculate
the payment that will be made to the covered employee
member and send an approval letter.



Short Term Disability (continued)
® The payment to the member 1s 60% of the employee member’s
weekly wage, not to exceed $400.00 per week;

e |f the disability lasts part of a week, the Plan pays one-seventh
(1/7) of the amount that is otherwise payable for that week for
each day of disability;

e Payments are processed and paid every two weeks;
e Benefits are taxed and reported on a W-2 at the end of the year.



Short Term Disability: Termination of Benefits

The total disability ends;
e The maximum benefit period ends;

e The covered employee member fails to provide the required
proof of disability;

® The covered employee member refuses to submit to a medical

examination by a physician that the Plan Administrator
requires;

e The covered employee member is no longer under the care of a
physician;

e The covered employee member becomes eligible for any other
group short term diSability income plan;

e The covered employee member has a loss of life; or

® The date the covered employee member’s coverage ends.
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(Intar-CMica Use: Orily)
[Inter-office Use Only)

. Cpened
e Navajo Nation Employee Benefits Program o
o Report by Employer of Leave Status for Employee Recpens

Closad
Member ID (Inter-Office Use Only)
Employee's Name Social Security No
Mailing Address City State Zip
Date Last Worked Date Returned to Work
Date Sick Leave Exhausted
(If Sick Leave is not accrued, date would be the same date as Date Last Worked.)
Date Employee is anticipated to return to work?
Employee must be totally disabled, be under a physician’s care for the disability, exhaust sick leave hours, and
satisfy all provisions and requirements for filing a claim. A seven (7) day waiting pericd applies for all non-
occupational illnessfmaternity; no waiting period for a non-occupational injury.  All information is subject to
verification.
Dept/Prog Dept No
Completed by (Print Name) Tele No Date

*Please attach a current job description for insured employee*

08/10



NAVAJO NATION EMPLOYEE BENEFIT PLAN P.O. Box 2069
PRELIMINARY STATEMENT OF DISABILITY-STD Cottonwood. AZ 86326
Plan Number 710000

Full Mame (Last, First, M.1) [Social Security No. Date of Birth
Mailing Address Employer Home Phone | )
Employee Completes P
Occupation |Gender Type of Disability
[ Male [0 Female [JAccident [] lMness  [] Matemity

Describe how and where accident occurred or list symptoms of iliness.

Is your injury or illness related to your work? Date claim filed with Workers' Compensation Program
Oves L] N

Complete if your claim is for an accident: Complete if your claim is for an illness:

Date accident occurred Date symptoms first noticed

How and Where? Date first treated

Date symptoms first noticed List symptoms of illness

Date first treated

| L Cx tion denied your claim, attach copies of denial letter, original claim filed, and (Claim Petition
I have been unable to work because 11 retumed to work Part Time on (m/diyr) 11 returned to work Full Time on {midiyr)
of the disablity since (midiyr):
Date first treated for iliness or injury Doctor name and address Hospital name and address
Have you had same or similar If 20, when? Doctor name and address Hospital name and address
[conditions in the past?
CYes [l No
Describe any other income you are receiving or are eligible to receive as a resuit of your disability: (E Sacial Workers' G
|state Disabiiity, Pension Disability, etc.)
’ Describe Source Amount of Income Date Income Began Date Income Ended
Addt’] Fed Tax W/H

- 0 V If your request for benefits is approved do you want us to withhold
(Autom atic 7 .65 /0 F I CA) — lamounts from each benefit check for Federal Income Tax purpose? If "yes", enteramount$
O Yes O No {Amount per week $20.00 minimum) Signature
AUTHORIZATION TO RELEASE INFORMATION- Must be signed and dated fo validate the claim.
To: Any licensed physician, medical practitioner, hospital, clinic, or other medical related facility, insurance company, employer, or consumer reporting agency.
(1) 1 authorize you to release the following to HMA, Inc., their reinsurers, or any consumer reporting agency on their behalf for purposes of determining disability
benefits: full information, including copies of records, conceming medical examinations, history and treatment, occupation, income. and financial status.
{2) I have a right to receive a copy of this authorization upon request. A photocopy of this authorization shall be considered as valid as the original.
This authorization shall be valid for a period of one year from the date of signature

DATE SIGNATURE OF EMPLOYEE

Employee’s Name Last Day Worked Reason for Stopping Work Date Retumed Date Retuned
Full Time Part Time
= Date Hired [Occupation at Time of Disability Work Schedule at Time of Disability [Basic Annual Eamings as of Last Day
Employer Completes S nzsess
'Ey any Employer-Employee, Labor Management, Union Weifare Plan or any State Disability, ls Employee eligible for Workers” Compensation?
will (or has) Employee file{d) for Unemployment Compensation or for Disability provided? [Amount $ Carrier
COYes O No If yes, please specify: []Yes [INo

Employer Address
Telephone |Tiﬂe Date |Signalure




NAVAJO NATION EMPLOYEE BENEFIT PLAN PO BOX 2069
PRELIMINARY STATEMENT OF DISABILITY — STD COTTONWOOD, AZ 86326

Physician Completes P o

2. Mature of injury or iliness (Describe complications, if any):

3. When did accident happen or symptoms first appear? (midfyr) l4. When did patient first consult you for this condition? (m/dfyr)

5. Is condition due to injury or sickness arising out of patient's employment? 6. Has patient ever had same or similar condition?

Verify non-occupational —wemmp || " oo e

7. Describe any other disease or infirmity affecting present condition:

8. Date and nature of surgical or obstetrical procedure, if any. Describe fully:

9. Give dates of treatment. 10. If patient is hospitalized give name and address:
HOSPITAL
OFFICE ADDRESS
HOME, CITY, STATE. ZIP.
HOSPITAL Date admitted Date Dy 9
S 3 k3 11. How long was or will patient be continuously totally disabled. (Unable to work)? |12, How long was or will patient be partially disabled?
ength ot Disability — am o g Fom o mown
13. If due to pregnancy’ 14. Is this patient competent 1o endorse checks and direct the proceeds
[with a clear understanding of the nature of his/her acts? Comments
LMP Date, EDC Date Yes No
Date Delivered:
Complications, if any:

("As defined in Federal Dictionary of Occupational Titles)

Limitation of Work Duty —mmmm) || oo oo oot o nascen oron

Class 2 - Medium manual activity” (15-30%)
Class 3 - Slight limitation of functional capacity, capable of light work™ {35-55%)
Class 4 - Moderate limitation of functional capacity, capable of clerical/administrative (sadentary®) activity. (60-T0%)

Class 5 - Severe limitation or f capacity, incap of (sedentary®) activity (75-100%)
JREMARKS:
L = d Ph o o ( ) jattending Physician's Name (Please Print) Degres
[Mailing Address City State |Zip

[Telephone Date [Signature




We will
continue in
30 minutes...




HAWAII-MAINLAND ADMINISTRATORS

Appeals/Grievances/Third Party
Liability/Subrogation/Coordination of
Benefits

Jody Harris — HMA
Senior Manager ,Claims



Appeals/Grievances

e \When a covered member is not satisfied with the way a claim was
processed, the covered member, his/her authorized representative, or

health care provider has the right to appeal the processing of the
claim.

e The appeal must be submitted in writing within 180 days of the date
on the Explanation of Benefits (EOB) requesting the reconsideration
of the claim in question.

e They should submit any other documentation or facts that will assist
In the review of their appeal.

e The Grievance, Appeals and Disputes (GAD) department is
responsible for all appeals received at HMA and is responsible for
managing all communications between the plan and the party filing
the appeal.



Third Party Liability/Subrogation Rights

e The NNEBP is at risk for paying claims that may be eligible for
reimbursement by a third party. In order to minimize the amount
Plan spends on claims that may be subject to third party payments,
the NNEBP has Subrogation Rights/Right to Reimbursement
provision within the Plan Document.

e The provision allows for recovery of payments made by the Plan for
claims that are a result of an injury or illness caused by a third party.
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Third Party Liability/Subrogation Rights (continued)

What is considered a third party? Here are some examples:

e Auto Insurance — An injury that occurred from a motor
vehicle accident.

e Medical Malpractice — Misdiagnosed iliness or improper
medical treatment.

e General Liability Insurance — An injury/illness on
commercial property or an acquaintance/friends house.

e Products — An injury/illness caused by a product.



Third Party Liability/Subrogation Rights

e The identification of potential TPL is based on a series of
diagnosis codes that indicate motor vehicle accidents (MVAS),
non-MVA accidents, poisoning, assaults, and product liability,
etc.

e The claim is marked that the condition is related to an auto
accident or other accident;

e Medical records indicate such;

e Claims are then reviewed to determine the potential third party
liability;

e Upon notification of potential TPL, a TPL questionnaire and
lien/loan agreement are sent to the member
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Coordination of Benefits (COB)

e A member indicates on their enrollment form there is other coverage;
e A claim is marked for other coverage by the provider;

e The claim is submitted with the EOB from the primary coverage then
the claim is processed as secondary;

e The claim is submitted without the EOB from the primary coverage
then the claim is denied requesting this information;

e A COB questionnaire is sent to the member requesting the primary
coverage information;

® Once the questionnaire has been returned the member’s file is noted so
future claims will be processed accordingly



HAWAII-MAINLAND ADMINISTRATORS

Health Services
(Pre-Authorization/Case Management)

Jody Harris — HMA
Senior Manager, Claims



Health Services Functions

e Prior Authorization

e Concurrent Review

e Discharge Planning

e Retrospective Review

e Care Coordination

e Case Management

e Short Term Disability Review
e Special Case Claim Review



How We Work

e Team of Staff
— Prior Auth Techs
— Nurses
— Physician Advisors
e [nformation Received via Fax, Internet
e Clinical Decision Support Criteria
e Approvals and Denials



Goals — Health Services

e To work with the members, providers, facilities, and

community to coordinate, monitor, and evaluate options and
services to meet an individual’s health care needs.

e Empower the membership with the tools and resources to take
care of themselves

e Create a culture of wellness



Goals — Case Management
e Engagement
e Participation
e Successful Clinical Outcomes



Objectives

e To provide a system for monitoring and evaluating the:
Medical necessity

Appropriateness

Timeliness

Efficiency and

Cost effectiveness of the care and services provided to the
membership.



Prior Authorization

e |npatient and Outpatient services

e Determined by Group

e Listis in Plan Document

e Member has ultimate responsibility
e Penalties for No Prior Authorization
e |n-Network versus Out-of-Network

e |ndian Health Services (IHS) and other federally-funded
healthcare facilities



Concurrent Review

e |npatient Hospital Stays

e \Work with Hospital Case Manager

e Consult with Physicians

e Decision Support Criteria

e Discharge Planning begins at Admission



Retrospective Review

e Occurs when Provider or Member fail to prior authorize
services that require medical review

e Extenuating circumstances may be a factor and are considered
e Penalty is usually applied



Discharge Planning

e Member / Family Outreach (before, during, after
hospitalization)

e Utilize preferred Home Care and Durable Medical Equipment
(DME) Companies

e Services often not covered by IHS
e Post Discharge follow up calls

e Opportunity for “teachable moment”



Care Coordination

e Collaborative process to promote quality cost effective
outcomes

e |dentifying best practices to assist member with decisions
regarding care

e Awareness and Availability of resources
e Communication
e Evaluation of effectiveness of interventions



Case Management

® Proactive member outreach based on “trigger list”

e Assistance with “best utilization” of benefits
e Motivational coaching

e Member empowerment

e Protect Privacy



HAWAII-MAINLAND ADMINISTRATORS

Health Claim Processes/Member
Reimbursement/Explanation of Benefits

Jody Harris - HMA Angelina Lozano - HMA
Senior Manager, Claims Claims Manager



Claim submission process

e Provider submits a HCFA 1500 (physician charges), ADA
(dental charges) or UB (facility charges) claim form for
potential reimbursement.

e Member submits a receipt for potential reimbursement on
services paid directly to the provider.



Claim received in Tempe office

e The claim is date stamped, scanned and then data entered into
the claims data base.

e The claim will go through validation edits to check for the
following:
— |Is member eligible on the plan?
— Is the diagnosis and procedure codes valid?

— Does member I.D. and date of birth billed on the claim
match the enrollment?




Invalid claim information

e |f the claim Is not submitted with valid information the claim is
sent to a data correction queue.

e The data correction Supervisor conducts a thorough review of
the of claim.

e |f the data is invalid the claim is rejected and written
notification is sent to the provider.

e |f the data is valid the claim will continue to next step in the
adjudication process.



Claims process

e Claims that do not require manual intervention will be
automatically processed by the system (auto adjudicate).

e Claim that require manual intervention will be assigned to a
claims processor for review.

— |.H.S. involvement
— E.R. claims
— Inpatient claims



Traditional Healing Claims

e Member obtains a traditional healing claim form from the
benefits office.

e The form is completed by member and the Native Traditional
Practitioner must sign and date the form.

e The original copy is submitted to the benefits office.

e The information is validated by the benefits office and the
claim is sent to HMA for reimbursement.

e All reimbursements are sent directly to the policyholder unless
the services were received by the spouse or a dependent over
age 18.



Funding process

e Claims which have completed adjudication are set in a payment
batch every Friday.

e A prepayment register is generated.

® Prepayment register is sent to the Navajo Nation for review and
approval for funding.

e Once the prepayment register has been approved it is released
to generate the reimbursement checks and explanation of
benefits (EOB).



Explanation of
Benefits (EOB)

e For provider

reimbursements: a check
and EOB will be sent to
the provider and an EOB
IS sent to the member.

For member
reimbursements: a check
and EOB will go to the
member.

HMA

HMA- PO Box 2069

- Cononwood AZ 86326-2069

Forwarding Service Requested

JiDl

DR SAMPLE
123 MAIN STREET
ANYTOWN CA 12345

of Benefits

RETAIN FOR TAX PURPOSES
THIS IS NOT A BILL

Provider Explanation

[EP-EP))

LOCAL (8280634 2316
928
TOLL FREE W

Plan: GROUP ABC
P.O. BOX 22009

TEMPE AZ 85285-2009

Provider: DR. SAMPLE
Provider ID: 11111111
Process Date: 05/09/2017

Adjustment to Payments

Beginning Balance: $0.00
Adjustment: $0.00
Ending Balance: $0.00

Zelis™ Payments is our ePayment vendor for expediti ment and remittance with PPACA Section To sign
mamwcuwﬂ%mghm uw:ﬂw rl:m:lﬁmm(&!,ﬁxed R pluuvhnbﬂsl’cymonueom,. ‘1“ et
Patient Name:JOE COMMON
Line | Date Of Service Remarks  Service Charges Member Liability Pa Plan|
No From  Thru Code Cha Ineligible ~ Co-Pay Deductible  Co-ins  Total T Pays
1 12 — 316000  $130. ; 5
7 2K 5J A (¥ $0.00 $000  $1060  §
003 712017 $21.00 ix ) 10.
2 $70.00 4. 00 $0.00 $2.10 57
$0.00 ;
TOTAL 12, 1 1 $23.53]
Charges Allowable Ineligible Co-pay Deductible Co-Ins Total Plan Voucher
Pays Number
$212.00 $176.60 $35.31 $0.00  $12962  $2354  $186.47| $2353 00001918

3016F PHYSICIAN SERVICES - IN OFFICE
81002 LABORATORY - NON-HOSPITAL BASE
99214 PHYSICIAN OFFICE VISITS - SPEC
G0442 ALCOHOL MISUSE SCREENING AND C
G0444 DEPRESSION SCREENING (ROUTINE)
G8510 PHYSICIAN SERVICES - IN OFFICE

Deductible not satisfi

Thls claim was p without a

iity.

Hmmdhmdmwhhhepi;\documnucoc

imb based on

£382454

with your p
and allowed charges
This service is included in the basic service.
Item is not reimbursed per fee schedule.




