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INTRODUCTION 

I am pleased to welcome you to Health Excel IPA.  As an organization, we look forward to working with 

you and providing your practice with many new contracting opportunities and a variety of administra-

tive benefits aimed at reducing the costs associated with private practice.  

The purpose of provider manuals in general, is to provide physicians with information about the func-

tions of an organization they are contracted with.  Information such as guidance on IPA policies and 

procedures, the functions of provider services, member and physician rights/responsibilities, claims, 

referrals, prior authorizations, eligibility, and appeals & grievances. The focus of this manual is to    

provide guidance on all of these functions as they relate to Health Excel IPA The manual will be       

updated regularly and will also be available on our website at www.healthexcelinc.com. Health Excel 

IPA reserves the right to revise material in this manual at any time, in order to provide our physicians 

with the most updated practice guidelines available. 

 

 

Health Excel IPA is focused on bringing independent groups of physicians together in a common       

alliance. Each group will still function independently, while simultaneously being able to participate in 

a collaborative environment with fellow physicians. The goal of Health Excel is to provide enhanced 

healthcare services to patients and payers all across San Diego.  

The Health Excel network consists of over 2,000 physicians, hospitals, urgent care centers, imaging, 

labs and pharmacies.  Patients can easily find qualified physicians and ancillary services throughout the 

San Diego County, covering Chula Vista, San Diego, La Jolla, Encinitas, Carlsbad, and Oceanside.   

The IPA functions as a clinically integrated model of care guided by an evidence-based approach to 

medicine, with member physicians implementing clinically based guidelines that focus on quality out-

comes. The IPA has developed practice standards and protocols to govern treatment and utilization of 

services. With the increasing government emphasis on measuring quality, it is critical to the success of 

any physician organization to demonstrate quantifiable outcomes.   

As a company, we strive to provide innovative products and services, promote the health and wellness 

of our membership, and support the communities we serve  We welcome you to our family and look     

forward to working with you. 

 

Thank you again for joining Health Excel IPA, 

 

 

 

 

 

Thomas C. Sounhein, CEO 
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CONTACT Health Excel IPA 

 

Mailing Address: Health Excel  

    9850 Genesee Avenue, Suite 900 

    La Jolla, CA 92037 

Office Address: Health Excel (same as above) 

    9850 Genesee Avenue, Suite 900 

    La Jolla, CA 92037 

Website:  www.healthexcelinc.com 

Phone:   (858) 452-1279 

General Fax:  (858) 587-1642 
 

 

**IMPORTANT NEW NUMBERS (Effective 10/1/2026)** 

Utilization Management, Authorizations, and Referrals 

Phone: (858) 452-1279  l  Fax Number: (858) 665-2972 
 

Authorizations (Routine/Urgent): Submit via the QuickCap provider portal 

Authorization/Referral Status Fax: Fax:  1-858-665-2972 

Urgent & Routine Referral Fax:  Fax:  1-858-665-2972 

Inpatient Care Team:   Phone:  1-858-452-1279 

Inpatient Care Team Fax:   Fax:  1-858-665-2972 

Provider Relations Support:  Phone:  1-858-452-1279
 

 
Contracted Health Plans:  

 See our Health Excel Website for a complete listing of plans offered,  

 At www.healthexcelinc.com 
 

Champion Payer Solutions MSO Effective 10/1/2026  

 Main Phone Number:    1-800-885-8000  

• Claims:     1-800-885-8000 

• Eligibility:     1-800-885-8000 
  

 
 

Claims/Encounter Data:    
 

Claims and Provider Disputes 

Mailing Address:     

 

 

 
  

http://www.healthexcelinc.com
http://www.healthexcelinc.com
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CONTACT Health Excel (cont.) 
 

Address:  Health Excel IPA 
   9850 Genesee Avenue, Suite 900, La Jolla, CA 92037 
Phone:   (858) 452-1279 
Fax:   (858) 587-1642 
 

Risk & Quality 

 

 

Guillermina Rodriguez, Utilization Management 
Phone  (949) 738-5558 
Email  grodriguez@championpayer.com 

 

Kailah Burton 
IPA Manager 
(858) 452-1279 x109 Office 
kburton@ximedinc.com  

Maile Freitas Harrison 
Senior Network Manager 
(858) 452-1279 x115 Office 
mfreitas@ximedinc.com 

April Arechiga 
Network Manager 
(858) 452-1279 x117 Office 
aarechiga@ximedinc.com 

Cheryl Souza, RN 
VP of Clinic Affairs 
(858) 452-1279 x113 Office 
csouza@ximedinc.com  

  Camille Arredondo, LVN 
Clinical Case Manager 
(858) 452-1279 x111 Office 
carredondo@ximedinc.com  

Brittany Friend, BSN, RN 
Associate Director of Quality 
(858) 452-1279 x119 Office 
bfriend@ximedinc.com  

  Caroline Begins 
Associate Director of Risk 
(858) 452-1279 x112 Office 
cbegins@ximedinc.com  

Lauren Duke 
Front Office Supervisor 
(858) 452-1279 x100 Office 
lduke@ximedinc.com 

  Emma Langton 
Health Care Navigator 
(858) 452-1279 x116 Office 
elangton@ximedinc.com 

Michael Sounhein 
Manager -  Provider Contracting & 
Data/Financial Analysis 
(858) 452-1279 x108 Office 
msounhein@ximedinc.com 

  Sue Harris 
Credentialing Manager 
(858) 452-1279 x106 Office 
sharris@ximedinc.com 

 

mailto:rcatalano@prospectmedical.com
mailto:bfriend@ximedinc.com
mailto:mfreitas@ximedinc.com
mailto:aarechiga@ximedinc.com
mailto:csouza@ximedinc.com
mailto:bfriend@ximedinc.com
mailto:carredondo@ximedinc.com
mailto:bfriend@ximedinc.com
mailto:bfriend@ximedinc.com
mailto:bfriend@ximedinc.com
mailto:lduke@ximedinc.com
mailto:elangton@ximedinc.com
mailto:msounhein@ximedinc.com
mailto:sharris@ximedinc.com
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QUALITY IMPROVEMENT  

PROGRAM 
 

Our Mission, Vision, and Commitment to Our Members 
In today’s health care environment, effective medical management requires continuous data analy-

sis. To meet these demands, we’ve developed a collaborative care management platform that 

streamlines data collection, applies clinical rules, and provides physicians direct portal access to  

assist with patient management.  The system allows us to more intelligently administer medical 

management services, which reduces costs, and improves health care quality. 

The QI Program is a systematic process of monitoring and evaluating the quality and the effective-

ness of our patient care.  Our Quality Improvement (QI) Program drives organizational improve-

ment for excellence through efficiency, stabilizing health care costs, and building trust and recogni-

tion in the community to improve the health status and satisfaction of our members.  We are com-

mitted to our members and providers through our dedication to professional standards, evidence-

based medicine, and ethical practice behavior. The IPA maintains practice standards and protocols 

to govern treatment and utilization, along with services focused on always putting the patient first.  

On an ongoing basis, we integrate clinical advances, and implement innovative technology to en-

hance medical care through collaboration and communication.   

Program Structure 

The QI Committee provides a process for promoting and achieving excellence in all areas and at all 

levels of the organization.  The QI Committee has oversight for the processes and resources that    

are reviewed throughout the calendar year.  The QI Committee relies on industry standards set by 

regulators or accrediting organizations and best practices to guide them throughout the year. The 

use of data collection and analysis is critical to identifying populations, problem-solving and pro-

cess improvement. Our UM and Quality Management teams will perform regular training and site 

visits to assist physicians with all the requirements for each contracted Health plan.   

This approach enables us to focus on issues of appropriateness, efficiency, and safety, as well as 

health outcomes and the satisfaction of our members and their providers. This is achieved by con-

tinuous monitoring of our performance with objective, measurable performance standards.  The 

QI Program promotes accountability and ensures identification and evaluation of issues that 

might impact performance, and focuses on improving the health care and administrative services 

provided to our customers. 

In addition to Health Excel’s commitment to quality and excellence, Champion Payer Solutions 

also has a comprehensive program in both Quality Improvement and Utilization Management.  

Both programs strive towards continually promoting the quality of healthcare service.   

Objectives 

• Monitor the QI Program quarterly to assess progress and resource allocation 

• Develop, review, and report on the annual QI Program work plan 

• Assess and evaluate effectiveness of health plan activities 

• Monitor Quality of Care for all members, including responding to and  

 facilitating resolution of member complaints 

• Assess and evaluate delegated activities 

• Monitor and align accreditation with process improvement teams 
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ACCESS TO CARE STANDARDS 
 

Procedures 

This section summarizes the access to care standards and monitoring requirements. The following in-
formation delineates the non-emergency access standards for appointment and telephonic access to 
health care services and the monitoring activities to ensure compliance. Champion Payer Solutions will 
take into consideration member’s condition in arranging timely provision of covered healthcare ser-
vices. 

Commercial & Medicare Non-Emergent Medical Appointment Access Standards 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Behavioral Health Emergent & Non-Emergent Appointment Access Standards 

 

 

 

 

 

 

 

 

 

Appointment Type Time-Elapsed Standard 

Routine and Preventative Care appointments Within 30 calendar days 

Non-urgent/Non-Emergent appointments for   

Primary Care (PCP) 
Must offer the appointment within 1 week 

Non-urgent Care appointments with Specialist  
physicians (SCP) 

Must offer the appointment within 15   
business Days of the request 

Urgent Care appointments that do not require 

prior authorization (PCP) 

Must offer the appointment within 48  

hours of request 

Urgent Care appointments that require prior  

authorization 

Must offer the appointment within 96  

hours of request 

Non-urgent Care appointments for ancillary      
services (for diagnosis or treatment of injury,    
illness, or other health condition) 

Must offer the appointment within 15   

business Days of the request 

In-office wait time for scheduled appointments 

(PCP and SCP) 
Not to exceed 15 minutes 

Appointment Type Time-Elapsed Standard 

Non-urgent appointments with a physician     
mental health care provider 

Must offer the appointment within 10  
business days of request 

Non-Urgent Care appointments with a               
non-physician mental health care provider 

Must offer the appointment within 10  
business days of request 

Urgent Care appointments 
Must offer the appointment within 48 
hours of request 

Access to Care for Non-Life Threatening          
Emergency 

Within 6 hours 

Access to Life-Threatening Emergency Care Immediately 

Access to Follow Up Care After Hospitalization   
for mental illness 

Must Provide Both: 
One follow-up encounter with a mental 
health provider within 7 calendar days 
after discharge 
Plus 
One follow-up encounter with a mental 
health provider within 30 calendar days 
after discharge 



 

 8 

ACCESS TO CARE STANDARDS 

(cont.) 
 

Medi-Medi Non-Emergent Medical Appointment Access Standards 

 

Medicare Dental Appointment Access Standards 

 

 

 

 

 

 

 

 

Access Measure Time-Elapsed Standard 

Access to PCP or designee 24 hours a day, 7 days a week 

Non-urgent Care appointments for Primary Care 
(PCP Regular and Routine, excludes physicals and 
wellness checks) 

Must offer the appointment within 7 business 
days of request 

Adult physical exams and wellness checks 
Must offer the appointment within 30 calendar 
days of request 

Non-urgent appointments with Specialist         
physicians (SCP Regular and Routine) 

Must offer the appointment within 15 business 
days of request 

Urgent Care appointments that do not require 
prior authorization (includes appointment with 
any physician, Nurse Practitioner, Physician’s   
Assistant in office 

Must offer the appointment within 24 hours of  
request 

Urgent Care appointments that require prior    
authorization (SCP) 

Must offer appointment within 96 hours of      
request 

First Prenatal Visit 
Must offer the appointment within 10 business 
days of request (2 weeks) 

Child physical exam and wellness checks with PCP 
Must offer the appointment within 10 business 
days of request 

Non-urgent appointments for ancillary services 
(diagnosis or treatment of injury, illness, or other 
health condition) 

Must offer the appointment within 15 business 
days of request 

Initial Health Assessment (enrollees age 18 
months and older) 

Must be completed within 120 calendar days of  
enrollment 

Initial Health Assessment (enrollees age 18 
months and younger) 

Must be completed within 60 calendar days of 
enrollment 

Appointment Type Time-Elapsed Standard 

Routine and Preventative Care Within 40 business days 

Non-Urgent Dental 
Within 36 business days of request (except 
for preventative dental care) 

Urgent Care appointments that do not 

require prior authorization (PCP) 

Must offer the appointment within 48 hours 

of request 

In-office wait time for scheduled            
appointments (PCP and SCP) 

Not to exceed 15 minutes 
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MEMBER RIGHTS and RESPONSIBILITIES 

 

 

 

PURPOSE  

To ensure members receive quality care delivered in a professional manner with respect for the 
member and his/her rights and to ensure members are informed of their rights and to ensure 
the protection of member rights during healthcare delivery. 
 

POLICY 

It is the policy of Champion Payer Solutions  (CPS) to demonstrate a commitment to treating 
members with dignity and in a manner which respects their rights.  This policy will be 
distributed to all contracted practitioners and annually reviewed and revised as necessary. 
 

• Members have the right to receive information about Champion Payer Solutions, its 
services, its practitioners, its providers, and member’s rights and responsibilities. 

• Members have the right to be treated with respect and recognition of their dignity and 
right to privacy. 

• Members have the right to make recommendations regarding the organization’s 
member’s right and responsibilities policy. 

• Members have the right to participate with practitioners in decision making regarding 
their health care. 

• Members have a right to a candid discussion of appropriate or medically necessary 
treatment options for their conditions, regardless of cost or benefit. 

• Members have a right to voice complaints or file appeals regarding Champion Payer 
Solutions or the care provided. 

• Members have the right to be represented by parents, guardians, family members or 
other conservators for those who are unable to fully participate in their treatment 
decisions. 

• Members have the responsibility to understand their health problems and participate in 
developing mutually agreed upon treatment goals to the degree possible. 

• Members have the responsibility to follow plans and instructions for care that they have 
agreed on with their practitioners. 

• Members have the responsibility to supply information (to the extent possible) that CPS 
and its providers need in order to care for them. 

• Members have the right to access services and information in alternative format (inclusive 
of oral and written) in the language that is prevalent to the CPS population. 
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MEMBER GRIEVANCES/ 

APPEALS PROCESS 
 

Health Excel IPA provides a grievance and appeals process to offer members a variety of 
options in which they can express concerns or dissatisfaction with either the medical care 
or the services provided.  Health Excel will work closely with each of the health plans to 
follow their rules for resolving the situation.  Health Excel will investigate the issues and 
work towards a solution that is satisfactory to both the member and the health plan,      
regardless of the type of grievance that is filed. 
 

Grievances/Complaints are when a member expresses concern or dissatisfaction in quality 
of care.  Members can file complaints/grievances based on the following:  claim disputes or 
denials, changes/terminations of benefits, balance billing, billing for non-covered services, 
co-pay disputes, and concerns over provider’s quality of care.   

 

Requesting a Grievance/Appeal 

Claims grievances may be requested by either the Health Excel IPA member or his/her    
authorized representative. Providers, and/or IPA Plan facilities that provided services may 
submit a grievance, but will be required to obtain patient’s signed authorization.  Health 
Excel IPA will generally resolve complaints within 60 calendar days. However, If the         
patient’s medical condition requires more immediate attention, the grievance may be    
expedited and Health Excel IPA will attempt to resolve it within 72 hours.   

Once an appeal has been submitted to the health plan by the member, the health plan will 
then process either a standard or an expedited appeal, and notify the member directly.  All 
health plan contact information, including address, telephone and FAX number can usually 
be found on the back of the member’s health plan identification cards. 

 

Department of Managed Health Care (DMHC) 

In addition to the complaint processes described above, members also may contact the 
California Department of Managed Health Care (DMHC).  The DMHC is the Agency respon-
sible for the regulations of health care services plans.   Members may contact the DMHC as 
follows:  

Department of Managed Health Care (California) 

Address:   980 9th Street, Suite 500  

    Sacramento, CA 95814 

General Information:   1-888-466-2219 (Phone) 

    1-916-255-5241 (Fax) 

Health Plan Division:  1-916-324-8176 (Phone) 

    1-877-525-1295 (Toll Free) 

Complaint Forms:     www.DMHC.com 

 

https://www.bing.com/local?lid=YN873x2453189122926452933&id=YN873x2453189122926452933&q=California+Department+of+Managed+Health+Care&name=California+Department+of+Managed+Health+Care&cp=38.5811386108398%7e-121.495018005371&ppois=38.5811386108398_-121.49501800
https://www.bing.com/local?lid=YN873x2453189122926452933&id=YN873x2453189122926452933&q=California+Department+of+Managed+Health+Care&name=California+Department+of+Managed+Health+Care&cp=38.5811386108398%7e-121.495018005371&ppois=38.5811386108398_-121.49501800
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MEMBER IDENTIFICATION  

(ID) CARDS 
 

Health Excel IPA members receive ID cards containing information needed by health providers to check 
member’s eligibility and benefits, as well as submit claims.  ID cards typically include the member 
name, member ID number, the group number, and Health Excel IPA contact information. ID cards will 
be generated by the health plan, and mailed to members directly. 

 

Health Plan Insurance Card Samples 

 

 

 

 

Blue Shield  

of California 

 

Alignment 

Health Plan 

 

Imperial  

Health Plan 

 

Champion 

Health Plan 
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MEMBER & PHYSICIAN 

RESOURCES 

Health Excel IPA provides updated resources information for members, and 
compliance information for physician providers on our website.  The following 

items are displayed on our website at www.healthexcelinc.com 

 
 

MEMBER RESOURCES 
 

 Member Rights and Responsibilities 
 Explains members rights and responsibilities, including designating others when the 
 patient is unable to represent themselves fully for patient care. 

 

 Language Assistance Program Contacts 
 Contact information for patients with alternative language requirements. 
 

 Preventive Services Task Force – Published Recommendations 
 https://www.uspreventiveservicestaskforce.org/BrowseRec/Index 
 

 American Academy of Pediatrics 
 https://www.aap.org/en-us/Pages/Default.aspx 
 

 American College of Obstetrics and Gynecology 
 https://www.acog.org/ 
 

 Department of Managed Health Care 
 https://www.dmhc.ca.gov/HealthCareinCalifornia/ResourceList.aspx#preventive 
 

 National Institutes of Health – Health Topics 
 https://www.nih.gov/health-information 

  
 

PHYSICIAN RESOURCES 
 

 Program Trainings 

• California Children’s Services (CCS) 

• Child Health and Disability Prevention Program (CHDP) 

• Chronic Care Improvement Program (CCIP) 

• Comprehensive Perinatal Support Services Programs (CPSP) 

• Department of Health Services Programs 

• Special Needs Program 

 Provider/Staff Training 

• Cultural Linguistics Training  

• Fraud, Waste and Abuse Training 

• HIPAA Privacy, Breach Notification and Compliance 

http://www.healthexcelinc.com
http://ximedipa.com/wp-content/uploads/2018/03/Member_Rights_Responsibilities.pdf
http://ximedipa.com/wp-content/uploads/2018/03/LAP-Assistance-Contact-List.pdf
https://www.uspreventiveservicestaskforce.org/BrowseRec/Index
https://www.aap.org/en-us/Pages/Default.aspx
https://www.aap.org/en-us/Pages/Default.aspx
https://www.dmhc.ca.gov/HealthCareinCalifornia/ResourceList.aspx#preventive
https://www.nih.gov/health-information
http://ximedipa.com/wp-content/uploads/2018/04/PDT-HIPAA-HITECH-Training-Materials-2018-Updated4.2.2018.pdf
http://ximedipa.com/wp-content/uploads/2018/04/PDT-HIPAA-HITECH-Training-Materials-2018-Updated4.2.2018.pdf
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ANNUAL PHYSICIAN 

COMPLIANCE TRAINING 
 
Health Excel IPA and Champion Payer Solutions require annual physician compliance  train-

ing.  Champion Payer Solutions offers various training modules on their website as required 

by our affiliated health plans and regulatory agencies.  Training is mandatory and a re-

quired part of participation with Health Excel IPA, for all primary care physicians, special-

ists, ancillary providers, nurse practitioners and physician assistants.  EXISTING contracted 

providers – training must be completed every calendar year. NEWLY Contracted Providers 

– training must be completed within 10 business days of becoming effective.  

 
For additional health plan specific resources, please visit your contracted health plan 

website(s) regularly to retrieve valuable information, review tools and receive up-

dates to manage your member’s health. 

 
 

TRAINING MODULES 
 

1.  Visit https://healthexcelinc.com/physician-directories/provider-training.com to view 
copies of each applicable health    plan training module.  

   
2.  Review all Health Plan Trainings  

• Alignment Health Plan 
• Blue Shield 
• Imperial 
• SCAN 

   
3.  Review the Program Trainings:  

• Chronic Care Improvement Program 
• Department of Health Services Program 
• Special Needs Program 

 
4.  Review all trainings listed under All Clinical Staff/Physician Trainings 

• Cultural Linguistics 
• Fraud, Waste and Abuse 
• HIPAA Privacy, Breach Notification and Compliance 
 

5.  Complete the OIG/SAM/Medi-Cal Exclusions Screening Attestation 
 
6.  Each provider must complete the required attestations and fax or e-mail the attesta-

tion forms to: Fax (858) 587-1642 or E-mail aarechiga@ximedinc.com 

 
 

https://training.prospectmedical.com/#/home
mailto:aarechiga@ximedinc.com
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CREDENTIALING 
 

 

Overview 
The Health Excel IPA Credentialing Program evaluates practitioner’s professional credentials in accord-
ance with federal, state and NCQA requirements to ensure that they are adequately qualified to pro-
vide service to Health Excel IPA members. Health Excel IPA will not discriminate in terms of participa-
tion, reimbursement, or indemnification, against any healthcare professional who is acting within the 
scope of his or her license or certification under state law. Only licensed and qualified applicants who 
meet the IPA’s standards and participation requirements are accepted or retained in Health Excel IPA’s 
network. The credentialing process is administered by Health Excel IPA or by entities delegated by 
Health Excel IPA that agree to credential practitioners in accordance with Health Excel IPA’s criteria.  
 

Credentialing Process 
Health Excel IPA, or its delegated designees, must credential all physicians (MDs, DOs), podiatrists 
(DPMs), chiropractors (DCs), clinical psychologists (PhD, PSY.D.), other licensed behavioral health prac-
titioners (LCSWs, MFCCs, MFTs, MHCs, Psych. RNs), allied and ancillary health practitioners (PAs, NPs, 
CNMs, NMWs, CRNAs, acupuncturists, PTs, AUs, SPs, OPTs, OTs) and such other practitioners who are 
authorized by law to deliver health care services to Health Excel IPA members. Healthcare Delivery Or-
ganizations (HDOs), which include hospitals, skilled nursing facilities (SNFs), home health agencies, dial-
ysis centers, laboratories and ambulatory surgical centers, must be credentialed by Health Excel IPA or 
its delegated designees prior to rendering care to Health Excel IPA members. Health Excel IPA is re-
sponsible for credentialing all practitioners (excluding certain hospital-based practitioners) and HDOs 
with whom it contracts directly.  
 

Non-Discrimination Policy - Credentialing and Re-Credentialing 
IPA will not consider age, sex, religion, race, creed, color, national origin or sexual orientation when 
determining a practitioner’s qualification to provide health care services to members. Additionally, se-
lection and retention criteria will not discriminate against health care professionals who service high-
risk populations or those who specialize in treating costly conditions.  
 

The Credentialing Staff/Credentialing Committee reviews each credentialing applica-
tion to ensure that all the required information is included. 
 
This information consists of the following:  

 Work history (continuous of at least five years) without gaps 
 Application questionnaire    
 Name of primary admitting facility, if applicable. If no hospital staff privileges, evidence of 

ability to have a patient admitted by a Health Excel IPA practitioner 
Signed attestation by the applicant to the correctness and completeness of the application which 
includes: 

 Release of information (signed and dated)  
 Copy of current malpractice insurance face sheet including minimum coverage as required 

in contract or as required by law  
 Current medical license or certification number  
 ECFMG certificate, as applicable  
 Copy of current DEA License and current State License   
 Copy of CV  
 Practitioner’s Rights 
 



 

 15 

 

CREDENTIALING (cont.) 
 

 

Organizations Provider Credentialing 
For HDOs, Health Excel IPA will confirm that the organizational provider: 

 Meets all state and federal licensing and regulatory requirements in good standing 
 Has proof of adequate liability insurance 
 Has evidence of accreditation or site visit by a recognized accrediting body or current CMS 

certification 
 

Notification of Discrepancy  
Practitioners will be notified in writing, via letter or fax, when information obtained by primary 
sources varies substantially from information provided on the practitioner’s application. Examples of 
information at substantial variance include reports of a practitioner’s malpractice claims history, 
actions taken against a practitioner’s license/certificate, suspension or termination of hospital privi-
leges or board certifying expiration when one or more of these examples have not been self-
reported by the practitioner on his/her application form. Practitioners will be notified of the discrep-
ancy at the time of the primary source verification. Sources will not be revealed if information ob-
tained is not intended for verification of credentialing or is protected from disclosure by law.  
 

If a practitioner believes that erroneous information has been supplied to Health Excel IPA by prima-
ry sources, the practitioner may correct such information by submitting written notification to the 
Credentialing Department. Practitioners must submit a written notice along with a detailed explana-
tion to Health Excel IPA. Notification to the IPA must occur within 48 hours of Health Excel IPA notifi-
cation to the practitioner of a discrepancy or within 24 hours of a practitioner’s review of his or her 
credentialing file. Upon receipt of notification from the practitioner, Health Excel IPA will re-verify 
the primary source information in dispute. If the primary source information has changed, correc-
tion will be made immediately to the practitioner’s credentials file. The practitioner will be notified 
in writing, via letter or fax that the correction has been made to his or her credentials file. If, upon   
re-review, primary source information remains inconsistent with the practitioner’s notification, the 
Credentialing Department will so notify the practitioner via letter or fax.  
 

The practitioner may then provide proof of correction by the primary source body to Health Excel 
IPA’s QM Department via letter or fax at the address above within 20 working days. The Credential-
ing Department will re-verify primary source information if such documentation is provided. If, after 
10 working days, primary source information remains in dispute, the practitioner will be subject to 
Adverse Action, up to administrative denial/termination.  
 

Primary Source Verification for Credentialing 
For non-delegated credentialing, the Credentialing Department obtains and reviews information on 
the application and verifies the information for primary sources.  
 

Applicant Office Site Evaluation  
Health Excel IPA does not have a policy that routinely conducts an office site evaluation for each ap-
plicant PCP or OB/GYN or high-volume practitioner as a condition of credentialing or re-
credentialing, but those visits may be conducted in response to a complaint about the specific     
facility. If a site visit is conducted, a corrective action plan (CAP) may be requested at the time of 
visit detailing any non-compliance. Applicants considered non-compliant in any critical criteria do 
not pass the site evaluation and an action plan is implemented. A second site evaluation is sched-
uled to ensure implementation of the action plan. Applicants who refuse to allow an office site eval-
uation, who fail to provide corrective documentation as needed, or who fail two consecutive site 
evaluations do not meet Health Excel IPA standards for participation and are referred to Health   
Excel IPA’s Board of Directors Committee for suspension from the provider network. 
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CREDENTIALING (cont.) 
 

 
Re-credentialing Application  
The re-credentialing process provides a mechanism for updating and re-verifying a practitioner’s li-
cense and professional status within every three years.  
 

Provider Credentialing Rights 
The decision to credential or re-credential a practitioner is based on the information assembled,   
including, but not limited to, the information gathered through a completed application and primary 
source verification. Credentialing/re-credentialing criteria are used to establish consistent, clear   
objectives for the credentialing/re-credentialing of practitioners. The credentialing/re-credentialing 
decision to approve or deny the applicant is determined by the Credentials Committee. Health Excel 
IPA credentialing decisions are not based on an applicant’s race, ethnic/national identity, gender, 
age, sexual orientation, or the types of procedures or patients in which the practitioner specializes. 
This does not preclude Health Excel IPA from including in its network practitioners who meet certain 
demographic or specialty needs. 
 
During the credentialing process: 

• You may request information regarding the status of your application at any time. 
• You will be promptly notified of information that varies significantly from the     

information you have provided, and you will be given the opportunity to submit 
updated/additional documentation or corrections.  

• Notification of the Credentialing Committee decision regarding your application will 
be sent via written letter promptly after the meeting at which your application is 
presented. 

 
Note: Approval of your credentialing application is not indicative of health plan contract effective 

dates.  Contact Sue Harris, Credentialing Manager, at 858-452-1279 or email sharris@ximedinc.com 

for your official effective date.  

 
 

mailto:bfriend@ximedinc.com
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COMPLIANCE PROGRAM 

Champion has established a comprehensive Compliance Program that is consistent with the Federal Sentenc-
ing Guidelines as outlined by the OIG (Office of the Inspector General).  Champion’s Compliance Program, 
established by its Board of Directors, consists of the Code of Conduct, the Compliance Program and various 
policies and procedures related to general compliance, fraud, waste and abuse, and privacy issues.  The Com-
pliance Program represents Champion’s commitment to high standards of conduct. In the event that Champi-
on becomes aware of non-compliance with the policies of the Compliance Program, Champion will investi-
gate, take disciplinary action when needed, and implement corrective actions to prevent future occurrences. 
The Compliance Program, which is under the leadership of the Chief Compliance Officer and the Champion 
compliance committee consisting of senior management, demonstrates commitment to comply with federal, 
state, and local laws and to conduct our business in an ethical manner.  

Privacy  

The Health Insurance Portability and Accountability Act (HIPAA) is a federal law that requires all Covered 
Entities, including Champion’s providers, to protect the security and privacy of its members’ Protected 
Health Information (PHI) and to provide its members with certain privacy rights, including the right to file a 
privacy complaint.  

Champion supports the efforts of its providers to comply with HIPAA requirements. Because patient infor-
mation is critical to carrying out health care operations and payment, Champion and its providers need to 
work together to comply with HIPAA requirements in terms of protecting patient privacy rights, safeguard-
ing PHI and providing patients with access to their own PHI upon request.  

In the event that PHI is improperly accessed, disclosed, transmitted, or handled, you must take immediate 
action to minimize the negative impact to the patient, and to notify Champion’s Compliance Department so 
that we can take prompt actions to address the incident in accordance with relevant Federal and State 
laws.    

Fraud, Waste, and Abuse (FWA)  

The government has increased investigations of fraudulent activities in health care, with respect to both 
providers and beneficiaries.  State and federal authorities have prosecuted numerous healthcare providers 
for various fraudulent practices, and also mandated health care entities to establish anti-fraud programs. 
Following this mandate and resultant industry trends, Champion’s Compliance Program contains policies 
and practices designed to detect and investigate incidents of fraud and abuse.  Such policies include disclo-
sure of such instances to health plans and government agencies or contractors, as appropriate. As a health 
care provider, your diligence and cooperation is critical to the effectiveness of our anti-fraud and abuse 
efforts.   

Health care fraud includes, but is not limited to, knowingly making or causing to be made any false or 
fraudulent claim for payment of a health care benefit. Thus, any intentional deception or misrepresenta-
tion that a provider, member, employee, supplier or other entity makes knowing that such action could 
result in an unauthorized payment, benefit, denial, or other illegal action would be classified as health care 
fraud.  Other examples of health care fraud include overutilization of items and services, fraud in applica-
tions for health care benefits for beneficiaries, doctor shopping and identity theft.  

If you have any questions or concerns related to compliance, privacy, or FWA, please contact Michelle 
Reed, Compliance Officer at Compliance@championpayer.com. 

Alternatively, you can report any issue (such as violations of the law or Champion policies, conflict of inter-
est, theft or fraud, unethical or improper dealings with members, vendors, or patients, etc.) by calling the 
Compliance Hotline at 800-885-8000.  The Hotline is open 24 hours a day, 7 days a week and is operated by 
an independent company. Callers may remain anonymous and translators are available.    

Please be assured that Champion will not retaliate against or take any adverse action against any individual or 
entity that reports a good-faith compliance complaint through the Compliance Officer, hotline or otherwise.  

 

COMPLIANCE PROGRAM 
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CLAIMS PROCEDURES 

CLAIMS 

Health Excel IPA offers several methods for claims submission. The following highlights the available 
options.   

Electronic Claim Submission Methods 

• QuickCap—offers online claims status 

• Office Ally—offers file upload, and online claims entry 
 

 
Paper Claim Submissions 

If you choose to submit paper claims, the claim must be submitted using industry-
standard formats, on industry standard forms (HCFA form 1500), using the required 
specific code set as promulgated by HIPAA. The claim submission must communicate 
all of the following required elements to ensure accurate and timely claim payment: 

• Who was treated and why 
• Services provided 
• Date of service 
• Amount billed for those services 
• Where those services were rendered 
• Who rendered those services 

The above data is also essential for state, national, and accrediting body reporting  

requirements. 
 

Coding Requirements 

• Healthcare Common Procedure Coding System (HCPCS) for Ancillary Services Procedures 
• Code on Dental Procedures and Nomenclature (CDT) 
• Current Procedural Terminology (CPT-4) for Physicians Procedures 
• International Classification of Diseases, ICD-10 for dates of service Oct. 1, 2015, and there-

after 
• National Drug Codes (NDC) 
• Codes maintained by the National Uniform Billing Committee (NUBC) for institutional use 
• National Provider Identifier (NPI) 
• Taxonomy 

• Other specific coding requirements as determined by the standard format 
 

Claims Filing Address 

Paper claims should be submitted to the following claims filing address, unless otherwise stat-
ed on the member’s ID card: 
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CLAIMS PROCEDURES (cont.) 

 

CLAIMS & ENCOUNTER DATA SUBMISSION INSTRUCTIONS 
 

As required by Assembly Bill 1455, the California Department of Managed Health Care has    
set forth regulations establishing certain claim settlement practices and the process for         
resolving claims disputes for managed care products regulated by the Department of         
Managed Health Care. 

 
Claims for services provided to members assigned to Health Excel IPA must be sent to 
the following: 

Via Mail: Champion Payer Solutions 

 P.O Box 15337 

 Long Beach, CA 90815 

Via Office Ally: www.Officeally.com 

 Provider ID CPS01 

 

The following is a list of claim timeliness requirements, claims supplemental information 
and claims documentation required by Champion Payer Solutions. 

 

• Contracted Providers: Contracted providers are required to submit claims within 
90 days from the date services were rendered, or according to the time specified 
in the contract, whichever date is longer.  All encounter data must be sent to  
Champion within 30 days from the date services were rendered. 

 

• Non-Contracted Providers:  Non-contracted providers are required to submit 
claims within 180 days from the date services were rendered, except as required 
by state or federal law or regulation. 

 

• Hospital-Based Physicians: Hospital-based physicians are required to submit 
claims within 365 days from the date services were rendered. 

 

• Corrected claims that are resubmitted because Champion has contested the origi-
nal claim for additional information (e.g. medical records, correct modifier, invalid 
ICD-10 code) must be submitted to Champion within 45 business days from date 
of determination to be eligible for reconsideration. Corrected claims or claims 
submitted with additional information will be denied for untimely filing if re-
ceived more than 45 business days after original claim’s denial has been generat-
ed. 

 

 

mailto:www.officeally.com
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CLAIMS PROCEDURES (cont.) 

 

CATEGORIES OF REFERRALS 
All referrals shall be classified into one of the following categories: 

• STAT — A referral for a condition that threatens loss of life, loss of limb, loss of 
bodily function or substantial impairment. 

• Urgent or Emergent—A serious condition that threatens loss of life, loss of 
limb, loss of bodily function or substantial impairment. 

• Routine Referral—Limited physical exam, follow-up to acute or chronic medical 
or surgical condition, not life or limb threatening.  

 
CONTINUITY OF CARE 
Champion Payer Solutions is required to give 60-day advance notice when a Primary Care or Special-
ty Care Provider is terminated. This must be done in writing to each member that is affected by this 
change. The member will receive a letter concerning continuity of care rights. The condition under 
which a member may continue with terminated or non-contracted providers are as follows: 

• Continuing care for pregnancy 
• Acute condition 
• Terminal illness 
• Mental Health 
• Care of a newborn between birth and 36 months covered for 12 months from the        

contracted termination date 

The length of the transition period will consider the severity of the member’s condition and the 
amount of time necessary to affect a safe transfer on a case by case basis. 

 

ACCEPTABLE PROOF OF TIMELY FILING   
When submitting a claim with an approved retro-authorization, the claim must be submitted  
within 45 calendar days from the date the retro-authorization was approved by Champion. 

 
ACKNOWLEDGEMENT OF CLAIM RECEIPT  
Champion will acknowledge receipt of all contracted provider claims via the web portal 
QuickCap. 

 

CLAIM STATUS 
To determine if your claim has been received by Champion and to check the status of a claim, 
please log into QuickCap and search for the claim under the Claims Status feature. 

 

You may also obtain claims status or determine if your claim has been received by Champion 
by calling the Claims Department. 
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CLAIMS PROCEDURES (cont.) 
 

ACCEPTABLE PROOF OF TIMELY FILING   
 

Acceptable documentation for proof of timely filing must be a confirmation receipt from Office Ally or 
QuickCap.  If you submit paper claims, please refer to QuickCap to confirm that your claim has been     
received by Champion.  You will not receive written documentation of proof of receipt for paper claims 
from Champion, since all contracted providers have the ability to view claims status on-line through  
Champion’s on-line portal, QuickCap. 
 

All claims and encounter data must be submitted on a properly completed CMS 1500 claim form. The 
information must include the following: 

• Patient’s name  
• Patient’s address 
• Patient’s date of birth  
• Patient’s insurance company 
• Patient’s ID number  
• Date of Service(s) 
• Place of Service  
• CPT code(s) and/or HCPCS 
• ICD-10 code(s) 
• NDC Number for drugs where contract rates are a percentage of AWP 
• Name of Rendering Physician 
• State License number of Rendering Physician must be present in box 24k 
• Itemized Charges 
• Tax I.D. Number of Contracted Entity 
• Authorization Number in box 23 
• No more than six lines of service on one claim 
• For referred and/or ordered services, the name of the referring or ordering physician 

and the NPI or UPIN numbers must be present in box 17 and 17A 
• Emergency Services shall include any necessary medical records to make a proper  

determination of the emergency service rendered. 
• If Provider is understood to be and identified as a ‘Direct Access’ provider, a copy of the direct 

referral form must be attached to the CMS 1500 form. 
• If member was treated under the Blue Shield Direct Access + Program, a copy of the member’s 

ID card must be provided. 
• Urgent Care providers must bill with the term ‘Urgent Care’ in box 23 and place service 

code 20. 
 

For Institutional Providers, the following is required: 

• Claims must be submitted on UB 04 Claim Form with all entries stated as mandatory by NUBC 
and required by federal statute and regulations and any state-designated data requirements 
included in statutes or regulations. 

• Appropriate Revenue, CPT, ICD-10, and HCPCS 
• Copies of invoices when billing for miscellaneous drugs and/or supplies 

▪ Patient’s name  ▪ Patient’s address 
▪ Patient’s date of birth ▪ Patient’s insurance company name 
▪ Patient’s ID number  ▪ Date of Service(s) 
▪ Place of Service  ▪ CPT code(s) 
▪ ICD-10 code(s)  ▪ Name of Admitting Physician 
▪ Charges   ▪ Tax I.D. Number 

• Emergency Services shall include any necessary medical records to make a proper determination 
of the emergency service rendered. 
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CLAIMS PROCEDURES (cont.) 

 
SUBMITTING AUTHORIZATIONS 
 

Please review the following guidelines for submitting authorization requests for referrals:  
 

All routine requests shall be submitted via QuickCap: 

• When submitting a referral via QuickCap and you search for a member, this step will verify 
eligibility for you. If a member is not eligible then it will not allow you to submit a referral. 

• Include as much information as possible regarding the diagnosis and reason for the request. 
• Attach a consult letter, test results, office notes, etc. You are now able to attach medical     

records via QuickCap, please refer to the online tools of the provider manual for step by step 
instructions. All medical records and test results must have patient identification and must be 
legible for Champion’s Medical Management department to make accurate and timely          
decisions regarding your request. (Include Physician prescription for any DME, Drug, SNF or 
Custodial patient order.) 

• Please be clear and specific as to what you are requesting. (i.e., consult, procedure,             
Outpatient Surgery and In-Patient Surgery, etc.)  CPT codes must be listed. 

• Do  not  schedule  a  procedure  or  surgery  before  your  request  is authorized. 
 

Once your authorization request is received, it will be verified for eligibility and benefits. Champion 
encourages providers to verify co-payments directly with the health plan, especially if it is not indi-
cated on the authorization. Champion’s Medical Management department will then evaluate the 
request and assign a disposition. If the necessary information needed to process your request is not 
received, a Medical Management representative will call the referring provider to request medical 
records. If the information is not received within 5 days, a delayed decision letter will be issued to 
the member and provider. 
 

If approved, an authorization will be generated and faxed to the PCP and Specialist. If not auto ap-
proved on QuickCap, an approval letter will be mailed to the patient if the authorization is generat-
ed from the IDX system. 
 

All medical necessity denial decisions will be determined by a Physician Reviewer in accordance 
with review criteria. The Physician Reviewer is available to discuss determination by calling (833) 
914-0586. A written notification will be sent to both the member and provider within 1 business 
day of denial determination. 

 

Out-Of-Network Referrals 
 

Referrals to out-of-network providers are permitted only if the required specialty is not represent-
ed in the medical group or a required specialist is not otherwise available. All out-of-network refer-
rals must receive advance authorization from Champion’s Medical Management Department. 
 

Champion will manage all patients in non-participating facilities. The Case Manager will transfer the 
patient to a participating facility when the patient is stable. 
 

STAT/Urgent Referral Requests 

• DO NOT FAX OR MAIL STAT OR URGENT REQUESTS.  

• Sometimes an ”Expedited” referral is indicated.  If you feel a “Expedited” referral is medically 
indicated, QuickCap has a dropdown menu option. 

• If you feel the diagnosis represents a potentially life-threatening emergency, send the patient 
directly to the nearest emergency room. 
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CLAIMS PROCEDURES (cont.) 

 
PRIOR AUTHORIZATION 

What is a prior authorization? 

Prior authorization is the process of receiving written approval from Health Excel IPA prior to 
services or products being rendered. The provider requests and submits the prior authorization. 
Services are still subject to all plan provisions including, but not limited to, medical necessity and 
plan exclusions. 

When is prior authorization needed? 
Prior authorization is generally required for all services.  Please refer to member’s Evidence Of          
Coverage to determine exclusions, limitations and benefit maximums that may apply to a particular 
procedure, medication, service, or supply.   

A prior authorization is generally not required for: 

• Emergency care or urgent care at an emergency or urgent care facility 

 

Prior authorization process: 
Based on the medical complexity of services, we expect preferred providers to follow prior           

authorization guidelines. We encourage members to verify prior authorization as requested by  

their provider and approved by Health Excel IPA. 

Provider should verify member eligibility and benefits by calling Member Services at 858-452-1279. 

Members should review their health plan for specific authorization requirements, excluded ser-

vices/treatments, and referral requirements. 

 

Prior authorization is required for most inpatient admissions: 
Different standards apply depending on whether the admission is elective or acute.  

Elective admissions: Providers must submit a prior authorization request a minimum of three days 

prior to an elective (non-emergency) hospital admission or admission to a residential treatment 

program for treatment of alcoholism, drug abuse, or nervous or mental disorders. 

Acute admissions: Facility must notify Health Excel IPA within two days of an acute (direct or emer-

gency) admission. Notification may be provided in writing or by calling the phone number located 

on the member ID card or by calling Member Services. 

Providers should submit clinical information to support the admission. Information requested for 
concurrent review should be sent within 24 hours of our request. 

Inpatient admissions include a member’s admission to: 
• Inpatient hospital 

• Hospice inpatient facility 

• Inpatient rehabilitation facility 

• Skilled nursing facility, when Medicare is not primary 

• Inpatient and residential facility for Behavioral Health Services 

 



 

 24 

REFERRALS 
 

Under applicable Health Excel IPA plans, referrals may be required when a preferred 
provider sends the member to a non-preferred specialty provider or facility for health 
care services to treat a covered illness or injury. 
 

Please contact Champion Payer Solutions (CPS) to determine whether a referral is needed. 
If so, Health Excel IPA requires that you complete a Referral Authorization Request Form 
prior to services being rendered. 

The referral must be submitted via QuickCap, and must also meet the following criteria: 

1.  Requested by a physician; 

2.  Received by HEX in writing or by telephone prior to health care services 

being provided; 

3.  Approved by HEX; 

4.  Valid for the period of time specified by Health Excel IPA. 

Please see the QuickCap information on page 39. 
 

ADDITIONAL RESOURCES 

Health Excel IPA has included a variety of Resources.  In the following pages, you will 
find the enclosed materials: 

Laboratory Locations 

• Listing of LabCorp Patient Service Centers in the San Diego Area 

Emergency/Urgent Care Locations 

• Listing of Emergency/Urgent Care Centers 

Imaging/Radiology Locations 

• Listing of Imaging/Radiology Centers in the San Diego Area 

Surgery Centers/Ancillary Services 

• Listing of Surgery Centers in the San Diego Area 

• Listing of additional Ancillary Services, including DME and Home Health  

Additional Forms: 

• Auto Approval Guide 

• Office Update Request Form 

• Treatment Authorization Form 

 

  

 

http://www.wpsic.com/files/20816_referral-authorization-request.pdf
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AUTO-APPROVAL GUIDE 
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AUTO-APPROVAL GUIDE 
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TREAMENT AUTHORIZATION 

REQUEST FORM 
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OFFICE UPDATE REQUEST FORM 
 
Health Excel IPA must maintain accurate information in our provider database.  This updated infor-
mation will be forwarded to health plans affiliated with Health Excel IPA.  We want to confirm the in-
formation we have on file matches what is returned on this form.  Please complete, provide any 
changes, attach updated W-9, and fax or email this form to:  

Fax to Credentialing: (858) 587-1642, or sharris@ximedinc.com  
 

Physician’s Name: _____________________________________________________________________________ 
 

Additional Physicians: ________________________________________________________________________ 

(in same office contracted with IPA) 

____________________________________________________________________________________________ 
 

Effective Date: _______________________________________________________________________________ 

(If there has been an address change) 

 

Address: _____________________________________________________________________________________ 

 

City, State, Zip:________________________________________________________________________________ 

 

Phone: (         ) ________________________________       Fax: (           ) __________________________________ 

 

Tax ID Number: ____________________________________________ 

(PLEASE ATTACH W-9 TO THIS FORM - it is required that we get an updated W-9 to confirm TIN) 
 

Billing Address: ___________________________________________________________________________ 

 

Hospital Affiliations: ___________________________________________________________________________ 

 

Office Hours: M ________ T_________ W _________ Th _________ F _________ Sat _________ Sun_______ 

 

Languages Spoken:____________________________________________________________________________ 

 

Patient Ages:  _____ All Ages _____ Newborn - 18 _____ 18 & up _____ Other: ________________________ 

 

Office Manager/Contact: _______________________________________________________________________  

******************************************************************************************** 

PCPs ONLY: 

Does your office provide Well Woman Exams to members?  __________ 

Does your office provide EKGs to members?  ___________ 

******************************************************************************************** 

Authorized Signature: ______________________________ Title: _______________________________ 
   Office Manager/Supervisor or Physician 

Date: __________________________________       Phone Number: _____________________________  
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HOSPITALS 

 

For Emergency Care, Health Excel offers a variety of Hospitals and locations within 
our network.  Contact the location nearest to you right away should you need  
emergency care. 

SCRIPPS HOSPITALS 

www.scripps.org 

 

 
 

 
 
 
 

 

 

 

 

 

 
 
 

 
 
 
 
 
 
 
 

 
Care 

Services 

include: 

Scripps Memorial Hospital La Jolla  
9888 Genesee Avenue 
La Jolla, CA 92037 
(858) 626-4123 

 

Scripps Memorial Hospital Encinitas  
354 Santa Fe Drive 
Encinitas, CA 92024 
(760) 633-6501 

 

Scripps Mercy Hospital Chula Vista  
435 H Street 
Chula Vista, CA 91910 
(619) 691-7000 

 

Scripps Mercy Hospital  
4077 5th Avenue 
San Diego, CA 92103 
(619) 294-8111 

 

Scripps Green Hospital  
10666 N Torrey Pines Rd 
La Jolla, CA 92037 
(858) 554-9100 

 

http://mdtoday.com/contact/
http://www.scripps.org
https://www.afcurgentcarechulavista.com/
https://www.afcurgentcarechulavista.com/
tel:8582473552
https://www.afcurgentcarechulavista.com/
https://www.afcurgentcarechulavista.com/
https://www.afcurgentcarechulavista.com/
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FEDERALLY QUALIFIED 

HEALTH CENTERS (FQHCs) 
 

The Health Excel Network has three Federally Qualified Health Centers (FQHCs), 
providing multiple specialties of care, at multiple locations per FQHC. 

 

SAN YSIDRO HEALTH CENTERS -  www.syhc.org 
San Ysidro Health Line (619) 662-4100 (See Website for Additional Locations) 

 
 

 
 
 
 
 
 
 
 
LA MAESTRA COMMUNITY HEALTH CENTERS 

 www.lamaestra.org 
 
 
 
 
 
 
 
 

 
 
 
 

NEIGHBORHOOD HEALTHCARE-  www.nhcare.org  

San Ysidro Health Chula Vista  
678 3rd Avenue  
Chula Vista, CA 91910 
Monday-Friday 8am-5pm 

San Ysidro Health Paradise Hills  
2400 East 8th Street 
National City, CA 91950 
Monday-Friday 8am-5pm 

San Ysidro King-Chavez Health Center  
950 South Euclid Avenue  
San Diego, CA 92114 
Monday-Friday 8am-5pm 
Saturday 8am-4pm 

San Ysidro Health Center  
4004 Beyer Boulevard  
San Ysidro, CA 92173 
Monday-Friday 8am-7:30pm 
Saturday 8:30am-2pm 

Hope Clinic  
4171 Fairmount Avenue 
San Diego, CA 92105 
(619) 269-1269 
Monday-Friday 8am-5:30pm 

National City  
217 Highland Avenue 
National City, CA 91950 
(619) 434-7308 
Monday-Friday 8am-5:30pm 

El Cajon First Street  
165 South First Street 
El Cajon, CA 92109 
(619) 312-0347 
Monday-Friday 8am-5:30pm 

El Cajon Broadway  
1032 Broadway 
El Cajon, CA 92019 
(619) 795-5991 
Monday-Friday 8:30am-5:30pm 

Neighborhood Healthcare El Cajon  
855 E Madison Avenue 
El Cajon, CA 92020 
(619) 440-2751 

Neighborhood Healthcare Escondido  
460 N. Elm Street 
Escondido, CA 92025 
(760) 520-8100 

Neighborhood Healthcare Lakeside  
10039 Vine Street 
Lakeside, CA 92040 
(619) 390-9975 

Neighborhood Healthcare Poway  
13010 Poway Road 
Poway, CA 92064 
(858) 218-3000 

http://www.syhc.org
http://www.lamaestra.org
http://www.nhcare.org
https://www.afcurgentcarechulavista.com/
https://www.afcurgentcarechulavista.com/
https://www.afcurgentcarechulavista.com/
https://www.afcurgentcarechulavista.com/
https://www.afcurgentcarechulavista.com/
https://www.afcurgentcarechulavista.com/
https://www.afcurgentcarechulavista.com/
https://www.afcurgentcarechulavista.com/
https://www.afcurgentcarechulavista.com/
https://www.afcurgentcarechulavista.com/
https://www.afcurgentcarechulavista.com/
https://www.afcurgentcarechulavista.com/
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EMERGENCY/URGENT CARE 

 

For Emergency Care, please go to the hospital listed 
on your plan, or go directly to the nearest hospital. 
 

Emergency Medical Care is defined as a health care service provided by a health care provider 
to treat a medical emergency. 

A medical emergency is a medical condition that manifests itself by acute and abnormal signs and 
symptoms of sufficient severity, including severe pain, to lead a prudent layperson who possess-
es an average knowledge of health and medicine to reasonably conclude that a lack of immediate 
medical attention will likely result in any of the following: 

1.  Serious jeopardy to the person’s health or, with respect to a pregnant woman, serious      
jeopardy to the health of the woman or her unborn child; 

2.  Serious impairment to the person’s bodily functions; or 

3.  Serious dysfunction of one or more of the person’s body organs or parts. 

Health Excel IPA provides coverage for emergency services provided to a member by network, or 

non-network providers, subject to the terms of the member’s benefit plan. 

 

Emergency Care Guidelines 

Emergency medical care does not include non-emergency, urgent care, routine health care,   
dental, or maintenance treatment, services and supplies, and/or routine medical exams. 

Emergency hospital admissions are not subject to prior authorization requirements stated in the 
member’s benefit plan. However, if a member is admitted on an emergency basis, the provider 
or the member should notify us within two (2) business days of the admission date. 

A copayment may apply to a member’s use of a hospital emergency room. The copayment 
amount applies to each member for each visit to the hospital emergency room or any other    
facility charge as an extension of the hospital emergency room, including urgent care rooms. 

After any applicable hospital emergency room copayment amount is applied, Health Excel will 
apply benefits as stated in the member’s benefit plan for the emergency room fee billed by the 
hospital for use of the hospital emergency room. This does not include miscellaneous hospital 
expenses and other health care services provided during the visit to the hospital emergency 
room. 

If a member receives health care services from an urgent care facility within a hospital, applicable 
copayments as stated in the member’s benefit plan may apply. 

Hospital emergency room copayment may be waived for emergency room visits if the member is 
admitted as a resident patient to the hospital directly from the hospital emergency room. 

Urgent Care is defined as care received for an illness or injury with symptoms of sudden or re-
cent onset that require medical care the same day.  See Urgent Care information on next page. 

 

 



 

 32 

URGENT CARE CENTERS 

 

MD TODAY URGENT CARE 

Health Excel IPA Urgent Care Centers - quick and convenient care for when you need 
it the most.  Health Excel IPA offers MD Today Urgent Care, with two convenient loca-
tions in San Diego, and more coming soon.  Find excellent care with quick and con-
venient access.  Contact the location nearest to you right away should you need      
urgent care. 

Website: www.mdtoday.com 

MD Today - Scripps Ranch Urgent Care 
10605 Scripps Pkwy, Ste C 
San Diego, CA 92131 
Phone (858) 622-0554  
Fax (858) 622-1417  
 

Monday to Friday 8 a.m. to 8 p.m. 
Saturdays/Sundays 8 a.m. to 8 p.m. 
*Open all holidays, except Thanksgiving and Christmas 
 

MD Today - Carmel Valley Urgent Care 

3830 Valley Centre Drive, Suite #702 
San Diego, CA 92130 
Phone (858) 720-0554  
Fax (858) 720-0553 
 

Monday to Friday 8 a.m. to 8 p.m. 
Saturdays/Sundays 9 a.m. to 3 p.m. 
*Open all holidays, except Thanksgiving and Christmas 
 

SERVICES OFFERED: 

 

Care 

Ser-

vices 

in-

clude: 

• Injuries • First Aid 

• Illnesses • Lacerations 

• Coughs • Drug Screens 

• Colds • TB Testing 

• Infections • Minor Fractures 

• Sports Physicals • X Rays 

• Worker’s Compensation • DOT Physicals 

• Pulmonary Functions Testing  

https://mdtoday.com/
http://mdtoday.com/contact/
http://mdtoday.com/contact/
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URGENT CARE CENTERS 

 

 

AMERICAN FAMILY CARE (AFC) URGENT CARE 

Health Excel IPA Urgent Care Centers - quick and convenient care for when you 

need it the most.  Health Excel IPA offers American Family Care (AFC) urgent care 

centers, with five convenient locations in San Diego, and more coming soon.  Find 

excellent care with quick and convenient access.  Contact the location nearest to 

you right away should you need urgent care.  Physician(s) are on site. 

Website: www.afcurgentcare.com 

AFC Urgent Care Locations Throughout San Diego 

Open 8AM – 8PM Monday to Sunday, no appointment needed 
 

 

 

 

 

SERVICES OFFERED: 

Urgent Care Vaccines-Travel Medicine 

Primary Care Immigration Physicals 

Digital X-Ray Services Vaccines– Immunizations 

Lab Work Physicals—DOT 

Routine Check Ups Drug Testing 

Occupational Health and Worker’s Comp Sports Injuries  

Sports/School Physicals 

: 

AFC Urgent Care Bonita Point 
760 Otay Lakes Road  
Chula Vista, CA 91910 
(619) 821-2300 

AFC Urgent Care Clairemont 
5671 Balboa Ave  
San Diego, CA 92111 
(858) 800-2880 

AFC Urgent Care Mira Mesa 
8260 Mira Mesa Blvd, Suite A  
San Diego, CA 92126 
(858) 900-3550 

AFC Urgent Care Mission Valley 
8590 Rio San Diego Drive, Suite 111  
San Diego, CA 92108 
(619) 736-4600 

AFC Urgent Care Santee 
10538 Mission Gorge Rd., Suite 100  
Santee, CA 92071 
(619) 456-0033 

Point Loma Mission Valley 
1740  Rosecrans Street  
San Diego, CA 92106 
(619) 790-7800 

https://www.afcurgentcare.com/
https://www.afcurgentcarechulavista.com/
tel:6193044634
https://www.afcurgentcareclairemont.com/
tel:8582953283
https://www.afcurgentcaremiramesa.com/
tel:8582473552
https://www.afcurgentcaremissionvalley.com/
tel:6193049606
https://www.afcurgentcaresantee.com/
tel:6193048170
https://www.afcurgentcaremissionvalley.com/
tel:6193049606
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URGENT CARE CENTERS 

 

Health Excel IPA Urgent Care Centers - quick and convenient care for when you need 
it the most.  Health Excel IPA offers 8-2-8 Urgent Care, and South Bay Urgent 
Care.  Find excellent care with quick and convenient access.  Contact the location 
nearest to you right away should you need urgent care. 

8-2-8 URGENT CARE 
4171 Oceanside Blvd, #109 
Oceanside, CA 92056 
Phone (760) 216-6253 
Website: www.oceansidemedicine.com 
 

Monday to Friday 9 a.m. to 5:30 p.m. 
Saturdays 9 a.m. to 3 p.m. 
Sundays appt. only 

 

SERVICES OFFERED: 

 

 

 

 

 

 
 

SOUTH BAY URGENT CARE 
1628 Palm Avenue 
San Diego, CA 92154 
Phone (619) 591-9999  
Fax (619) 941-2078  
Website: www.southbayurgentcare.com 
 

Monday to Friday 9 a.m. to 8 p.m. 
Saturdays/Sundays 10 a.m. to 6 p.m. 
 

SERVICES OFFERED: 
 

Care Services in-

clude: 

• Injuries • First Aid • Infections 

• Illnesses • Lacerations • Accidents 

• Coughs • Drug Screens • X Rays 

• Colds • Women’s Health • EKG Testing 

• Weight Loss • Vitamin Bar • Sports Physicals 

• Injuries • First Aid • Infections 

• Illnesses • Lacerations • Accidents 

• Coughs • Drug Screens • X Rays 

• Colds • Fractures • Flu/Strep Testing 

https://oceansidemedicine.com/
https://www.southbayurgentcare.com/
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URGENT CARE CENTERS 

 

Health Excel IPA Urgent Care Centers - quick and convenient care for when you need 
it the most.  Health Excel IPA offers Concentra Urgent Care, and East County Urgent 
Care.  Find excellent care with quick and convenient access.  Contact the location 
nearest to you right away should you need urgent care. 

 

CONCENTRA URGENT CARE 
 
Website: www.concentra.com 
 

Monday to Friday 8 a.m. to 5 p.m. 
 
 

SERVICES OFFERED: 

 

 

 

 

 

 
 

 

 

EAST COUNTY URGENT CARE 
1625 E. Main Street, Suite 100 
El Cajon, CA 92021 
Phone (619) 442-9896  
Fax (619) 442-2245  
Website: www.ecurgentcare.com 
 

Monday to Friday 8 a.m. to 7 p.m. 
Saturdays/Sundays 9 a.m. to 3:45 p.m. 
 

SERVICES OFFERED: 
 

Care Services in-

clude: 

• Infections • X Rays 

• Injuries • First Aid 

• Illnesses • Lacerations 

• Cough/Cold • Drug Screens 

• Women’s Health • EKG Testing 

• Weight Loss • Sports Physicals 

• Injuries • First Aid • Infections 

• Illnesses • Lacerations • Accidents 

• Coughs • Drug Screens • X Rays 

• Colds • Health Checks • Wound Care 

Escondido Urgent Care 
860 West Valley Pkwy, St e150 
Escondido, CA 92025 
(866) 944-6046 

San Marcos 
740 Nordahl Rd, Ste 131  
San Marcos, CA 92069 
(866) 944-6046 

Carlsbad Urgent Care  
5810 El Camino Real, Ste A  
Carlsbad, CA 92008 
(866) 944-6046 

https://oceansidemedicine.com/
https://www.southbayurgentcare.com/
https://www.afcurgentcarechulavista.com/
tel:6193044634
https://www.afcurgentcarechulavista.com/
tel:6193044634
https://www.afcurgentcarechulavista.com/
tel:6193044634
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SURGERY CENTERS/ 

LABORATORY/PHARMACY 
 
 

 

SURGERY CENTERS 

 

 

 

 

 

 

 

 

 

 

 

LABORATORY 

 

 

 

 

 

PHARMACY 

 

 

 

: 

Magnolia Surgery Center 
463 N Magnolia Ave 
El Cajon, CA 92020 
(619) 359-8380 

La Jolla Endoscopy 
9850 Genesee Avenue, Suite 980 
La Jolla, CA 92037 
(858) 412-7190 

Center for Endoscopy 
3921 Waring Road, Suite B 
Oceanside, CA 92056 
(760) 940-6300 

Scripps Ambulatory Surgery Center 
9850 Genesee Avenue, Suite 100 
La Jolla, CA 92037 
(858) 626-4428 

San Diego Access & Surgery Center 
6402 El Cajon Boulevard, Suite 100 
San Diego, CA 92115 
(619) 582-4490 

Surgery Center of San Diego, LLC 
3434 Midway Drive, Ste 1008 
Chula Vista, CA 91911 
(619) 425-7755 

Surgery Center of California 
835 Third Avenue, Suite C 
Chula Vista, CA 91911 
(619) 425-7755 

Cabrillo Surgery Center 
7695 Cardinal Court, Suite 220 
San Diego, CA 92123 
(858) 278-8835 

LABCORP   
(All locations in San Diego) 
Visit www.labcorp.com for your nearest location, or to schedule an appointment 

CVS PHARMACIES 
(All locations in San Diego) 
Visit www.cvs.com for your nearest location, or to schedule an appointment 

Eldahmy Wellness Pharmacy 
1985 National Avenue, Suite 1103 
San Diego, CA 92113 
(619) 331-1111 

 

https://www.afcurgentcaresantee.com/
https://www.afcurgentcaremiramesa.com/
https://www.afcurgentcaremiramesa.com/
https://www.afcurgentcaremissionvalley.com/
tel:6193049606
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IMAGING/RADIOLOGY CENTERS 
 

 

IMAGING HEALTHCARE SPECIALISTS (IHS)  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 
 

VALLEY RADIOLOGY  

 

 

 

 

 
 

NORTH COUNTY RADIOLOGY  

 
 

ALVARADO 
Alvarado Court Medical Building 
6386 Alvarado Court, Suite 121 
San Diego, CA 92120 
Tel:  858-658-6500 
Fax:  866-558-4329  

GOLDEN TRIANGLE 
Regents Medical Plaza 
4150 Regents Park Row, Suite 195 
La Jolla, CA 92037 
Tel:  858-658-6500 
Fax:  866-558-4329  

ENCINITAS 
North Coast Health Center 
477 N. El Camino Real, Suite A-102 
Encinitas, CA 92024 
Tel:  858-658-6500 
Fax: 866-558-4329  

CHULA VISTA/SOUTH BAY 
Gateway Building 
333 H Street, Suite 1095 
Chula Vista, CA 91910 
Tel:  858-658-6500 
Fax:  866-558-4329  

POWAY 
12620 Monte Vista Road, Suite A 
Poway, CA 92064 
Tel:  858-658-6500 
Fax:  866-558-4329  

HILLCREST 
150 W. Washington St 
San Diego, CA 92103 
Tel:  858-658-6500 
Fax: 866-558-4329  

KEARNY MESA 
3939 Ruffin Road, Suite 102 
San Diego, CA 92123 
Tel:  858-658-6500 
Fax:  866-558-4329  

NATIONAL CITY 
2427 Transportation Avenue 
National City, CA 91950 
Tel:  858-658-6500 
Fax:  866-558-4329  

OCEANSIDE 
3601 Vista Way, Bldg. A, Suite 101 
Oceanside, CA 92056 
Tel: 858-658-6500 
Fax: 866-558-4329  

 

ESCONDIDO 
255 North Elm Street, Suite 102 
Escondido, CA 92025 
Tel: 760-520-8500 
Fax: 760-741-1066  

RANCHO BERNARDO/POWAY 
15725 Pomerado Road, Suite 101 
Poway, CA 92064 
Tel: 858-815-2250 
Fax:858-485-6542  

ESCONDIDO 
1955 Citracado Pkwy, Ste 100 
Escondido, CA 92123 
Tel: 760-743-3873 
Fax: 760-743-3874  
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SKILLED NURSING FACILITIES, 

PHYSICAL THERAPY, 

HOME HEALTH & DME 

 

SKILLED NURSING FACILITIES/SNF 

San Diego SNF Hospitalists Ensign Skilled Nursing 

3863 Clairemont Drive 29222 Rancho Viejo Road, St 127 
San Diego, CA 92117 San Juan Capistrano, CA 92675 
(858) 500-2693 (949) 487-9500 

 

PHYSICAL THERAPY 
 
 
 
 

 

 

 

 

HOME HEALTH AGENCIES  

Guardian Angel Home Care Uni Care Home Health 
3505 Camino Del Rio South #220 1510 S. Escondido Blvd., Suite 101  
San Diego, CA 92108 Escondido, CA 92025 
(619) 640-4383 (760) 510-0090 

 

DURABLE MEDICAL EQUIPMENT (DME) 

 

 

 

 

 

 

 

 

 

La Mesa Physical Therapy Group 
5648 Lake Murray Boulevard 
La Mesa, CA 91942 
(619) 464-1352 

San Diego Spine & Sport 
3760 Convoy Street, Suite 100 
San Diego, CA 92111 
(858) 573-9368 

E & L Physical Therapy Mgt, dba PRN 
2650 Camino Del Rio North,  Ste 200 
San Diego, CA 92128 
(619) 295-3000 

Girard Physical Therapy and Hand Center  
9333 Genesee Avenue, Suite 350A 
San Diego, CA 92121 
(858) 455-6460 

Kadence Healthcare 
7554 Trade Street 
San Diego, CA 92121 
(858) 569-6994 
www.kadencehealthcare.com 

Special Care 
9511 Ridgehaven Court 
San Diego, CA 92123 
(858) 694-5800 
www.specialcaredme.com 

Preston Wound Care 
Phone (888) 619-6863 
Fax (866) 599-6972 
www.prestonwoundcare.com 

Shield HealthCare of California 
Phone (800) 765-8775 
Fax (888) 349-1499 
www.shieldhealthcare.com 

Prism Medical Products  
Phone (888) 244-6421 
Fax (800) 975-6321 
www.prism-medical.com 

Hanger Prosthetics & Orthotics West, 
Inc. dba Hanger Clinic  
7720 Cardinal Court 
San Diego, CA 92123 
Phone (858) 292-7448 
Fax (858) 292-0927 
www.hangerclinic.com 

tel:6193044634
https://www.afcurgentcaresantee.com/
https://www.afcurgentcaremiramesa.com/
https://www.afcurgentcaremissionvalley.com/
https://www.afcurgentcaresantee.com/
https://www.afcurgentcaresantee.com/
https://www.afcurgentcareclairemont.com/
https://www.afcurgentcaresantee.com/
https://www.afcurgentcaresantee.com/
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QUICKCAP PROGRAM 

 

QUICKCAP 

We are pleased to bring you the QuickCap provider portal which streamlines healthcare management.  

QuickCap is designed specifically for payers and healthcare providers to consolidate workflows including 

claims submissions, referrals, patient data management, analytics, and care coordination into a unified, 

intuitive interface.  Its versatility and seamless integrations empower healthcare teams to deliver superi-

or care while efficiently managing costs and resource.  For login and password assistance, or to schedule 

your training, please contact Health Excel at (858) 452-1279. 

Why use QuickCap? 

Health Excel IPA provides a Web Portal for On Line Referrals & Claims Submission through QuickCap, a 

managed care software system. Follow the steps below to easily set up your on line claims & referral pro-

cess for your Health Excel IPA patients.  

•  Check your patient’s claims status, referral status, and authorizations 

•  Perform patient eligibility verifications 

•  Print EOBs on demand 

•  Reduce claims errors with claims accuracy 

•  Speed up reimbursements 

How to Access QuickCap: 

To request user access, go to: https://championps.quickcap.net/ 

•  Select Health Excel IPA. 

•  Select First Time User. 

•  Complete Login Request Form.  The first time you sign on you will be prompted to 

    create a new password. 
 

 

https://championps.quickcap.net/
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QUALITY MANAGEMENT  

DEPARTMENT 
 

Communication  

It is the policy of Champion Payer Solutions to utilize Quality Management activities to educate provid-
ers and improve the quality of care given to our patients. These include, but are not limited to: 

• Facility and medical record audit results 

• Adverse outcome or trend analysis 

• Changes in policy and procedures 

• Health Plan communications 

• Educational Opportunities 

• Evidence-based Clinical (Referral) Guidelines 

• HEDIS and PAS results 

• Individual provider quality report cards 

Procedure 

1. Quality Management activities are reported to the Quality Committee of Champion Payer Solu-

tions monthly. 

2. The Quality Management Committee determines what quality related issues are to be communi-

cated to providers. 

3. This information is communicated to each contracted provider using a newsletter format and is dis-

tributed at least quarterly. 
 

It is the policy of Champion Payer Solutions to facilitate the provision of quality medical care in an ap-
propriate,  timely  manner  to  all  of  our  patients.  A  process  of  prospective  and retrospective peer 
review is essential to the realization of that commitment. 

Peer Review Activities 

The Peer Review process will utilize the methods of continuous quality improvement, as described in 
the Quality Management Program. The process allows the committee to address opportunities for im-
provement in the delivery of health care by the providers. It is the responsibility of Champion Payer So-
lutions to conduct peer review activities on a continuous basis through the Quality Management Com-
mittee. These activities are designed to: 

• Identify areas of provider practice which can be improved upon 

• Discover specific instances of inappropriate or substandard medical practice on the part of a 

provider 

• Develop corrective action plans for each case or trend that is discovered 

• Provide oversight of the credentialing process 
 

Peer review activity will be considered at the time of reappointment. The Medical Director, Quality 
Management Committee and the Quality Management Manager will have exclusive access to all peer 
review files that are maintained. 

No committee minutes will be distributed outside of the meeting and all minutes will be collected before 
the meeting ends. These minutes will be destroyed to protect confidentiality of all persons being evaluated. 
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QUALITY MANAGEMENT  

DEPARTMENT 
 

Peer Review Activities (cont.) 

Prospective review will be accomplished through the development and implementation of a standard-
ized method of evaluating providers on a routine basis.  This includes, but is not limited to: 

• Peer evaluation 
• Patient satisfaction surveys, access and wait times, and after hours instructions 
• Medical record review 
• Random Medical Record review conducted using pre-determined criteria: 

 Completeness and legibility of documentation 
 Updated problem lists 
 Diagnostic skill and efficiency 
 Documentation of and compliance with preventative health screenings 
 Documentation of patient education or referral for preventative health screenings 
 Appropriateness of referrals (under and over utilization) 
 HEDIS criteria  

 

Retrospective Review: 

Review of significant complaints/grievances brought by patients or providers. 

• Review of other significant cases as requested by a Medical Director. 

• Ongoing tracking of instances of inappropriate or substandard care for the purpose of 

identifying trends within practice specialties and by individual Providers. 
 

Corrective Actions: Problems identified by the activities previously described are managed at the dis-
cretion of the Committee, as necessitated by the severity of the problem. All corrective actions are 
reviewed by the Committee and documented in the minutes. 
 

When an issue of concern over quality of care is referred to the committee, the provider involved is 
notified in writing and asked for a response. This response can be: 

• A written response to the issues raised by the inquiry within 3 days of receiving request for 

response from the Q.M. Manager. 

• Provider may be asked to attend a meeting of the Quality Committee for the purpose of open 

discussion of the issues identified and any necessary remedial measures.  
 
 

Failure to respond to a second request within a specified time frame may result in sanctions placed 
upon the provider at the recommendation of the Medical Director. 
 

After evaluation is completed, the Q.M. Manager or the Medical Director notifies the provider in 
writing of the outcome of the evaluation. These outcomes may include: 

• Evaluation complete; no action taken/no further action required 

• Further information/action required 

• Provider may be monitored for clinical activity 

• Mandated proctoring or specific continuing medical education 

• Provider is terminated under the terms of the applicable contract provisions. A report is sent 

to the health plan on the outcome of an inquiry. If a serious problem of quality is determined, 

all of the provider’s contracted HMOs will be notified of a termination or suspension of pro-

vider’s privileges. A Provider has specific Fair Hearing rights, available from Champion, in ad-

vance of Plan notification or MBC 805 reporting. 
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PERFORMANCE PROGRAMS 

DEPARTMENT 

 
The Performance Programs Department is responsible for HCC Risk Adjustment, CMS Stars, and HEDIS 
programs, through HCC Risk Adjustment Analysts and HCC Risk Adjustment Specialists, and Quality 
Care Coordinators that reach out to members with reminders of their preventative care to help meet 
STARS and HEDIS requirements.  
 

Annual Wellness Visit, HCC and Risk Adjustment Factor (RAF) 

An Annual Wellness Visit (AWV) is a yearly appointment with the primary care provider (PCP), de-
signed to create or update a personalized prevention plan, and perform a health risk assessment.   
 

HCC (Hierarchical Condition Category) coding is a risk-adjustment model originally designed to esti-
mate future health care costs for patients.  Hierarchical condition category relies on ICD-10 coding 
to assign risk scores to patients. Each HCC is mapped to an ICD-10 code. Along with demographic 
factors (such as age and gender), insurance companies use HCC coding to assign patients a Risk Ad-
justment Factor (RAF) score. Using algorithms, insurances can use a patient’s RAF score to predict 
costs. For example, a patient with few serious health conditions could be expected to have average 
medical costs for a given time. However, a patient with multiple chronic conditions would be ex-
pected to have higher health care utilization and costs.  
 

How HCC Risk Adjustment Works 

Inpatient, outpatient and physician encounter data is used to determine the risk adjustment pay-
ment for patient care.  All pertinent and documented diagnosis codes must be submitted each calen-
dar year (January 1 – December 31) for CMS reporting.  Any diagnosis that is not documented and 
submitted via claims data is consider a resolved condition by CMS and payment for patient care will 
be adjusted accordingly.  This is true whether the condition is a chronic systemic condition or not. 
 

HEDIS/STAR RATINGS 
The Healthcare Effectiveness Date and Information Set (HEDIS) is widely used to measure and im-
prove health care quality and is relied on by government regulators, health plans, provider organi-
zations, employers and others to identify quality and compare plan performance. The accuracy of 
collecting, measuring and reporting HEDIS is vital to benchmarking and improving quality.  

The STAR measures are made up of performance measure from HEDIS data.  CMS uses a five-star 
quality rating system to measure the experiences Medicare beneficiaries have with their health 
plan and health care system.  Health plans are rated based on a scale of 1 to 5 stars, with 5 being 
the highest.  These ratings are then published on the Medicare Plan Finder.  The Star Rating pro-
grams is intended to raise the quality of care for Medicare beneficiaries, strengthen beneficiary 
protections, and help consumers compare health plans more easily. 
 

HCC Risk Adjustment Contact Numbers 

Office Number: (858) 452-1279 

HEDIS Quality Team Contact Numbers 

Office Number: (858) 452-1279 

STARS Team Contact Numbers 

Office Number: (858) 452-1279 
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ANNUAL WELLNESS VISIT (AWV) 

HEALTH EXCEL IPA 
Provider Annual Wellness Visit (AWV) Guide 2026 
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ANNUAL WELLNESS VISIT (AWV) 

HEALTH EXCEL IPA 
Provider Annual Wellness Visit (AWV) Guide 2026 
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PERFORMANCE PROGRAMS 

DEPARTMENT 
 

CMS Validation Process 

Risk Adjustment Data Validation (RADV) is a process used by CMS to verify a diagnosis code submitted by 
a Medicare Managed Care organization is appropriately documented in the member’s medical record. 
The validation process is done annually by CMS and there is a short time frame to obtain, review, and 
submit chart documentation to CMS.  Due to the time frame given by CMS, it is imperative that medical 
record requests for Risk Adjustment Data Validation (RADV) are responded to within 5 business days. 

During the Risk Adjustment Data Validation (RADV) process you may be asked to provide medical record 
documentation for a member or members for which you have submitted encounter data. When sub-
mitting medical records for validation, all documentation to support a reported diagnosis should be pro-
vided and must be legible. 
 

Centers for Medicare & Medicaid Services (CMS) Chart & Documentation  
Requirements 
 

Encounter Progress Notes must support ICD-10 Diagnosis and CPT Codes submitted on a CMS 1500 
claim form and meet Centers for Medicare and Medicaid Services (CMS) chart and documentation    
requirements such as: 
 

Chart Mechanics and Documentation Considerations 

• Identify patient name and date on each page of the record. 

• Reported diagnoses must be supported with medical record documentation. 

• Acceptable documentation should be clear, concise, consistent, complete and legible. 

• Document and report co-existing diagnoses – any that require or affect the care and 

treatment of the patient that day. 

• Use only standard abbreviations (acronyms and symbols). 

 It is NOT appropriate to code a condition that is represented only by an up or down 

arrow in combination with a chemical symbol or lab abbreviation such as “↑chol” for 

“hypercholesterolemia” 

• CMS requires that the documentation show evaluation, monitoring or treatment of the 

conditions documented. 

Authentication by the Provider 

All dates of service must be signed (with credentials) and dated by the physician (provider) or an appro-
priate physician extender (e.g., nurse practitioner). 

The credentials for the provider of services must be somewhere on the medical record: 

• Next to the provider’s signature, or 

• Pre-printed with the provider’s name on the group practice’s stationery. 

 If provider utilizes front and back pages of the note this information must be on 

both pages 

The (provider) physician must authenticate each note for which services were provided with: 

• Handwritten signatures, or 

• Electronic signature. 
 

Stamps of the provider’s signature are not acceptable per CMS. 
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PERFORMANCE PROGRAMS 

DEPARTMENT 
 

Types of Acceptable (Provider) Physician Signatures and Credentials 

• Hand-written signature or initials, including credentials (e.g., Mary C. Smith, MD; or MCS, MD). 

• Electronic signature, including credentials. 

 Requires authentication by the responsible provider (for example, but not limited 
to, “Approved by,” “Signed by,” “Electronically signed by”). 

 Must be password protected and used exclusively by the individual physician 
(provider). 

 

Additional Documentation Information 
 

It is additionally important to understand some general guidelines which may affect appropriate code 
selection. 

Rule Out, Probable or Questionable Diagnoses – In the outpatient setting a coder is not allowed to 
code “Rule Out”, “Ruled Out”, “Probable” or “Questionable” diagnoses. In such a case you should 
document the most definitive diagnosis or patient symptom(s). 
 

Diabetic Complications – When you are documenting a complication or manifestation of diabetes 
you must link each condition that is a direct effect of diabetes. This is performed by using linkage 
words such as “Diabetic…”’ “… secondary to diabetes”, “… due to diabetes”, “… 2nd to DM”, “… due 
to DM” or “… related to diabetes”. A diagnosis statement such as “Diabetes with …”, “Diabetes and 
…” does not offer proper linkage.  You must also always document and code the diabetic condition 
and the diabetic manifestation. 

Active CVA vs. History of CVA 

It is incorrect to document CVA for a patient in the outpatient setting unless the CVA happens dur-
ing the actual office visit.  When doing a routine follow-up of a patient who has experienced a CVA, 
document the visit as one of the following: 

History of CVA – This indicates that the patient has had a CVA, but has no active residuals 
or late effects of the CVA. 

CVA with Residuals – When a patient has residuals or late effects of a CVA you must docu-
ment the residuals or late effects appropriately. 

EXAMPLES:  CVA with dysphagia 
   Hemiplegia due to CVA 

Note:  An outpatient setting is either a physician office visit or outpatient hospital visit  

Patient Status 

CMS requires that you document a patient’s condition each year (January 1—December 31).  Due to this 
requirement, it is important that you document patient status such as, but not limited to the following: 

• Amputation Status 

• Dialysis Status 

• Ostomy Status (i.e. Gastrostomy or tracheostomy) 

• Long Term Drug Use (Insulin, Anticoagulants, Tamoxifen, Femara, Lupron, Aspirin)  

Although you may not be treating the patient directly for the condition, the patients’ existing condi-
tion does affect your medical decision making and treatment planning and therefore should be doc-
umented. Without appropriate documentation and claim submission, conditions such as the above 
will be considered resolved as of January 1st of each year. 
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PERFORMANCE PROGRAMS 

DEPARTMENT 

 

Appropriate ICD-10 Diagnosis, CPT Procedure, Level II CPT and  

HCPC Code Usage 
 

Centers for Medicare and Medicaid Services (CMS) no longer has a 90-day grace period for incorrect 
code submission, therefore, it is vital that each year you update your code books. 

 

ICD-10 – Effective October 1st of each year ICD-10 diagnosis code changes take effect. These code 
changes are effective for dates of service October 1 thru September 30 of each year. 

 
CPT / HCPC – Effective January 1st of each year CPT and HCPC code changes take effect. These code 
changes are effective for dates of service January 1 thru December 31 of each year. 

 
Be sure to update your code books to help reduce the number of rejected and/or denied claims. 

 

 

Chart Audits and Medical Record Requests 

The Performance Programs Department is one of several departments which may request a chart audit 
or medical record for Champion Payer Solutions . 

 

Chart Audits 

The Champion Payer Solutions’ Performance Programs Department and/or your Medicare Ad-
vantage Health Plan will audit your Medicare Advantage member charts at least once annually. 
This audit involves all Medicare Advantage members enrolled with you as their Primary Care Phy-
sician and the audit will involve dates of service for two consecutive calendar years. These audits 
may be performed directly by Champion Payer Solutions , the Medicare Advantage Health Plan or 
by a company that has been contracted to perform the audit for us.  In either case, we ask you 
and your staff to cooperate with Champion Payer Solutions , the Medicare Advantage Health Plan 
and/or the contracted vendor by working together to schedule the audit as soon as possible.  If 
required, scheduling may be done in multiple sessions within a 2-week time frame. 
 

Medical Record Requests 

The Champion Payer Solutions’ Performance Programs Department may request medical records 
for selected patients or dates of service for special audits. When requesting these charts, we are 
looking for documentation for specific patients and specific dates of service or date ranges. These 
types of audits usually are requested and responded to via fax, unless otherwise instructed. 
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QUALITY MEASURES 

HEDIS and STARS  

Diabetes Care (CDC) - HbA1c/Neph Screening CPT 
Secondary
CPT 

ICD- 
10 

Result  
Required 

Most recent hemoglobin A1c level less than 7.0% 83036 3044F   X 

Most recent hemoglobin A1c level 7.0%- 9.0% 83036 3045F   X 

Most recent hemoglobin A1c level greater than 9.0% 83036 3046F   X 

Nephropathy Screening- Positive Microalbuminuria test result 82042-82043 3060F   X 

Nephropathy Screening- Negative Microalbuminuria test result 82042-82043 3061F     

Nephropathy Screening-Random Urine (UA) 81000     X 

Retinal Eye Exam 2022F     X 

Negative Retinal Eye Exam 3072F       

Diabetes Care (CDC) & Controlling Blood Pressure (CBP) CPT II CPT ICD- 
10 

Result  
Required 

Most recent systolic blood pressure less than 130 mm Hg 3074F     X 
Most recent systolic blood pressure 130 - 139 mm Hg 3075F     X 
Most recent systolic blood pressure greater than or equal to 140 mm Hg 3077F     X 

Most recent diastolic blood pressure less than 80 mm Hg 3078F     X 

Most recent diastolic blood pressure 80-89 mm Hg 3079F     X 
Most recent diastolic blood pressure greater than or equal to 90 mm Hg 3080F     X 

Adult BMI (ABA) 20 yrs. and Older CPT 
Secondary
CPT 

ICD- 
10 

Result  
Required 

Body Mass Index 19.0-19.9 or less, adult 3008F   Z68.1 X 
Body Mass Index 20.0-20.9, adult 3008F   Z68.20 X 

Body Mass Index 21.0-21.9, adult 3008F   Z68.21 X 

Body Mass Index 22.0-22.9, adult 3008F   Z68.22 X 

Body Mass Index 23.0-23.9, adult 3008F   Z68.23 X 

Body Mass Index 24.0-24.9, adult 3008F   Z68.24 X 

Body Mass Index 25.0-25.9, adult 3008F   Z68.25 X 

Body Mass Index 26.0-26.9, adult 3008F   Z68.26 X 

Body Mass Index 27.0-27.9, adult 3008F   Z68.27 X 

Body Mass Index 28.0-28.9, adult 3008F   Z68.28 X 

Body Mass Index 29.0-29.9, adult 3008F   Z68.29 X 

Body Mass Index 30.0-39.9, adult 3008F   Z68.30 X 

Body Mass Index 31.0-31.9, adult 3008F   Z68.31 X 

Body Mass Index 32.0-32.9, adult 3008F   Z68.32 X 

Body Mass Index 33.0-33.9, adult 3008F   Z68.33 X 

Body Mass Index 34.0-34.9, adult 3008F   Z68.34 X 

Body Mass Index 35.0-35.9, adult 3008F   Z68.35 X 

Body Mass Index 36.0-36.9, adult 3008F   Z68.36 X 

Body Mass Index 37.0-37.9, adult 3008F   Z68.37 X 

Body Mass Index 38.0-38.9, adult 3008F   Z68.38 X 

Body Mass Index 39.0-39.9, adult 3008F   Z68.39 X 

Body Mass Index 40.0-44.9, adult 3008F   Z68.41 X 

Body Mass Index 45.0-49.9, adult 3008F   Z68.42 X 

Body Mass Index 50.0-59.9, adult 3008F   Z68.43 X 

Body Mass Index 60.0-69.9, adult 3008F   Z68.44 X 
Body Mass Index 70 or greater, adult 3008F   Z68.45 X 
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QUALITY MEASURES 

HEDIS and STARS  

 

 

 

Pediatric (WCC) BMI Percentile Required for 19 yrs. and Under CPT 
Secondary
CPT 

ICD- 
10 

BMI % 
Required 

BMI, pediatric, less than 5th percentile for age 3008F   Z68.51 X 

BMI, pediatric, 5th percentile to less than 85th percentile for age 3008F   Z68.52 X 

BMI, pediatric, 85th percentile to less than 95th percentile for age 3008F   Z68.53 X 

BMI, pediatric, greater than or equal to 95th percentile for age 3008F   Z68.54 X 

Counseling for Nutrition 97802-97804   Z71.3   

Counseling for Physical Activity G0447   Z71.89   

Colorectal Cancer Screening (COL) 50 - 75 yrs. CPT 
Secondary
CPT 

ICD- 
10 

Result  
Required 

FOBT-Blood, occult, by peroxidase activity (eg, guaiac), qualitative; feces 82270       
FOBT-Blood, occult, by fecal hemoglobin determination by immunoas-
say, qualitative, feces 82274       

FOBT-Fecal occult blood test, immunoassay, 1-3 simultaneous determinations G0328       

FIT-DNA 81528       

Flexible Sigmoidoscopy 45330-45335       

Flexible Sigmoidoscopy 45337-45338       

Colonoscopy 44388-44394       

Colonoscopy- with transendoscopic stent placement 44397       

CT Colonography 74263       

Breast Cancer Screening (BCS) 50-74 yrs. CPT 
Secondary
CPT 

ICD- 
10 

Result  
Required 

Mammography; unilateral 77065       

Mammography; bilateral 77066       

Screening mammography, bilateral (2-view film study of each breast) 77067       

Screening digital breast tomosynthesis, bilateral (List separately in 
addition to code for primary condition. (Use 77063 in conjunction 
with 77067) 

+77063       

Mammogram w/ Tomosynthesis: unilateral 77061       

Mammogram w/ Tomosynthesis: bilateral 77062       

Care for Older Adults (COA) All Four Criteria Required CPT II CPT 
ICD- 
10 

Result  
Required 

Advance Care Planning document present in medical record OR Discussion   
1157F  or 
1158F     

Medication list documented in medical record AND reviewed by pre-
scribing practitioner or clinical pharmacist   1159F  & 1160F     

Functional Status Assessment- Daily Activity Log   1170F     

Pain Present OR no pain present (Pain Scale Required)   
1125F  or 
1126F     



 

 50 

COZEVA PROGRAM 

 

COZEVA 

We are pleased to bring you the Cozeva software program to help you track all your patient’s quality 

measures. The Cozeva application contains all the HCC, CMS STAR and HEDIS program components.     

For login and password assistance, or to schedule your training, please contact Health Excel at           

(858) 452-1279. 

Why use Cozeva? 

•  Check your patient’s upcoming, due and past due Quality Measures 

•  Search by one or many patients at a time 

•  Search by one or many Quality Measures at a time 

•  Check your HCC Suspect lists  

•  View, print or download detailed patient information 

•  Enter supplemental data directly into Cozeva  

•  Run your own reports 

•  Check your entire office’s current Star Rating at a glance 

How to Access Cozeva: 

Once you receive your logon information go to: www.cozeva.com to log into your account. 

•  Enter your Login ID. 

•  Enter your temporary password. 

•  Click “Sign On.” The first time you sign on you will be prompted to create a new password. 
 

For additional information please contact your Health Excel IPA Network Managers (see page 5). 

 

 

http://www.cozeva.com/
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REVISIONS 

Version 

  

  
Date Revised 

1 .0 8/17/2018 

1 .1 9/22/2018 
1 .2 8/1/2020 
1 .3 7/1/2026 
1 .4 9/30/2026 
  


