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TRICARE OPERATIONS MANUAL 6010.51-M, AuGusrt 1, 2002
UTILIZATION AND QUALITY MANAGEMENT

CHAPTER 7
SECTION 2

PREAUTHORIZATIONS

1.0. GENERAL

Preauthorization review shall be performed for all care and procedures listed below.
The contractor may propose additional authorization reviews. (See Chapter 7, Section 1 for
additional guidance.) The admissions/procedures are subject to change over time based
upon the Government’s assessment of the efficacy of the review. The changes will include
adding and/or removing admissions/procedures. When the beneficiary has other insurance
that provides primary coverage, exception to the preauthorization requirements will apply as
provided in the TRICARE Policy Manual (TPM), Chapter 1, Section 7.1, paragraph I.]. When
the contractor is acting as a secondary payor any medically necessary reviews shall be
performed on a retrospective basis.

THE FOLLOWING INPATIENT ADMISSIONS WILL BE PREAUTHORIZED:

Adjunctive Dental

Mental Health

Substance Abuse

Skilled Nursing Facility (SNF) care for TRICARE dual eligible beneficiaries

NoOTE: Effective for dates of service June 1, 2010, SNF care received in the U.S. and U.S.
territories must be preauthorized for TRICARE dual eligible beneficiaries. The TRICARE Dual
Eligible Fiscal Intermediary Contract (TDEFIC) contractor will preauthorize SNF care beginning
on day 101, when TRICARE becomes primary payer. For those beneficiaries inpatient on the effective
date, a preauthorization will be required August 1, 2010.

Organ and Stem Cell Transplants

THE FOLLOWING OUTPATIENT SERVICES WILL BE PREAUTHORIZED:

Adjunctive Dental

Mental Health Care after the eighth visit each fiscal year. Neither Primary Care Manager
(PCM) nor Health Care Finder (HCF) referral is required; however, the Managed Care
Support Contractor (MCSC) shall steer all beneficiaries who contact them to the Military
Treatment Facility (MTF) or appropriate network provider. Additionally, the MCSC shall
expound upon the benefits of using the MTF and network providers during all appropriate
beneficiary and provider briefings.

NOTE: Active Duty Service Members (ADSMs) require preauthorization before
receiving mental health services. The contractor shall comply with the provisions of
Chapters 17 and 18 when processing requests for service for active duty personnel.
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THE FOLLOWING SERVICES WILL BE PREAUTHORIZED IN ANY SETTING:

Extended Care Health Option (ECHO) Services

Hospice

2.0. INPATIENT MENTAL HEALTH

Inpatient mental health requires preauthorization. In the event that inpatient mental
health services were not preauthorized, the contractor shall obtain the necessary information
and complete a retrospective review. Penalties for failing to obtain preauthorization apply
(see 32 CFR 199.15). Non-Availability Statement (NAS) requirements also apply to inpatient
mental health admissions.

3.0. EFFECTIVE AND EXPIRATION DATES

The preauthorization shall have an effective date and an expiration date. For organ
and stem cell transplants, the preauthorization shall remain in effect as long as the
beneficiary continues to meet the specific transplant criteria set forth in the TPM, or until the
approved transplant occurs.
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TRICARE DUAL ELIGIBLE FISCAL INTERMEDIARY CONTRACT

CHAPTER 22
SECTION 3

CLAIMS PROCESSING FOR DUAL ELIGIBLES

1.0. GENERAL

Claims under the TRICARE Dual Eligible Fiscal Intermediary Contract (TDEFFIC)
will be adjudicated under the rules set forth below. In general, TRICARE is last payer after
Medicare and any other coverage.

2.0. DETERMINING PAYMENTS DUE AFTER COORDINATION WITH
MEDICARE

Special double coverage procedures are to be used for all claims for beneficiaries
who are eligible for Medicare, including active duty dependents who are age 65 and over as
well as those beneficiaries under age 65 who are eligible for Medicare for any reason. For
specific instructions, refer to the TRICARE Reimbursement Manual (TRM), Chapter 4,
Section 4.

3.0. OTHER HEALTH INSURANCE (OHI) AND TIMELY CLAIMS FILING

3.1.  The contractor may grant exceptions to the claims filing deadline requirements, if the
beneficiary submitted a claim to a primary health insurance, i.e., double coverage, and the
OHI delayed adjudication past the TRICARE deadline.

3.2. These claims must have been originally sent to the OHI prior to the TRICARE filing
deadline or must have been filed with a TRICARE contractor prior to the deadline but
returned or denied pending processing by the OHI.

3.3. The beneficiary must submit with the claim a statement indicating the original date
of submission to the OHI, and date of adjudication, together with any relevant

correspondence and an Explanation of Benefits (EOB) or similar statement.

3.4. The claim form must be submitted to the contractor within 90 days from the date of
the OHI adjudication.

4.0. CLAIMS DEVELOPMENT REQUIREMENTS

4.1.  Medicare Providers

4.1.1. The contractor shall accept the Medicare certification of individual professional
providers who have a like class of individual professional providers under TRICARE

without further authorization unless there is information indicating Medicare, TRICARE or
other federal health care program integrity violations by the physician or other health care
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practitioner. Individual professions providers without a like class (e.g., chiropractors) under
TRICARE shall be denied.

4.1.2. TRICARE claims which TRICARE processes after Medicare, do not need to be
developed to the individual provider level for home health or group practice claims.

4.2. Civilian Services Rendered To MTF Inpatients

Civilian claims for TRICARE dual eligible beneficiaries shall be processed by
Medicare first without consideration of the Supplemental Health Care Program (SHCP).

4.3. Preauthorization Requirements

Special authorization/preauthorization services outlined in the TRICARE Policy Manual
(TPM), Chapter 1, Section 7.1 require preauthorization, and if necessary, review of waivers of
the day limits for dual eligible beneficiaries when TRICARE is the primary payer. As
secondary payer, TRICARE will rely on and not replicate Medicare’s determination of
medical necessity and appropriateness in all circumstances where Medicare is primary payer
(see the TRM, Chapter 4, Section 4). In the event that TRICARE is primary payer for these
services and preauthorization was not obtained, the contractor shall obtain the necessary
information and perform a retrospective review.

4.3.1. The TRICARE Dual Eligible Fiscal Intermediary Contract (TDEFIC) contractor shall
develop a communication/education plan for Skilled Nursing Facilities (SNFs) and TRICARE dual
eligible beneficiaries related to the SNF preauthorization requirement and the general SNF benefit. In
addition to the initial education, this plan shall accommodate periodic SNF education (not to exceed
two per year) that the contractor will conduct at the request of the TRICARE Management Activity
(TMA). The plan shall be coordinated with TMA.

4.3.2. The TDEFIC contractor preauthorization standards for SNFs shall be as follows: 90% of
all requests for preauthorization/authorization will be completed within five working days following
receipt of the request and all required information, and 100% of such requests will be completed within
eight working days following receipt of the request and all requested information. As such, SNF
preauthorizations should be tracked separately from the required preauthorizations noted in Chapter 7,
Section 2. A SNF preauthorization shall not be extended for more then 30 days per instance.

5.0. UTILIZATION MANAGEMENT

Any utilization management provisions applied under the TRICARE Managed Care
Support Services (MCSS) contracts, except for those specifically required by the TPM, TRM,
or TRICARE Operations Manual (TOM), shall not apply under TDEFIC. Region-specific
requirements shall not apply.
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6.0. END OF PROCESSING

6.1. Beneficiary Cost-Shares

Beneficiary costs shares shall be based on the network status of the provider. Where
TRICARE is primary payer, cost-shares for services received from network providers shall be
TRICARE Extra cost-shares. Services received from non-network providers shall be
TRICARE Standard cost-shares.

6.2. Application Of Catastrophic Cap

Only the actual beneficiary out-of-pocket liability remaining after TRICARE
payments will be counted for purposes of the annual catastrophic loss protection.

6.3. Appeals And Grievances

6.3.1. TRICARE For Life (TFL) Initial Determinations

Services and supplies denied payment by Medicare will not be considered for
coverage by TRICARE if the Medicare denial of payment is appealable under the Medicare
appeal process. If, however, a Medicare appeal results in some payment by Medicare, the
services and supplies covered by Medicare will be considered for coverage by TRICARE.
Services and supplies denied payment by Medicare will be considered for coverage by
TRICARE, if the Medicare denial of payment is not appealable under the Medicare appeal
process. The appeal procedures set forth in Chapter 13 are applicable to initial denial
determinations by TRICARE under TDEFIC.

6.3.2. Grievance System

The contractor shall develop and implement a grievance system, separate and
apart from the appeal process. The grievance system shall allow full opportunity for
aggrieved parties to seek and obtain an explanation for and/or correction of any perceived
failure of contractor or subcontractor personnel to furnish the level or quality of service to
which the beneficiary may believe he/she is entitled. Any TRICARE beneficiary, sponsor,
parent, guardian, or other representative who is aggrieved by any failure or perceived failure
of the contractor or subcontractor to meet the obligations for timely, quality service may file a
grievance. All grievances must be submitted in writing. If the written complaint reveals a
TRICARE appealable issue, the correspondence shall be forwarded to the contractor’s
appeals unit for a reconsideration review. If the complaint reveals a Medicare appealable
issuer or regards care for which Medicare was the primary payer and the issue does not
involve any actions by a TRICARE contractor, the complaint shall be forwarded to Medicare
for resolution. The beneficiary shall be notified that the complaint was forwarded to
Medicare and the address and phone number of where the complaint was forwarded.

7.0.  TED SUBMISSION
For every claim processed to completion, the TDEFIC contractor shall submit a

TRICARE Encounter Data (TED) record to TMA in accordance with the requirements of the
TRICARE Systems Manual (TSM) 7950.1-M.
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8.0. CONTINUED TRICARE COVERAGE FOR DUAL ELIGIBLE BENEFICIARIES
UNDER AGE 65

8.1. The Fiscal Year (FY) 2005 National Defense Authorization Act (NDAA) has extended
TRICARE coverage to those individuals who, because of disability or End Stage Renal
Disease (ESRD), are eligible for Medicare Part A but did not obtain Part B. The new
legislation provides the authority to waive collection of prior payments and to continue
TRICARE coverage of benefits for these individuals for a period of July 1, 1999 and ending on
December 31, 2004. In a future Centers for Medicare and Medicaid Services (CMS) Special
Enrollment Period, these individuals without Part B will automatically be enrolled in Part B
unless they specifically opt out. If an individual does disenroll from Medicare Part B, he or
she will lose all TRICARE coverage effective with the date of disenrollment. However,
individuals will be given an opportunity to change the effective date of Medicare Part B
enrollment to any month in 2004. Effective January 1, 2005, any TRICARE beneficiary under
the age of 65, except for dependents of active duty members, who are or become eligible for
Medicare and do not purchase Part B, will lose TRICARE coverage.

8.2. On a date to be announced, Defense Manpower Data Center (DMDC) will load the
most current Medicare status for all beneficiaries under age 65. The Defense Enrollment
Eligibility Reporting System (DEERS) query response for Other Government Programs (OGPs)
will list the Medicare entitlement and reflect either Part A or both Part A and Part B effective
dates. DMDC has temporarily modified the “benefits rules” within DEERS during this
waiver period to show these beneficiaries with Part A or gaps in effective dates between Part
A and Part B as TRICARE eligible. Treat these individuals as fully TRICARE dual eligible
even if there is a gap in effective dates between Part A and Part B and accept the Health Care
Delivery Plan (HCDP) returned from DEERS.

8.3.  The following direction applies:

8.3.1. Pay the allowable amount on all claims and reprocess any claims denied for lack
of Medicare Part B since April 1, 2004 until December 31, 2004. Pay if otherwise allowable.
TRICARE will be secondary to Medicare Part A coverage unless the beneficiary has
exhausted his/her Medicare benefits. Pay as primary for all non-institutional claims for any
coverage period without Part B until December 31, 2004 unless the individual has private
other health insurance. Timely filing requirements apply.

8.3.2. Contractors are not required to search their claim systems and reprocess any
claims processed and paid prior to April 1, 2004. An exception will be made on a case-by-case
basis if authorized by the Beneficiary and Provider Services Office, TMA-Aurora.

8.3.3. The Department of Defense (DoD) determines health care eligibility /benefits and
DEERS is the eligibility system of record for DoD. The eligibility /benefit response returned
by DEERS will be accepted, used by the contractors to process each claim, and not be
modified by proprietary system edits. Discrepancies will continue to be reported to DMDC.

8.3.4. Contractors will be notified when Medicare automatically enrolls these
individuals in Part B, and DEERS receives and loads these enrollments. At that point,
TRICARE will revert to paying secondary to Medicare. If an individual disenrolls from
Medicare Part B, coverage will continue until December 31, 2004 at which time no further
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TRICARE coverage is authorized. For any claim with dates of service after December 31, 2004
and DEERS indicates the individual, except for dependents of active duty members, has or
continues to only have Medicare Part A, contractors shall deny the claim.
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