Provider Bulletin

August 2020

Claim payment disputes — update
Please note, this communication applies to Anthem HealthKeepers Plus offered by HealthKeepers, Inc.
In September 2019, HealthKeepers, Inc. sent all providers this provider bulletin, outlining and confirming our
claims payment dispute processes. Since then, the Anthem HealthKeepers Plus Provider Relations team has
continued to allow providers to submit claims payment issues directly to them after completing the first level of
the claims payment dispute process (reconsideration). Effective October 1, 2020, the Anthem HealthKeepers
Plus Provider Relations team will no longer accept claims payment issues directly from providers who have not
completed the second level of the claims payment dispute process (appeal). In the meantime, the Anthem
HealthKeepers Plus Provider Relations team will work with providers to transition them to this process and
educate and train any providers on the process and supporting tools. All claims issues that have already been
accepted by the Provider Relations team will be worked using the existing processes, and the Provider Relations
team will notify providers of the outcomes.
Provider claim payment dispute process
If you disagree with the outcome of a claim, you may begin the Anthem HealthKeepers Plus provider payment
dispute process. The simplest way to define a claim payment dispute is when the claim is finalized, but you
disagree with the outcome.
Please be aware there are three common, claim-related issues that are not considered claim payment disputes.
To avoid confusion with claim payment disputes, we’ve defined them briefly below:
• Claim inquiry: a question about a claim but not a request to change a claim payment
• Claims correspondence: when HealthKeepers, Inc. requests further information to finalize a claim;
typically includes medical records, itemized bills or information about other insurance a member may
have
• Medical necessity appeals: a pre-service appeal for a denied service; for these, a claim has not yet been
submitted
For more information on each of these issues, please refer to the appropriate section in the provider manual,
located at https://mediproviders.anthem.com/va > Manuals, Directories, Training & More > Anthem
HealthKeepers Plus Manuals, Directories, Training, & Resources > Anthem HealthKeepers Plus Provider
Manual.
The Anthem HealthKeepers Plus provider payment dispute process consists of two internal steps and a third
external step. You will not be penalized for filing a claim payment dispute, and no action is required by the
member.
1. Claim payment reconsideration: This is the first step in the Anthem HealthKeepers Plus provider
payment dispute process. The reconsideration represents your initial request for an investigation into the
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outcome of the claim. Most issues are resolved at the claim payment reconsideration step. Providers are
only allowed one claim payment reconsideration per claim. If the provider disagrees with the
outcome of the reconsideration, the provider should follow the process for claim payment appeal.
2. Claim payment appeal: This is the second step in the Anthem HealthKeepers Plus provider payment
dispute process. If you disagree with the outcome of the reconsideration, you may request an additional
review as a claim payment appeal. Providers are only allowed one claim payment appeal per claim. If
the provider disagrees with the outcome of the appeal, the provider can submit an appeal to the
Commonwealth of Virginia.
3. State appeal: The Commonwealth of Virginia Department of Medical Assistance Services (DMAS)
supports an external review process if you have exhausted both steps in the Anthem HealthKeepers Plus
payment dispute process but still disagree with the outcome.
A claim payment dispute may be submitted for multiple reason(s), including:
• Contractual payment issues.
• Disagreements over reduced or zero-paid claims.
• Post-service authorization issues.
• Other health insurance denial issues.
• Claim code editing issues.
• Duplicate claim issues.
• Retro-eligibility issues.
• Experimental/investigational procedure issues.
• Claim data issues.
• Timely filing issues.*
* We will consider reimbursement of a claim that has been denied due to failure to meet timely filing if you
can: 1) provide documentation that the claim was submitted within the timely filing requirements or
2) demonstrate good cause exists.
Claim payment reconsideration
The first step in the Anthem HealthKeepers Plus claim payment dispute process is called the reconsideration. It
is your initial request to investigate the outcome of a finalized claim. Please note, we cannot process a
reconsideration without a finalized claim on file.
We accept reconsideration requests in writing, verbally and through our secure provider website within 365
calendar days from the date on the EOP (see below for further details on how to submit). Reconsiderations
filed more than 365 days from the EOP will be considered untimely and denied unless good cause can be
established.
When submitting reconsiderations, please include as much information as you can to help us understand why
you think the claim was not paid as you would expect. If a reconsideration requires clinical expertise, the
appropriate Anthem HealthKeepers Plus clinical professionals will review it.
HealthKeepers, Inc. requires providers to use our claims payment reconsideration process if you feel a claim
was not processed correctly.
HealthKeepers, Inc. will make every effort to resolve the claims payment reconsideration within 30 calendar
days of receipt. If additional information is required to make a determination, the determination date may be
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extended by 30 additional calendar days. We will mail you a written extension letter before the expiration of the
initial 30 calendar days.
We will send you our decision in a determination letter, which will include:
• A statement of the provider's reconsideration request.
• A statement of what action HealthKeepers, Inc. intends to take or has taken.
• The reason for the action.
• Support for the action, including applicable statutes, regulations, policies, claims, codes or provider
manual references.
• An explanation of the provider’s right to request a claim payment appeal within 15 months of the date of
service or 180 calendar days of the date you are notified of the reconsideration decision.
• An address to submit the claim payment appeal.
If the decision results in a claim adjustment, the payment and EOP will be sent separately.
Claim payment appeal
If you are dissatisfied with the outcome of a reconsideration determination, you may submit a claim payment
appeal. Please note, we cannot process a claim payment appeal without a reconsideration on file.
We accept claim payment appeals through our provider website or in writing within 15 months of the date of
service or 180 calendar days of the date you are notified of the reconsideration decision.
Claim payment appeals received more than 15 months after the date of service or 180 calendar days after the
date you are notified of the reconsideration decision will be considered untimely and upheld unless good cause
can be established.
When submitting a claim payment appeal, please include as much information as you can to help us understand
why you think the reconsideration determination was in error. If a claim payment appeal requires clinical
expertise, it will be reviewed by appropriate Anthem HealthKeepers Plus clinical professionals.
HealthKeepers, Inc. will make every effort to resolve the claim payment appeal within 60 calendar days of
receipt. If additional information is required to make a determination, the determination date may be extended
by 60 additional calendar days. We will mail you a written extension letter before the expiration of the initial
60 calendar days.
We will send you our decision in a determination letter, which will include:
• A statement of the provider's claim payment appeal request.
• A statement of what action HealthKeepers, Inc. intends to take or has taken.
• The reason for the action.
• Support for the action, including applicable statutes, regulations, policies, claims, codes or provider
manual references.
If the decision results in a claim adjustment, the payment and EOP will be sent separately.

Anthem HealthKeepers Plus
Claim payment disputes — update
Page 4 of 6

How to submit a claim payment dispute
We have several options to file a claim payment dispute:
• Preferred method: Online (for reconsiderations and claim payment appeals): Use the secure provider
Availity* payment appeal tool at https://www.availity.com. Through Availity, you can upload
supporting documentation and receive immediate acknowledgement of your submission. You do not
need to attach a Claim Information/Adjustment Request 151 Form for Medicaid Claims or a Claim
Payment Appeal Form when using Availity.

•
•

Note: Training on the appeals functions in Availity can be found within Availity’s online Help and
Training section. You can follow this link to access the Availity training modules directly:
Availity Learning Center.
Verbally (for reconsiderations only): Call Provider Services at 1-800-901-0020 or Anthem
HealthKeepers Plus, Commonwealth Coordinated Care Plus (Anthem CCC Plus) Provider Services at
1-855-323-4687.
Written (for reconsiderations and claim payment appeals): Mail all required documentation (see below
for more details), including the Claim Information/Adjustment Request 151 Form for Medicaid Claims,
to:
HealthKeepers, Inc.
Payment Appeals Unit
P.O. Box 61599
Virginia Beach, VA 23466-1599
o Submit reconsiderations using the Claim Information/Adjustment Request 151 Form for
Medicaid Claims, which can be found at https://mediproviders.anthem.com/va > Claims >
select Claim Information/Adjustment Request 151 Form for Medicaid Claims under Forms.
o Submit written claim payment appeals via a written letter.

Note: Providers are strongly encouraged to submit all reconsiderations and appeals using Availity.
Submitting your reconsiderations via Availity is the best way to ensure your reconsiderations are
received and tracked properly.
Required documentation for claims payment disputes
HealthKeepers, Inc. requires the following information when submitting a claim payment dispute
(reconsideration or claim payment appeal):
• Your name, address, phone number, email, and either your NPI or TIN
• The member’s name and his or her Anthem HealthKeepers Plus or Medicaid ID number
• A listing of disputed claims, which should include the Anthem HealthKeepers Plus claim number and
the date(s) of service(s)
• All supporting statements and documentation
State appeal
If the claim payment appeal is denied or a provider receives reduced reimbursement through the appeal process,
he or she has exhausted the appeal rights. The final denial letter will state that the provider has exhausted
HealthKeepers, Inc.’s appeal rights and that the next level of appeal is with the Department of Medical
Assistance Services (DMAS). It will also include the standard DMAS appeal rights (including the time period
and address to file the appeal). The appeal to DMAS is considered the third and final appeal.
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Before appealing to DMAS, providers must first exhaust all appeal processes through HealthKeepers, Inc. All
DMAS provider appeals must be submitted in writing within 30 days of the second-level/resolution letter from
HealthKeepers, Inc.
The state appeal must be submitted to:
DMAS Appeals Division
600 E. Broad St.
Richmond, VA 23219
Note: DMAS normal business hours are 8 a.m. to 5 p.m.; if the appeal is submitted on the deadline day after 5
p.m., it will be considered untimely.
Claim inquiries
A question about a claim or claim payment is called an inquiry. Inquiries do not result in changes to claim
payments, but the outcome of the claim inquiry may result in the initiation of the claim payment dispute. In
other words, once you get the answer to your claim inquiry, you may opt to begin the claim payment dispute
process.
Our provider experience program helps you with claim inquiries. Call Provider Services at 1-800-901-0020 or
Anthem CCC Plus Provider Services at 1-855-323-4687 and select claims when prompted. We will connect you
with a dedicated resource team, called the Provider Service Unit (PSU), to ensure:
• Availability of helpful, knowledgeable representatives to assist you.
• Increased first-contact, issue resolution rates.
• Significantly improved turnaround time of inquiry resolution.
• Increased outreach communication to keep you informed of your inquiry status.
The PSU is available to assist you in determining the appropriate process to follow for resolving your claim
issue.
Claim correspondence
Claim correspondence is different from a payment dispute. Correspondence is when HealthKeepers, Inc.
requires more information to finalize a claim. Typically, HealthKeepers, Inc. makes the request for this
information through the EOP. The claim or part of the claim may, in fact, be denied, but it is only because more
information is required to process the claim. Once the information is received, HealthKeepers, Inc. will use it to
finalize the claim.
The following table provides examples of the most common correspondence issues along with guidance on the
most efficient ways to resolve them.
Type of issue
Rejected claim(s)

What do I need to do?
Use the electronic data interchange hotline at 1-800-590-5745 when
your claim was submitted electronically but was never paid or was
rejected. We’re available to assist you with setup questions and help
resolve submission issues or electronic claims rejections.

EOP requests for supporting
documentation (sterilization/
hysterectomy/abortion consent
forms, itemized bills and
invoices)

Submit a copy of your EOP and the supporting documentation to:
HealthKeepers, Inc.
Claims Correspondence
P.O. Box 61599
Virginia Beach, VA 23466-1599
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Type of issue
EOP requests for medical
records

Need to submit a corrected
claim due to errors or changes
on original submission

Submission of coordination of
benefits (COB)/third-party
liability (TPL) information
Emergency room payment
review

What do I need to do?
Submit a copy of your EOP and the medical records to:
HealthKeepers, Inc.
Claims Correspondence
P.O. Box 61599
Virginia Beach, VA 23466-1599
Submit your corrected claim to:
HealthKeepers, Inc.
Claims Correspondence
P.O. Box 61599
Virginia Beach, VA 23466-1599
Clearly identify the claim as corrected. We cannot accept claims
with handwritten alterations to billing information. We will return
claims that have been altered with an explanation of the reason for
the return. Provided the claim was originally received timely, a
corrected claim must be received within 365 days of the date of
service. In cases where there was an adjustment to a primary
insurance payment and it is necessary to submit a corrected claim to
HealthKeepers, Inc. to adjust the other health insurance (OHI)
payment information, the timely filing period starts with the date of
the most recent OHI EOB.
Submit a copy of your EOP and the COB/TPL information to:
HealthKeepers, Inc.
Claims Correspondence
P.O. Box 61599
Virginia Beach, VA 23466-1599
Submit a copy of your EOP and the medical records to:
HealthKeepers, Inc.
Claims Correspondence
P.O. Box 61599
Virginia Beach, VA 23466-1599

Medical necessity appeals
Medical necessity appeals refer to a situation in which an authorization for a service was denied prior to the
service. Medical necessity appeals/prior authorization appeals are different from claim payment disputes and
should be submitted in accordance with the medical necessity appeal process.

