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How To Use This Manual 
The Illinois Health Practice Alliance (IHPA) is committed to delivering quality healthcare and support our network providers, client and community. 

The Provider Manual contains an overview of operations, benefits, policies, and procedures. 

Please contact the IHPA at (844) 298-6981 if you need further explanation on any topics covered in the Provider Manual. 
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We thank you for being part of the Illinois Health Practice Alliance (IHPA) 
network of participating providers. IHPA is a clinically-integrated behavioral 
health network promoting health, recovery, engagement, and choice to 
clients across the state of Illinois.

About Us
The IHPA is an Independent Practice Association 

(IPA) created to improve the integration of 

behavioral and physical health care in the state of Illinois. IHPA 

serves as a clinically-integrated behavioral health network serving 

Medicaid beneficiaries in collaboration with payors across Illinois.  

IHPA is built on a system of care driven by best practices, offers 

community-based services provided in the least restricted 

environment possible, and utilizes technology and actionable data to 

improve health outcomes. IHPA serves as a vehicle to support the 

evolution and transition to value-based contracting for community 

behavioral health provider organizations. 

As an Integrated Health Home (IHH), IHPA improves access to care 

and coordination of services which generate health and improve 

quality outcomes desired by the state, plans, and clients. 

For more information about IHPA, including the Provider Manual, 

visit www.ILHealthPracticeAlliance.com.

Mission
The IHPA focuses on improving clients’ health status, encouraging 

successful outcomes, and striving for client and provider satisfaction 

in a coordinated care environment. IHPA was designed to achieve 

the following goals: 

• Ensure access to behavioral health services. 

• Ensure care is delivered in the best setting in the least 

restrictive environment to achieve an optimal outcome. 

• Improve access to all necessary healthcare services. 

• Encourage quality, continuity, and appropriateness of 

health care. 

All of our programs, policies, and procedures are designed with these 

goals in mind and we look forward to your active participation. 
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Our Network 
The IHPA contains a diverse network of behavioral health providers. IHPA contracts with Managed Care 

Organizations to manage the behavioral healthcare of some HealthChoice Illinois Medicaid members.  

HealthChoice Illinois is a statewide Medicaid product available to seniors (age 65 and older) and individuals age 19 and older 

who receive medical benefits under the Aid to the Aged, Blind, and Disabled (AABD) program; pregnant women and families 

with children under the age of 19; and individuals age 19 to 64 with incomes up to 138% of the Federal Poverty Level (FPL). 

Illinois Health Practice Alliance Network Locations as of January 2019 
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Contact Information
The following chart contains contact information for the IHPA. When contacting any department, 

please have the following information on hand: 

• National Provider Identifier (NPI) 

• Tax ID Number (TIN) 

• If calling about a client-related issue, please know the member’s ID Number 

Hours of Operation Monday – Friday 8:30 a.m. to 5 p.m. (CST) 

Provider Services Phone Number (844) 298-6981 

Website ILHealthPracticeAlliance.com 

Provider Portal Provider.ILHealthpracticealliance.com 

Mailing Address 

77 West Wacker Drive 
Suite 1200 

Chicago, IL 60607 

MCO Partners’ Contact Information 

Monday – Friday 8:30 a.m. to 5 p.m. (CST) 
866-329-4701 

www.IlliniCare.com
Provider / Billing Manuals: www.illinicare.com/providers/  
Provider Directory:  www.providersearch.illinicare.com/ 
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 Glossary of Common Terms

Term Definition

General Terms 

Incurred but not 
reported/received 
(IBNR) 

This is the estimated value of claims for which services have taken place, but that have not yet 
been submitted to a health care payer for payment. It is calculated based on an actuarial 
formula and used to determine the amount of funds that need to be reserved to cover 
payment of the unsubmitted claims. 

Independent 
Practice Association 
(IPA)

A network of providers who agree to participate in an association to contract with managed 
care plans. Although providers maintain ownership of their practices and administer their own 
offices, the IPA serves as a corporate structure for negotiating and administering managed care 
contracts for its members.

Integrated Health 
Home (IHH) 

A provider entity specially designated under the Illinois Medicaid to be responsible for high-
intensity care coordination across the physical, behavioral, and social care needs, for all 
members attributed to them. IHPA is designated as an IHH. 

Managed Services 
Organization (MSO)

An organization that performs non-clinical, administrative support services to groups of 
providers such as access to data and reporting, population health analytics, claims processing, 
provider education, performance measurement and call center services.

Network Provider A provider organization that has entered into a binding contract for services to the IHPA. 

Owner An organization that has entered into a binding legal agreement as an investor in the IHPA and 
obligating it to all of the accompanying terms and conditions. 

Population Health The health outcomes of a group of individuals, including the distribution of such outcomes; 
includes the range of personal, social, economic, and environmental factors that influence the 
distribution of health outcomes, and the policies and interventions that affect those factors.

Population Health 
Management

A data-driven healthcare delivery model that provides individualized care plans to populations 
based on health risks and conditions.

Rule 132 The Illinois Administrative Code that regulates the participation of providers in the Medicaid 
community mental health services program.

Rule 140 The Illinois Administrative Code that regulates the payment for community-based mental 
health services funded by Medicaid. 

Rule 2060 The Illinois Administrative Code that regulates the conduct of entities engaged in the provision 
of substance abuse treatment services. 

Rule 2090 The Illinois Administrative Code that regulates the payment for substance abuse services 
funded by Medicaid. 

Social Determinants 
of Health (SDOH)

Conditions in the places where people live, learn, work, and play that affect a wide range of 
health risks and outcomes.

Value-Based Payment Terms 

Capitation Payment of a set amount of money for every attributed member every month (per member per 
month/PMPM); capitated payments are a fixed amount and require providing services within 
that fixed budget regardless of actual costs required to provide the total services. 

Cost The claims dollars that are associated with services received by IHPA attributed clients.  As IHPA 
is accountable for outpatient behavioral health claims, it is expected that claims for these 
services would increase as the Total Cost of Care (TCOC) decreases.  
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Term Definition

Fee for service with 
upside/downside 
risk 

Claims are paid on a fee for service (FFS) basis; at the end of the contract period, quarterly, 
every 6 months or once a year, there is a reconciliation against the contractual terms and the 
provider organization may either receive more money (upside) or owe money (downside). In 
addition to reconciling FFS claims, consideration will be paid to quality performance and 
performance on quality measures may offset any financial gain or loss. 

Fee for service with 
upside risk only 

Claims are paid on a FFS basis; at the end of the contract period, quarterly, every 6 months or 
one once a year there is a reconciliation to determine whether the provider organization met 
the contractual terms and will receive any bonus incentive payments. 

Pay for 
performance 

Provider organizations are rewarded for meeting certain quality targets.  The targets are often 
a combination of utilization, outcome and process measures. 

Per member per 
month (PMPM) 
payment 

A set amount of money paid each month to a provider or payer to cover the cost of all 
contractually agreed-upon services provided to a health plan member. 

Total cost of care 
(TCOC) 

Total cost refers to the aggregated cost of all services for a specific population over the course 
of a specific time-period.  For IHPA, this would be the cost for all members attributed to them 
by an MCO.  Often abbreviated TCOC (Total Cost of Care), it is a common metric to determine 
cost trends in populations. 

Assignment The process of associating a client who has been attributed by a health plan to the IPA with a 
particular provider organization within the IPA. 

Attribution The process that accountable care organizations, independent practice associations, and health 
plans use to assign clients to providers participating in value-based payment models. 
Attribution may result in providers being held accountable for quality measurement, 
performance reporting, and, ultimately, payment methodologies. Attribution implies 
responsibility for the care of the attributed client regardless of whether or not that client is 
engaged in care.  

Care Management Terms 

Care coordination Care Coordination means facilitating access to, and the monitoring of, services identified in a 
person-centered care plan to manage chronic conditions for optimal health outcomes and to 
promote wellness. Care coordination includes the facilitation of the interdisciplinary teams to 
perform a regular review of person-centered care plans and monitoring service delivery and 
progress toward goals. This is accomplished through face-to-face and collateral contacts with 
the health home enrollee, family, informal and formal caregivers, and with primary and 
specialty care providers. It includes supporting the enrollee’s adherence to prescribed 
treatment regimens and wellness activities; participating in hospital and other acute care 
discharge processes to support the enrollee’s transition to a non-hospital or community-based 
setting.   

Care management Behavioral Health Care Management encompasses the initial and ongoing assessment and 
monitoring aimed at medium and high-risk behavioral health clients. Care management 
services include conducting outreach and engagement activities, completing health risk 
assessments, co-developing comprehensive care plans and coordination of communications 
across the continuum.  

Care plan A care plan is co-created with provider and client and enhances the treatment plan (as required 
by Rule 132/2060) by customizing to specific client needs, diagnoses, preferences, medications 
and side effect management, and client-preferences to care across the health care delivery 
system. 

Care planning The process and methods used to create a care plan with the client that enhances the 
treatment plan, customizes content to specific client needs, diagnoses, medications, side-
effects and client-preferences to care across the health care delivery system.  
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Term Definition

Case management A collaborative process of assessment, planning, facilitation, care coordination, evaluation, and 
advocacy for options and services to meet an individual's and family's comprehensive health 
needs through communication and available resources to promote quality, cost-effective 
outcomes. 

Health Risk 
Assessment (HRA) 

A comprehensive questionnaire used to evaluate the health status of an individual, estimate his 
or her health risks, and inform and provide feedback for clients to motivate behavior change 
intended to reduce health risks. Questions address demographic characteristics, lifestyle, 
personal and family medical history, physiological data, social and emotional factors, and 
attitudes and willingness to change behavior to improve health.

Health Risk 
Screening (HRS) 

A questionnaire, shorter than the health risk assessment that is designed to identify diseases or 
health conditions and help direct clients to more comprehensive assessments, clinical 
evaluation, and treatment as necessary. 

IM+CANS Illinois Medicaid Comprehensive Assessment of Needs (IM+CANS) is the mandatory screening 
tool required by HFS for Rule 132 mental health services. 

Integrated care The systemic coordination of general and behavioral health care with physical health care. 

Integrated 
Assessment and 
Treatment Planning 
(IATP)  

IATP is an integrated service that ensures an individual’s assessment of needs and strengths are 
clearly documented and lead to specific treatment recommendations.  Providers must 
minimally review and update clients’ IATPs every 180 days. 

Reattribution Reattribution is a process driven by health plans to ensure members are assigned 
appropriately.  Often the process is done quarterly and is based on claims data.  Providers may 
also request reattribution if a client has not been assigned to them.   

Risk stratification A standardized process for determining all the clients in your population that fall into low, 
moderate and high levels of risk.  MCOs use a standard algorithm that use probability logic 
(often proprietary) to assign risk levels to clients.  Algorithms are run regularly (usually monthly 
or quarterly) and updated results may determine changes in clinical care.  Algorithms may 
differ among MCOs but generally individuals who are categorized as “high” risk have multiple 
chronic conditions and high utilization; moderate risk individuals have multiple chronic 
conditions or are determined to be at risk of moving to the high category.  Low risk individuals 
require minimal interventions and receive support to ensure they do not move up the risk 
hierarchy. 

Targeted case 
management (TCM) 

Targeted case management is a service that assists beneficiaries in gaining and coordinating 
access to necessary medical, social, and educational care and other services appropriate to 
their needs. It is intended for beneficiaries who do not reside in institutions. The service may be 
provided as an integral and essential complement to another covered service, such as a home 
health agency nurse’s preparation of a treatment plan. It may be provided by Medicaid agency 
staff through utilization review, prior approval or other administrative activities. It may also be 
provided as a separate service by appropriately qualified case managers. 

Treatment plan A written document that include a client's personal information, the diagnosis(es), a general 
outline of the treatment prescribed, and documentation to measure the client’s progress as 
they move through treatment.  Treatment plans are required to be updated quarterly or when 
the client’s needs have changed.

Health Information Technology Terms 

ADT notification Real-time, electronic message that is generated when an attributed member is Admitted, 
Discharged or Transferred to/from a hospital inpatient setting or emergency department. 

Certified EHR Certified means EHR software that has been tested and certified under the federal Office of the 
National Coordinator (ONC) Health IT Certification program. 
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Term Definition

Client portal (also 
referred to as bi-
directional portal) 

A website available to IHPA providers that delivers specific and customized information to 
authorized users, which will include IPA and Medicaid managed care plan staff, to securely 
exchange information electronically. The client portal will be accessible by IPA care 
coordinators and facilitate their exchange of client information with Medicaid managed care 
plan care managers.  

Member portal  A website that provides specific and customized information to managed care plan members 
about their benefits, how to access services, network providers and other information to assist 
them with using their benefits effectively. 

Provider portal A website that will provide information in structured reports, such as rosters of attributed 
members, client eligibility, and claims data, to the IHPA and its owners and network providers. 

Population Health 
Platform 

A technology solution that enables users to view and manipulate multiple types of data, from 
multiple sources, for their whole population of members, as well as subsets of that population 
based on health risks and conditions. 

Quality Management Terms 

Access Appointment availability for individual clients to complete needed intakes and assessments 
required to determine treatment needs. 

Capacity Staff and service availability for ongoing treatment determined necessary based on client 
assessment and treatment plan. Capacity implies the ability to add or decrease staff to ensure 
enough people to serve all individuals referred to the organization. 

HEDIS (Healthcare 
Effectiveness Data 
and Information 
Set) 

A nationally-used set of performance measures, developed and maintained by the National 
Committee for Quality Assurance (NCQA), to measure health plan performance and compare it 
with other plans using regional or national benchmarks. 

NCQA (National 
Committee for 
Quality Assurance) 

A national, non-profit organization that promotes quality and quality improvement in 
healthcare. It offers accreditation programs for health plans, individual providers and provider 
groups using evidence-based standard sets of performance measures and nationally- and 
regionally- based benchmarks. 

NQF (National 
Quality Forum) 

A membership organization that promotes quality improvement in healthcare by endorsing 
quality measures developed by other entities such as NCQA and convening industry 
stakeholders to promote consensus on performance measures. 

Plan, Do, Study, Act 
(PDSA) Cycle 

A quality improvement tool with four steps: Plan – plan a test or observation, including data 
collection; Do – try the test on a small scale; Study – set aside time to analyze the data and 
study the results, and; Act – Refine the change, based on what was learned from the test. 
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Getting Things Done in Three Places 

Provider Portal 

Provider.ILHealthpracticealliance.com

Verify Eligibility 
Providers can search by date of service, 

member name, date of birth and ID 

number and you can submit multiple 

member ID numbers on a single request 

Check the status of claims 
payment 
Providers can submit claims and check 

the status of payment 

Manage Authorizations  
Providers can submit and verify member 

authorizations in the provider Portal

Provider Services 

(844) 298-6981

Verify Eligibility 
Our dedicated team of specialists can 

help verify member eligibility over the 

phone 

Check the status of claims 
payment 
The team can validate the status of 

claims payment over the phone  

Manage Authorizations 
The team can assist with authorizations 

over the phone

Other Ways to Resolve IHPA Items

Verify Eligibility with the Interactive Voice 
Response (IVR) system
Call Provider Services from any touch tone phone and follow the 

appropriate menu options to reach our automated member 

eligibility-verification system 24 hours a day. The automated system 

will prompt you to enter the member ID number, the member date 

of birth, and the month of service to check eligibility 

 Submit Claims through Clearinghouses 

Manage Authorizations via Fax
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In Scope Services  
The IHPA has contracted with IlliniCare Health Plan to provide the following services: 

HCPCS Code Services (Billable by BHC and CMHC)

H0031* Mental Health Assessment 

H0031* Psychological Evaluation 

H0032* 
Treatment Plan Development, Review, 
and Modification 

H2000** 
Integrated Assessment and Treatment 
Planning (IATP) 

H2000** IATP: Psychological Assessment 

H2000** IATP: LOCUS Assessment 

H2011 Crisis Intervention  

H0004 Therapy/Counseling 

H2015 Community Support (Individual, Group) 

H2015 Community Support (Residential)* 

T1502 Psychotropic Medication Administration 

H2010** Medication Monitoring 

H0034** Medication Training 

T1016 Case Management – Mental Health 

H0002* Case Management – LOCUS Assessment 

T1016 
Case Management - Transition Linkage 
and Aftercare 

T1023* 
Crisis Intervention – Pre-Hospitalization 
Screening 

H2011 Crisis Intervention  

T1019** Crisis Stabilization 

S9484** Mobile Crisis Response 

H2015* Community Support - Team 

H2016** Community Support - Team 

S9480 Mental Health Intensive Outpatient 

96110 Developmental Screening 

HCPCS Code Services (Billable by BHC and CMHC)

96111 Developmental Testing 

96127 Mental Health Risk Assessment 

H1000 Prenatal Care At-Risk Assessment 

G9012 
Family Support Program (FSP) 
Application Assistance 

T1016 FSP Clinical Case Participation 

T1999 FSP Family Support Services 

H0046 FSP Therapeutic Support Services 

M0064* Psychotropic Medication Monitoring 

H0034* Psychotropic Medication Training 

HCPCS Code Services (Billable by CMHC only) 

Q3014** Tele psychiatry 

H0039 Assertive Community Treatment 

H2017 Psychosocial Rehabilitation 

HCPCS Code 
Serviced

(Billable by DASA Licensed Providers) 

H0002 Admission and Discharge Assessment 

90791 Psychiatric Evaluation 

H2010 Psychotropic Medication Monitoring 

H0020 Medication Assisted Treatment (MAT) 

H0004 
Therapy/Counseling and Intensive 
Outpatient Substance Abuse - Individual 

H0005 
Therapy/Counseling and Intensive 
Outpatient, Substance Abuse - Group 

H0047 Rehabilitation 

H2036 Adolescent Residential 

H0010 Detoxification 



12 

Care Coordination 
CARE CORDINATION 
IHPA anticipates providing some care management services when the value-based contract amendments are implemented. In 

addition, when the Illinois Integrated Health Home program starts, IHPA will be contracted to provide IHH services. Refer to the IlliniCare Provider 
Manual for care coordination services available to IlliniCare beneficiaries. 

Billing & Claims Submission
GENERAL BILLING GUIDELINES 

IHPA contracts with Medicaid MCOs to deliver 

behavioral health services to their members.  

In many cases IHPA providers may already 

contract with those MCOs in their treatment of 

other members.  In order to ensure a 

streamlined process for our provider network, IHPA has taken 

steps to ensure that the billing process used by the MCOs who 

contract with IHPA is consistent across populations.  This creates 

a streamlined process for providers who have already adopted an 

internal billing workflow for any MCO with whom IHPA contracts.   

Illinois Health Practice Alliance Providers contract directly with 

IHPA for payment of covered services. It is important that 

providers ensure the IHPA has accurate billing information on file. 

IHPA will validate the following information with you at least 

quarterly: 

• Provider name (as noted on current W-9 form). 

• National Provider Identifier (NPI) (Group, Practitioner) 

• Tax Identification Number (TIN) 

• Taxonomy code 

• Physical location address (as on the W-9 form) 

• Billing name and address 

Providers must bill with their NPI number in box 24Jb and their 

taxonomy code in box 24Ja to avoid possible delays in 

processing. IHPA will return claims missing the required data, and 

will notify the provider in writing. Such claims are not considered 

“clean” and therefore cannot be accepted into our system. 

Providers should notify IHPA 30 days in advance of billing 

information changes. Please submit changes with a revised W-9 

form. TIN and/or address changes are NOT acceptable when 

conveyed via a claim form. 

Claims must meet the following requirements to pay correctly: 

• The member is effective on the date of service and assigned 
to the IHPA 

• The service provided is a covered benefit under the 

member’s contract on the date of service; and 

• The referral and prior authorization processes were 

followed, if applicable. 

• Dates of Service must not span more than one calendar 

month 

• In scope services (Page 11) must be submitted 

separately from any out of scope services for the same 

MCO. For claims that have mixed claims, claim lines 

that are in scope for IHPA will pay and the out of scope 

claim lines will reject and require resubmission to the 

MCO 

Payment for service is contingent upon compliance with referral and 

prior authorization policies and procedures, as well as the billing 

guidelines outlined in this manual. For additional information on 

billing guidelines, please refer to IHPA’s MCO Partner websites. 

3 WAYS TO SUBMIT CLAIMS
There are 3 ways to submit claims to IHPA: 

1. On the Provider Portal at 
Provider.ILHealthpracticealliance.com

2. Paper Claims mailed to: 
Illinois Health Practice Alliance 
Attn: Claims 
P.O. Box 4020 
Farmington, MO 63640-4402 

3. Through Clearinghouses: Payer ID #: 68069
For more information about clearinghouse, contact: 

Illinois Health Practice Alliance  

c/o EDI Department  

800-225-2573 ext. 6075525 or EDIBA@centene.com
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TIMELY FILING 

To be eligible for reimbursement, providers must file claims within 

a qualifying time limit. A claim is considered for payment if it is 

received by IHPA within 180 days from the date on which services 

are provided. This time limit applies to both initial and resubmitted 

claims. Rebilled claims, as well as initial claims, received more 

than 180 days from the date of service will not be paid. 

A “request for reconsideration” must be submitted before a claim 

dispute. Reconsideration requests must be received within 180 

days of the DOS or the day of discharge, whichever is later. Claim 

disputes must be received within 90 days of the paid date, not to 

exceed 1 year from the DOS. 

When Medicaid is the secondary payer, claims must be received 

within 90 calendar days of the final determination of the primary 

payer. 

HELP WITH IHPA CLAIMS 

If a provider needs help with IHPA claims issues, IHPA has the 

following resources: 

• IHPA Provider Call Center. Providers may contact the Call 

Center with claims questions by calling the IHPA Provider Call 

Center at (844) 298-6981 

• Provider Performance Team. IHPA’s regional Provider 

Performance Team will be available to answer any claim 

questions and assist with resolution. More information is 

available in the Provider Performance Program section of this 

manual. 

BILLING FORMS 

Electronic submission is the preferred method of claims 

submission, but IHPA accepts manual submissions.  

IHPA providers must submit claims for professional services on a 

CMS 1500. Submit claims for hospital based inpatient and 

outpatient services, as well as swing bed services, on a UB 04 

form.  

Below are best practices for submitting claims:  

• Use one claim form for each recipient. 

• Enter one procedure code & date of service per claim line 

• Enter information with a typewriter or computer using black 

type. 

• Enter information in the allotted spaces. 

• Do not use whiteout on the claim form. 

• Enter information in the allotted spaces. 

• Complete the form using the specific procedure or billing 

code for the service. 

• Use the same claim form for all services provided for the 

same recipient, same provider, and same date of 

service. 

• If dates of service encompass more than one month, a 

separate billing form must be used for each month.  

KEY CLAIMS SUBMISSION TIPS

• Do use the correct P.O. Box number 

• Do submit all claims in a 9” x 12” or larger envelope 

• Do type all fields completely and correctly 

• Do use typed black or blue ink only at 9-point font or larger 

• Do include all other insurance information (policy holder, 

carrier name, ID number and address) when applicable 

• Do attach the EOP from the primary insurance carrier when 

applicable. Note: IHPA is able to receive primary insurance 

carrier EOP [electronically]

• Do submit on a proper original form: CMS 1500 or UB 04 

Please Do Not 

• Submit handwritten claim forms 

• Use red ink on claim forms 

• Circle any data on claim forms 

• Add extraneous information to claim form fields 

• Use highlighter on any claim form field 

• Submit photocopied claim forms (no black and white claim 

forms) 

• Submit carbon copied claim forms 

• Submit claim forms via fax 

CLEAN CLAIM DEFINITION 

A clean claim means a claim received by IHPA for adjudication in a 

nationally accepted format in compliance with standard coding 

guidelines and which requires no further information, adjustment, or 

alteration by the provider of the services in order to be processed 

and paid by IHPA. 

Clean claims will be adjudicated (finalized as paid or denied) at the 

following levels: 

• 90% within 30 business days of the receipt 

• 99% within 90 business days of the receipt 

NON-CLEAN CLAIM DEFINITION 

Non-clean claims are submitted claims that require further 

documentation or development beyond the information contained 

therein. The errors or omissions in claims result in the request for 

additional information from the provider or other external sources to 

resolve or correct data omitted from the bill; review of additional 
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medical records; or the need for other information necessary to 

resolve discrepancies. In addition, non-clean claims may involve 

issues regarding medical necessity and include claims not 

submitted within the timely filing deadlines. 

COMMON CAUSES OF UPFRONT REJECTIONS 

• Unreadable Information. 

• Missing Member Date of Birth. 

• Missing Member Name or Identification Number. 

• Missing Provider Name, Tax ID, or NPI Number. 

• The Date of Service on the Claim is Not Prior to Receipt 
Date of the Claim. 

• Dates Are Missing from Required Fields. 

• Invalid of Missing Type of Bill. 

• Missing, Invalid or Incomplete Diagnosis Code. 

• Missing Service Line Detail. 

• Member Not Effective on the Date of Service. 

• Admission Type is Missing. 

• Missing Patient Status. 

• Missing or Invalid Occurrence Code or Date. 

• Missing or Invalid Revenue Code. 

• Missing or Invalid CPT/Procedure Code. 

• Incorrect Form Type. 

IHPA sends providers detailed letters for each rejected claim 

explaining the reason for the rejection. 

COMMON CAUSES OF CLAIM PROCESSING DELAYS & DENIALS 
• Incorrect Form Type. 

• Diagnosis Code Missing 4th, 5th, and 6th character 
requirements and 7th character extension requirements. 

• Missing or Invalid Procedure or Modifier Codes. 

• Missing or Invalid DRG Code. 

• Explanation of Benefits from the Primary Carrier is Missing 
or Incomplete. 

• Invalid Member ID. 

• Invalid Place of Service Code. 

• Provider TIN and NPI Do Not Match. 

• Invalid Revenue Code. 

• Dates of Service Span Do Not Match Listed Days/ Units. 

• Missing Physician Signature. 

• Invalid TIN. 

• Missing or Incomplete Third Party Liability Information. 

IHPA will send providers written notification via the EOP for each 

claim that is denied, which will include the reason(s) for the denial. 

REQUESTS FOR RECONSIDERATION, CLAIM DISPUTES, AND 

CORRECTED CLAIMS 

If a provider has a question or is not satisfied with the information 

they have received related to a claim, there are four effective ways 

in which the provider can contact IHPA:  

1.Contact Provider Services. Providers may discuss questions 

regarding amount reimbursed or denial of a particular service by 

calling the IHPA Provider Call Center at (844) 298-6981. 

2.Submit an Adjusted or Corrected Claim to: 

Illinois Health Practice Alliance 

Attn: Corrected Claim 

PO Box 7800 

Farmington, MO 63640-7859 

The claim must clearly be marked as “RESUBMISSION.” The 

original claim number or the original EOP must be included with 

the resubmission. Failure to mark the claim as a resubmission 

and include the original claim number (or include the EOP) may 

result in the claim being denied as a duplicate, a delay in the 

reprocessing, or denial for exceeding the timely filing limit. 

3.Submit a Request for Reconsideration to: 

Illinois Health Practice Alliance 

Attn: Reconsideration 

PO Box 7800 

Farmington, MO 63640-7859 

A request for reconsideration is a written communication from the 

provider about a disagreement in the way a claim was processed 

but does not require a claim to be corrected and does not require 

medical review. The request must include sufficient identifying 

information which includes, at minimum, the patient name, patient 

ID number, date of service, total charges and provider name. The 

documentation must also include a detailed description of the 

reason for the request. 

4.Submit a Claim Dispute Form to: 

Illinois Health Practice Alliance  

Attn: Dispute 

PO Box 7800 

Farmington, MO 63640-7859 

A claim dispute is to be used only when a provider has received 

an unsatisfactory response to a request for reconsideration. The 

Claim Dispute Form can be found in the provider section of our 

website at ILHealthPracticeAlliance.com. 
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If the claim dispute results in an adjusted claim, the provider will 

receive a revised EOP. If the original decision is upheld, the 

provider will receive a revised EOP or a letter detailing the 

decision and steps for escalated reconsideration. 

IHPA shall process and finalize all adjusted claims, requests for 

reconsideration, and disputed claims to a paid or denied status within 

45 business days of receipt. 

THIRD PARTY LIABILITY 

Third party liability refers to any other health insurance plan or carrier 

(e.g., individual, group, employer-related, self-insured or self-funded, 

or commercial carrier, automobile insurance, and worker’s 

compensation) or program that is or may be liable to pay all or part 

of the healthcare expenses of the member. 

Medicaid programs are always the payer of last resort. IHPA network 

providers shall make reasonable efforts to determine the legal liability 

of third parties to pay for services furnished to IHPA-assigned 

members. If the provider is unsuccessful in obtaining necessary 

cooperation from a member to identify potential third party resources, 

the provider shall inform IHPA that efforts have been unsuccessful. 

IHPA will make every effort to work with the provider to determine 

liability coverage. 

If third party liability coverage is determined after services are 

rendered, IHPA will coordinate with the provider to pay any claims 

that may have been denied for payment due to third party liability. 

ELECTRONIC FUNDS TRANSFERS (EFTS) & ELECTRONIC 

REMITTANCE ADVICES (ERAS)  

The Illinois Health Practice Alliance provides Electronic Funds 

Transfers (EFTs) and Electronic Remittance Advices (ERAs) to its 

participating providers to reduce costs, speed secondary billings, and 

improve cash flow by enabling online access of remittance 

information and reconciliation of payments. As a provider, you can 

gain the following benefits from using EFTs and ERAs:

• Reduce accounting expenses – ERAs can be imported 
directly into practice management or patient accounting 
systems, eliminating the need for manual re-keying 

• Improve cash flow – Electronic payments mean faster 
payments, leading to improvements in cash flow 

• Maintain control over bank accounts – You keep TOTAL 
control over the destination of claim payment funds and 
multiple practices and accounts are supported 

• Match payments to advices quickly – You can associate 
electronic payments with electronic remittance advices 
quickly and easily 

For more information on our EFTs and ERAs services, please 

contact Provider Services. 

OVERPAYMENT RECOVERY PROCEDURES 

An overpayment may occur due to, but not limited to, the following 

reasons: 

• Duplicate payment by IHPA or MCO Partner; 

• Payment to incorrect provider or incorrect member; or 

• Overlapping payment by IHPA and a third party resource 
(TPR). 

The provider has the option of refunding the overpayment by issuing 

a check to IHPA or by requesting a recoupment by contacting 

Provider Services. The refund check should be accompanied with 

documentation regarding the overpayment, including: 

• Refunding provider’s name and provider identifier; 

• Member name and ID;  

• Date of service; and 

• A copy of the Explanation of Payment (EOP) showing the 
claim to which the refund is being applied. 

IHPA may offset future claim payments until the amount of 

overpayment has been fully recovered in the event that a provider 

fails to refund an overpayment. To submit a refund check, please 

mail the check and supporting documents to:  

Illinois Health Practice Association 

PO Box 7800 

Farmington, MO 63640-7859 

ENCOUNTERS 

An encounter is a claim which is paid at zero dollars as a result of 

the provider being pre-paid or capitated for the services he/she 

provided our members. For example; if you receive a monthly 

capitation amount for services, you must file an encounter (also 

referred to as a “proxy claim”) on a CMS 1500 for each service 

provided. Since you will have received a pre-payment in the form of 

capitation, the encounter or “proxy claim” is paid at zero dollar 

amounts. It is mandatory that your office submits encounter data. 

IHPA utilizes encounter reporting to evaluate all aspects of quality 

and utilization management, and it is required by HFS and by CMS. 

Encounters do not generate an EOP. 

Providers are required to submit either an encounter or a claim for 

each service that you render to an IHPA member. 

PROCEDURES FOR FILING ENCOUNTER DATA 

IHPA encourages all providers to file encounters and claims 

electronically. See the Electronic Claims Submission section in this 

Provider Manual for more information on electronic 

claims/encounters. 
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Grievance & Appeals 
MEMBER GRIEVANCES 

The Illinois Health Practice Alliance collaborates 

closely with MCO Partners to resolve both informal complaints and 

formal grievance through a formally structured grievance and 

appeals process. IHPA Member Partners’ processes are compliant 

with Section 45 of the Managed Care Reform and Patient Rights Act 

and 42 CFR Section 438 Subpart F, including procedures to ensure 

expedited decision making when a member’s health so 

necessitates. The filing of a grievance will not preclude the member 

from filing a complaint with the Illinois Department of Insurance 

(DOI), nor will it preclude DOI from investigating a complaint 

pursuant to its authority under Section 4-6 of the Health 

Maintenance Organization Act. 

Below is a brief description of the Grievance and Appeals process. 

For more detailed information regarding Grievances and 

Complaints, please contact IHPA MCO Partners. 

A member grievance is defined as any expression of dissatisfaction 

by a member about any matter other than an Action. The grievance 

process allows the member, or the member’s appointed 

representative (guardian, caretaker, relative, PCP or other treating 

provider) acting on behalf of the member, to file a grievance either 

verbally or in writing, or an appeal, or request a State Fair Hearing. 

IHPA values its providers and will not retaliate in any way against 

providers who file a grievance on a member’s behalf. 

A member complaint is defined as those received verbally and 

resolved immediately to the satisfaction of the member or appointed 

representative.  

ACKNOWLEDGEMENT  

As part of the grievance process, MCO Partners shall acknowledge 

receipt of each grievance in writing, documenting the substance of 

an oral grievance, and attempt to resolve it immediately. MCO 

Partners are expected to respond with a detailed acknowledgement 

letter within two business days of receipt. 

Informal complaints are resolved immediately and detailed notes 

regarding the issue and resolution are documented completely.  

TIMEFRAME & NOTICE OF GRIEVANCE RESOLUTION 

IHPA MCO partners are expected to investigate and review 

grievances as expeditiously as the member’s health condition 

requires. Resolution should not exceed fifteen (15) days from the 

receipt of all information or thirty (30) days from the date the 

grievance is received by the MCO Partner. Members have the right 

to attend and participate in the formal grievance proceedings and 

may be represented by a designated representative of his or her 

choice. Resolution is determined by majority vote. Any individuals 

who make a decision on grievances will not be involved in any 

previous level of review or decision making. In any case where the 

reason for the grievance involves clinical issues or relates to denial 

of expedited resolution of an appeal, the decision makers shall be 

healthcare professionals with the appropriate clinical expertise in 

treating the member’s condition or disease [see 42 CFR § 438.406].

Written notification of the grievance resolution will be made within 

five (5) days after the determination and will include the resolution, 

including but not be limited to, the decision reached, the reason(s) 

for the decision, the policies or procedures which provide the basis 

for the decision, and a clear explanation of any further rights 

available to the member. 

Grievances may be submitted verbally or in writing to the 

appropriate MCO Partner.  

APPEALS 

An appeal is the request for review of a “Notice of Adverse Action.” 

A Notice of Adverse Action is the denial or limited authorization of a 

requested service, including the type or level of service; the 

reduction, suspension, or termination of a previously authorized 

service; the denial, in whole or part of payment for a service 

excluding technical reasons; the failure to render a decision within 

the required timeframes; or the denial of a member’s request to 

exercise his/her right under 42 CFR 438.52(b)(2) (ii) to obtain 

services outside the MCO Partner’s network. The review may be 

requested in writing or verbally within 60 days of the Notice of 

Adverse Action, however verbal requests for appeals must be 

followed by a written request. All appeals must be registered initially 

with the MCO Partner and may be appealed to the Department of 

Healthcare and Family Services when the appeal process has been 

exhausted. 

MCO Partners are required to notify the filing party, within two (2) 

business days of receipt, of any additional information required to 

evaluate the appeal request. Appeals will be fully investigated 

without deference to the denial decision. The appeal will be reviewed 

by an appropriately licensed clinical peer who was not involved in 

any previous level of decision making regarding the request. MCO 

Partners render a decision and provide written notification within 15 

business days after receipt of required information, not to exceed 30 

calendar days of receipt of the request. A member or an authorized 

representative may request a standard or expedited External 

Independent Review (EIR) of an adverse determination. 
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EXPEDITED APPEALS 

Expedited appeals may be filed when either the MCO Partner or the 

member’s provider determines that the time expended in a standard 

resolution could seriously jeopardize the member’s life or health or 

ability to attain, maintain, or regain maximum function. No punitive 

action will be taken against a provider that requests an expedited 

resolution or supports a member’s appeal. In instances where the 

member’s request for an expedited appeal is denied, the appeal must 

be transferred to the timeframe for standard resolution of appeals. 

The MCO Partner will notify the filing party, within 24 hours of receipt, 

of any additional information required to evaluate the appeal request. 

The MCO Partner will render a decision and provide notification 

within 24 hours after receipt of required information, not to exceed 72 

hours of receipt of the initial request. The MCO Partner will make 

reasonable efforts to provide the member, PCP and any healthcare 

provider who recommended the service with prompt verbal notice of 

the decision followed by written notice within three (3) calendar days 

after the initial verbal notification. 

NOTICE OF APPEAL RESOLUTION  

Written appeal resolution notice shall include the following 
information: 

• The decision reached by the MCO Partner; 

• The date of decision; 

• For appeals not resolved wholly in favor of the member, the 

right to request a State fair hearing and information as to 

how to do so; and 

• The right to request to receive benefits while the hearing is 

pending and how to make the request, explaining that the 

member may be held liable for the cost of those services if 

the hearing decision upholds the MCO Partner decision. 

Appeals may be submitted verbally or in writing to the appropriate 
MCO Partner.  

STATE FAIR HEARING PROCESS 

Any adverse action or appeal that is not resolved wholly in favor of 

the member by the MCO Partner may be appealed by the member 

or the member’s authorized representative to HFS for a Fair Hearing 

conducted in accordance with 42 CFR § 431 Subpart  

REVERSED APPEAL RESOLUTION

In accordance with 42 CFR §438.424, if the MCO Partner or the state 

fair hearing decision reverses a decision to deny, limit, or delay 

services, where such services were not furnished while the appeal 

was pending, the MCO Partner will authorize the disputed services 

promptly and as expeditiously as the member’s health condition 

requires. Additionally, in the event that services were continued while 

the appeal was pending, the MCO Partner will provide 

reimbursement for those services in accordance with the terms of the 

final decision rendered by HFS and applicable regulations.

Provider Complaints 
Providers within the Illinois Health Practice Alliance Network may resolve issues through various means.  

Direct Contractual Issues to IHPA@envolvehealth.com 

For Claims Payment issues related to IHPA billing, please call (844) 298-6981

For Issues concerning the Website or Provider Portal, please call (844) 298-6981 

For concerns regarding attributed membership, please contact IHPA@envolvehealth.com 

For issues concerning benefits, covered services under HealthChoice Illinois, or for issues with our MCO Partners, 
please contact david.m.berkey@ILHealthPracticeAlliance.com 
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Provider Performance Program 
Illinois Health Practice Alliance (IHPA) recognizes that as payors shift from volume to value, providers have a need for transparent, 

timely, accurate and actionable data about their performance. The Provider Performance Program is dedicated to providing value 

to the Practitioners by enhancing performance through alignment, transparency and insight: 

PROGRAM STRUCTURE

IHPA’s Chief Clinical Officer has accountability for quality of care and services provided to attributed members under the direction of the CEO and 

Board of Managers (BOM). The Clinical Operations Committee (COC) is a senior management committee with provider representation that is 

directly accountable to the BOD. The purpose of the COC is to promote a system-wide approach to Provider Performance, provide oversight and 

direction in assessing the appropriateness of care and services delivered, encourage Provider participation, and to continuously enhance and 

improve the quality of care and services provided to members.  The Chief Clinical Officer collaborates with the COC and leadership to identify and 

develop care programs to enhance the quality of care provided to our members. 

Together, the CCO and COC will provide ongoing oversight of the Provider Performance Program and set guidance for the network around 

performance management. As part of this effort, we are pleased to launch the Provider Performance Team which will support your practice 

throughout the agreement.  The Provider Performance team will provide you with a number of services to drive quality and efficiency which 

include: 

• Access to data 

• Population health analytics 

• Provider-level analytics 

• IHPA performance measure tracking 

• Provider education 

IHPA providers can expect to routinely meet with the provider performance manager who is assigned to your practice.  He/She will get to know 
your organization, review claim data with you, and identify opportunities related to achieving your performance goals. The provider performance 
manager will be your main point of contact.  Please feel free to communicate with us directly with any suggestions, ideas, or questions you may 
have. If you have any questions feel free to contact the Provider Performance Director at (312) 270-2877.

PROVIDER DATA & MEASURE TRACKING 

IHPA’s Provider Performance Program adopts traditional quality / risk / utilization management approaches to problem identification with the 

objective of identifying improvement opportunities. Initiatives will be selected in collaboration with each provider based on performance data.  

IHPA communicates provider-level activities and outcomes to providers through avenues such as the provider web portal reports and direct 

reports from the Provider Performance Team. The Provider Performance Reports in the portal represent patient- level data for a specific provider 

panel. Examples of these reports are: Top 100 Members, Medication Fill Rate, and First Episode Psychosis.  The Provider Performance 

Manager will have monthly reports at the Provider/TIN level.  Providers will be able to see trends in the monthly reports, example of these reports 

are: BH readmission rate, Dollars outside Capitation, and Cost. Additional reports could include HEDIS measures.  At any time, IHPA providers 

may request additional information on any of the reports or the data analysis including a description of the Provider Performance program and a 

report on the IHPA progress in meeting the program goals by contacting IHPA Director of Provider Performance department. 

PROVIDER DASHBOARDS AND PROFILES 

Payors, employees and consumers use publicly available/claims data to steer members to practitioners who are cost-efficient and provide the 

highest quality of care.  Wonder how you look?  IHPA aligns their metrics with what is public available in profiling to assure our practitioners are 

listed as providing the highest quality of care and cost efficient.   

FROM TO

Multiple sources of information Single source of truth 
Lack of trust in data Full transparency and audit ability 
Delayed, incomplete results Timely, accurate information 
Endless rows of data Actionable insights 
Time spent compiling data Time spent improving performance 
Disparate sources of measurement Built-in benchmarks and comparisons 
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Providers, who meet a minimum panel threshold will receive a monthly/quarterly report with an individual score for each measure. Scores will be 

benchmarked per individual measure and compositely to the IHPA’s network 80th percentile. Provider indicator data is not risk adjusted and 

scoring is based on provider performance within the service area range. IHPA Providers who meet or exceed established performance goals will 

be eligible for the performance incentives and/or payments according to their Provider Participation Agreement.

PRACTITIONER INVOLVEMENT
IHPA recognizing the integral role practitioner involvement plays in the success of its provider performance program and encourages provider 
representation in various levels of the process. 

Health/Clinical Record Review 
Illinois Health Practice Alliance providers are required to maintain accurate and complete health records. Such records will 

enable providers to render the highest quality healthcare service to clients. Providers should follow the rules, requirements and 

regulations established by the Health Insurance Portability and Accountability Act; CMS and HFS regulatory guidance, and accreditation standards.  

Provider Rights & Responsibilities
The below table outlines various scenarios in which IHPA contracted organizations may terminate services with 
IHPA or an IHPA client, and the resulting process that needs to be followed for each case.  

Scenario Responsibilities of IHPA 
contracted organization 

Responsibilities of IHPA Timeframe Process 

An IHPA 
contracted 
organization 
closes one of 
their sites 

IHPA contracted organizations 
must give IHPA notice in writing 
and disclose their plan to ensure 
that clients continue to receive 
services necessary for their care 
(e.g. transitioning client into other 
services within the organization or 
working with IHPA to reassign the 
client to another IHPA contracted 
organization). 

If the contracted organization can 
no longer provide care as a result 
of the changes reported it must 
notify its assigned clients via 
certified mail that they are no 
longer able to serve that client and 
are referring them to another IHPA 
contracted organization (identified 
in the letter). The IHPA contracted 
organization will facilitate a warm 
hand-off with the receiving 
organization, if possible. The 
receiving organization will reach 
out to the newly assigned client to 
engage him/her in clinically 
appropriate care. 

The IHPA contracted organization 
will ensure that all clinically relevant 
records are shared with the 

IHPA will work with the 
organization to reassign any 
assigned clients to another 
IHPA contracted organization 
within IHPA if that organization 
can no longer provide care to 
client(s) as a result of the 
changes reported.  

IHPA will work with the IHPA 
contracted organization to 
support transition of all relevant 
clinical information according to 
HIPAA compliant processes 
with the newly assigned 
client(s), if applicable. 

30 days prior to 
site closing 

Notice can be sent to IHPA via 
email or letter to the following 
IHPA contact(s):  
Email: 
ihpa@envolvehealth.com

Mail: 
IHPA - Provider Terminations 
77 W Wacker Dr. 
Suite 1200 
Chicago, IL 60601  
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Scenario Responsibilities of IHPA 
contracted organization 

Responsibilities of IHPA Timeframe Process 

receiving organization, if 
applicable. 

The IHPA contracted organization 
will continue to be responsible for 
services until the assigned client is 
transitioned to the new IHPA 
contracted organization. 

An IHPA 
contracted 
organization 
discontinues 
services to an 
entire 
population or 
discontinues a 
specific service 
(e.g. ACT 
program) 

IHPA contracted organizations 
must give IHPA notice in writing 
that they are no longer serving a 
population of clients or closing a 
specific service that disrupts care 
for a specific population (e.g., 
children, SMI, closing an ACT 
program, etc.). The IHPA 
contracted organization must 
disclose its plan to ensure that 
clients continue to receive services 
necessary for their care (e.g. 
transitioning client into other 
services within the organization or 
working with IHPA to reassign the 
client to another IHPA contracted 
organization). 

If due to staffing an organization 
can temporarily not bill for a 
specific service and care can be 
managed within the organization no 
notification to IHPA is needed. If 
the situation is not resolved and 
billing reinstated within 90 days, 
notice to IHPA should be provided. 

If the contracted organization can 
no longer provide care as a result 
of the changes reported it must 
notify its assigned clients via 
certified mail that they are no 
longer able to serve that client and 
are referring them to another IHPA 
contracted organization (identified 
in the letter). The IHPA contracted 
organization will facilitate a warm 
hand-off with the receiving 
organization, if possible. The 
receiving organization will reach 
out to the newly assigned client to 
engage him/her in clinically 
appropriate care. 

The IHPA contracted organization 
will ensure that all clinically relevant 
records are shared with the 
receiving organization, if 
applicable. 

IHPA contracted organizations will 
continue to be responsible for all 

IHPA will work with the 
organization to reassign any 
assigned clients to another 
IHPA contracted organization 
within IHPA. 

IHPA will work with the IHPA 
contracted organization to 
support transition of all relevant 
clinical information according to 
HIPAA compliant processes 
with the newly assigned 
client(s), if applicable. 

60 days prior to 
discontinuation 
of service

Notice can be sent via email or 
letter and sent to the following 
IHPA contact(s): 
Email: 
ihpa@envolvehealth.com

Mail: 
IHPA - Provider Terminations 
77 W Wacker Dr. 
Suite 1200 
Chicago, IL 60601  
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Scenario Responsibilities of IHPA 
contracted organization 

Responsibilities of IHPA Timeframe Process 

services until the assigned client is 
transitioned to the new IHPA 
contracted organization. 

An IHPA 
contracted 
organization 
closes 

IHPA contracted organizations 
must give IHPA notice in writing 
and are encouraged to contact the 
CCO to discuss a client transition 
plan. In addition, IHPA contracted 
organizations must notify its 
assigned clients via certified mail 
that they are closing and are 
referring them to another IHPA 
contracted organization (identified 
in the letter).  

The IHPA contracted organization 
will facilitate a warm hand-off with 
the receiving organization, if 
possible. The receiving 
organization will reach out to the 
newly assigned client to engage 
him/her in clinically appropriate 
care in accordance with the 
timeframes outlined in the Provider 
Access and Availability Standards 
section. 

The IHPA contracted organization 
will ensure that all clinically relevant 
records are shared with the 
receiving organization, if 
applicable. 

IHPA will work with the 
organization to reassign any 
assigned clients to another 
IHPA contracted organization 
within IHPA. 

IHPA will work with the IHPA 
contracted organization to 
support transition of all relevant 
clinical information according to 
HIPAA compliant processes 
with the newly assigned 
client(s), if applicable. 

IHPA will work with the MCO to 
ensure all clients receive 
necessary services if an IHPA 
contracted provider cannot 
meet client needs. 

90 days prior to 
closing 

Notice can be sent to IHPA via 
email or letter and sent to the 
following IHPA contact(s): 

Email: 
ihpa@envolvehealth.com

Mail: 
IHPA - Provider Terminations 
77 W Wacker Dr. 
Suite 1200 
Chicago, IL 60601  

An IHPA 
contracted 
organization 
leaves IHPA 

IHPA contracted organizations 
must give IHPA notice per the PPA 
in writing. If clients are to be 
reassigned, they should be notified 
via certified mail and referred to 
another IHPA contracted 
organization (identified in the letter 
and assigned by IHPA). The IHPA 
contracted organization will 
facilitate a warm hand-off with the 
receiving organization, if possible. 
The receiving organization will 
reach out to the newly assigned 
client to engage him/her in clinically 
appropriate care. 

The IHPA contracted organization 
will ensure that all clinically relevant 
records are shared with the 
receiving organization, if 
applicable. 

IHPA will work with the 
organization leaving IHPA to 
determine if clients are to be re-
assigned and if so, make the 
assignment needed.  

IHPA will work with the IHPA 
contracted organization to 
support transition of all relevant 
clinical information according to 
HIPAA compliant processes 
with the newly assigned 
client(s), if applicable. 

90 days prior to 
leaving 

Notice can be sent to IHPA via 
email or letter and sent to the 
following IHPA contact(s): 

Email: 
ihpa@envolvehealth.com

Mail: 
IHPA - Provider Terminations 
77 W Wacker Dr. 
Suite 1200 
Chicago, IL 60601  
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Scenario Responsibilities of IHPA 
contracted organization 

Responsibilities of IHPA Timeframe Process 

An individual 
provider leaves 
an IHPA 
contracted 
organization 

IHPA contracted organizations 
must notify IHPA in writing when an 
individual provider (with an NPI) 
leaves an IHPA contracted 
organization and of its plan to 
transition services to another 
individual provider within that 
organization.  

If the contracted organization can 
no longer provide care as a result 
of the changes reported they will 
request a re-assignment from IHPA 
and notify its assigned clients via 
certified mail that they are no 
longer able to serve that client and 
are referring them to another IHPA 
contracted organization (identified 
in the letter). The IHPA contracted 
organization will facilitate a warm 
hand-off with the receiving 
organization, if possible. The 
receiving organization will reach 
out to the newly assigned client to 
engage him/her in clinically 
appropriate care. 

The IHPA contracted organization 
will ensure that all clinically relevant 
records are shared with the 
receiving organization, if 
applicable. 

IHPA contracted organizations will 
continue to be responsible for all 
services until the assigned client is 
transitioned to the new IHPA 
contracted organization. 

IHPA will work with the 
organization to reassign any 
assigned clients to another 
IHPA contracted organization 
within the IHPA if that 
organization can no longer 
provide care to client(s) as a 
result of the changes reported. 

IHPA will work with the IHPA 
contracted organization to 
support transition of all relevant 
clinical information according to 
HIPAA compliant processes 
with the newly assigned 
client(s), if applicable. 

30 days Notice can be sent via email or 
letter and sent to the following 
IHPA contact(s): 

Email: 
ihpa@envolvehealth.com

Mail: 
IHPA - Provider Terminations 
77 W Wacker Dr. 
Suite 1200 
Chicago, IL 60601  

An individual 
provider loses 
their 
credentialing 
with a 
contracted 
MCO 

IHPA contracted organizations 
must notify IHPA in writing when an 
individual provider loses their 
credentialing with a contracted 
MCO and of its plan to transition 
services to another individual 
provider within that organization.  

If the contracted organization can 
no longer provide care as a result 
of the changes reported they will 
request a re-assignment from IHPA 
and notify its assigned clients via 
certified mail that they are no 
longer able to serve that client and 
are referring them to another IHPA 
contracted organization (identified 
in the letter). The IHPA contracted 
organization will facilitate a warm 
hand-off with the receiving 
organization, if possible. The 
receiving organization will reach 

IHPA will work with the 
organization to reassign any 
assigned clients to another 
IHPA contracted organization 
within the IHPA if that 
organization can no longer 
provide care to client(s) as a 
result of the changes reported. 

IHPA will work with the IHPA 
contracted organization to 
support transition of all relevant 
clinical information according to 
HIPAA compliant processes 
with the newly assigned 
client(s), if applicable. 

10 business 
days from 
notification 
from the MCO 
about loss of 
credentials 

Notice can be sent via email or 
letter and sent to the following 
IHPA contact(s): 

Email: 
ihpa@envolvehealth.com

Mail: 
IHPA - Provider Terminations 
77 W Wacker Dr. 
Suite 1200 
Chicago, IL 60601  
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Scenario Responsibilities of IHPA 
contracted organization 

Responsibilities of IHPA Timeframe Process 

out to the newly assigned client to 
engage him/her in clinically 
appropriate care. 

The IHPA contracted organization 
will ensure that all clinically relevant 
records are shared with the 
receiving organization, if 
applicable. 

IHPA contracted organizations will 
continue to be responsible for all 
services until the assigned client is 
transitioned to the new IHPA 
contracted organization. 

An IHPA 
contracted 
organization 
loses their 
Medicaid 
certification 
(suspended) 

IHPA contracted organization shall 
follow the process outlined in their 
Provider Participation Agreement.  

IHPA will provide support as 
outlined in the Provider 
Participation Agreement and 
immediately suspend any new 
client assignment. 

Upon 
notification 

Notice can be sent via email or 
letter and sent to the following 
IHPA contact(s): 
Email: 
ihpa@envolvehealth.com

Mail: 
David Berkey 
IHPA Provider Terminations 
77 W Wacker Dr. 
Suite 1200 
Chicago, IL 60601  

Michael Fierro-Randazzo 
IHPA Provider Terminations 
77 W Wacker Dr. 
Suite 1200 
Chicago, IL 60601  

An IHPA 
contracted 
organization 
chooses to 
discontinue 
providing care 
to an assigned 
client because 
of current or 
past violence 
against staff, 
credible 
threat(s), or 
significant 
destruction of 
property 

The contracted organization must 
notify IHPA in writing within 24 
hours of the incident(s), knowledge 
of the incident or upon assignment 
notification. 

IHPA will work to ensure 
immediate clinical needs are 
addressed and the client is re-
assigned to another IHPA 
contracted organization, if 
appropriate. 

Contracted 
organization 
must notify 
IHPA in writing 
within 24 hours 
of incident 

IHPA will act 
within 5 
business days 
of notification 

Notice should be made via 
phone call with written follow-up 
sent to the following IHPA 
contact(s): 

Phone call made to IHPA’s Chief 
Clinical Officer via the Provider 
Call Center: (844) 298-6981 

Written notification sent to:  

IHPA - Provider Terminations 
77 W Wacker Dr. 
Suite 1200 
Chicago, IL 60601  

An IHPA 
contracted 
organization 
would like to 
terminate 
services with a 
client (for a 
different reason 

Written notification with rationale 
for termination must be submitted 
to IHPA’s Chief Clinical Officer 
(CCO). 

Clients assigned to an IHPA 
contracted organization are 
expected to be outreached and 

IHPA’s CCO will work with the 
organization to determine if a 
transition to another IHPA 
organization is indicated, if an 
administrative termination of 
care can be pursued, or an 
alternative process is to be 
pursued. 

Disposition 
finalized within 
30 days 

Contact info for CCO: 

Phone call made to IHPA’s Chief 
Clinical Officer via the Provider 
Call Center: (844) 298-6981 

Written notification sent to:  
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Scenario Responsibilities of IHPA 
contracted organization 

Responsibilities of IHPA Timeframe Process 

not outlined 
above) 

engaged, with attempts made to 
continue to engage and re-engage 
when scheduled appointments are 
missed or community-based 
appointments e.g. home visits are 
not kept. Non-compliance is not 
reason enough for an IHPA 
contracted organization to close or 
discontinue services to an assigned 
client.  

IHPA - Provider Terminations 
77 W Wacker Dr. 
Suite 1200 
Chicago, IL 60601  

A client moves 
and 
discontinues 
services with 
an IHPA 
contracted 
organization 

IHPA contracted organizations 
must give IHPA notice in writing. 

If the client has relocated out of 
state and is no longer eligible for 
services, notification should specify 
this detail. If the client is locating 
within IL, the IHPA contracted 
organization must work with IHPA 
to reassign the client to another 
IHPA contracted organization, as 
appropriate. 

The IHPA contracted organization 
will facilitate a warm hand-off with 
the receiving organization, if 
possible. The receiving 
organization will reach out to the 
newly assigned client to engage 
him/her in clinically appropriate 
care. 

The IHPA contracted organization 
will ensure that all clinically relevant 
records are shared with the 
receiving organization, if 
applicable. 

IHPA will work with the 
organization to reassign any 
assigned clients to another 
IHPA contracted organization 
within IHPA, as appropriate. 

30 days from 
notification of 
client move, or 
upon learning 
client has 
moved 

Notice can be sent via email or 
letter and sent to the following 
IHPA contact(s): 

Email: 
ihpa@envolvehealth.com

Mail: 
IHPA - Provider Terminations 
77 W Wacker Dr. 
Suite 1200 
Chicago, IL 60601  

A client 
chooses to 
discontinue 
services with 
an IHPA 
contracted 
organization 

IHPA contracted organizations 
must give IHPA notice in writing 
and work with IHPA to refer that 
client to another IHPA contracted 
organization, as appropriate.  

The IHPA contracted organization 
will facilitate a warm hand-off with 
the receiving organization, if 
possible. The receiving 
organization will reach out to the 
newly assigned client to engage 
him/her in clinically appropriate 
care. 

The IHPA contracted organization 
will ensure that all clinically relevant 
records are shared with the 
receiving organization, if 
applicable. 

IHPA will work with the 
organization to reassign any 
assigned clients to another 
IHPA contracted organization 
within IHPA, as appropriate. 

30 days upon 
learning that 
client has 
discontinued 
services  

Notice can be sent via email or 
letter and sent to the following 
IHPA contact(s): 

Email: 
ihpa@envolvehealth.com

Mail: 
IHPA - Provider Terminations 
77 W Wacker Dr. 
Suite 1200 
Chicago, IL 60601  
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Provider Access Standards & 
Procedures 

ACCESS STANDARDS 

IHPA Providers are expected to follow the published access standards and procedures of IHPA’s MCO Partners. Additionally, when possible and 

if clinically indicated, IHPA contracted organizations are strongly encouraged to refer clients within the IHPA network; IHPA organizations are 

encouraged to give priority to clients referred from other IHPA contracted organizations.

Fraud, Waste, & Abuse 
The IHPA takes the detection, investigation, and prosecution of fraud and abuse very seriously, and has a fraud, waste and 

abuse (FWA) program that complies with the State of Illinois and federal laws. To report FWA, call Provider Services at (844) 

298-6981 or our Fraud and Abuse hotline at 866-685-8664. 

IHPA, in conjunction with its MCO Partners and vendors, operates a Special Investigation Unite (SIU) that manages the review and investigation 

of reported concerns. IHPA performs front and back-end audits to ensure compliance with billing regulations. Our sophisticated code editing 

software performs systematic audits during the claims payment process. To better understand this system; please review the Billing and Claims 

section of this manual. SIU performs back end audits which in some cases may result in taking the appropriate actions against those who, 

individually or as a practice, commit fraud, waste and/or abuse, including but not limited to: 

• Remedial education and/or training around eliminating the egregious action; 

• More stringent utilization review; 

• Recoupment of previously paid monies; 

• Termination of provider agreement or other contractual arrangement; 

• Civil and/or criminal prosecution; and 

• Any other remedies available to rectify. 

Some of the most common FWA issues include: 

• Unbundling of codes; 

• Up-coding; 

• Add-on codes without primary CPT; 

• Diagnosis and/or procedure code not consistent with the member’s age/gender; 

• Use of exclusion codes; 

• Excessive use of units; 

• Misuse of benefits; 

• Claims for services not rendered;  

• Conflicts of Interest; 

• Self-Referrals; and 

• Accepting gifts from a company, for example a DME company or pharmaceutical company, in exchange for directing your Medicare and 
Medicaid patients to use those companies 

If you suspect or witness a provider inappropriately billing or a member receiving inappropriate services, please call our free anonymous and 

confidential hotline at 866-685-8664. IHPA takes all reports of potential fraud, waste and/or abuse very seriously and investigate all reported issues. 

IHPA, its MCO Partners, and its vendors have no retaliation policies for anyone reporting a concern. 
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Critical Incidents 
IHPA providers should follow their organizational standards and procedures for handling critical incidents in accordance with 

published guidance from the Office of Inspector General. The primary focus is to identify and report instances that have been founded to have 

harmed a client. Examples of critical incidents include, but are not limited to: 

• Abuse, neglect, exploitation or any incident that has the potential to place a client or a client’s services at risk including those which do 

not rise to the level of abuse, neglect, or exploitation 

• Suicide attempts 

• Willful, serious, and/or life-threatening infliction of injury 

• Death of an attributed member 

• Financial misconduct: Misuse or withholding of a person’s resources 

All suspected critical incidents should be reported to IHPA’s Chief Clinical Officer. IHPA providers may also contact the IHPA Provider Call Center 

at (844) 298-6981.  

Disclosure of Ownership & Control 
Interest Statement 

The Enrollment Disclosure Statement Form (HFS form 1513 - http://www2.illinois.gov/hfs/SiteCollectionDocuments/hfs1513.pdf) is required 

documentation and verification of your eligibility to provide services. In addition, the federal regulations set forth in 42 CFR 455.105 require providers 

who are entering into or renewing a provider agreement to disclose to the U.S. Department of Health and Human Services, the state Medicaid 

agency, and to managed care organizations that contract with the state Medicaid agency certain business transactions. Failure to submit the 

accurate, complete information requested in a timely manner may lead to the termination or denial of enrollment into the network as specified in 42 

CFR 455.416. 

Cultural, Linguistic, & Disability 
Competency 

CULTURAL COMPETENCY 

IHPA contracted organizations are expected to follow all requirements mandated by your accrediting body (e.g. CARF, JCAHO, COA), and the IL 

Bureau of Accreditation, Licensure and Certification (BALC). IHPA encourages all contracted providers to refer to the National Culturally and 

Linguistically Appropriate Services Standards (CLAS Standards) and adopt practices and policies that promote health equity. 

https://www.thinkculturalhealth.hhs.gov/clas/standards 
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Provider Resources
IHPA is dedicated to providing the tools and support providers need to deliver the best quality of care to our members. Below 

are a few resources providers can utilize. 

ILLINOIS HEALTH PRACTICE ALLIANCE WEBSITE 

Providers should use ilhealthpracticealliance.com as their main 

source of information related to our network. Providers can 

access the following information at ilhealthpracticealliance.com:  

• Provider Manual and Billing Manual. 

• Member Handbook and benefit information. 

• Prior Authorization Check Tool. 

• Clinical Guidelines. 

• Provider Forms. 

• Policies and Procedures. 

• And more! 

We are continually updating our website with the latest news 

and information, so save Ilhealthpracticealliance.com to your 

internet “Favorites” list and check our site often! 

PROVIDER PORTAL 

IHPA’s Provider Portal allows providers to check member eligibility 

and benefits, submit and check status of claims, request 

authorizations, and send/receive messages to communicate with 

IHPA’s staff. IHPA’s contracted providers and their office staff 

have the opportunity to register for our Provider Portal in just four 

easy steps. 

The Provider Portal offers tools which make obtaining and sharing 

information easy! It’s simple and secure! Go 

Provider.Ilhealthpracticealliance.com to get started. 

Through the Provider Portal, you can: 

• View the BH panel (patient list); 

• View and submit claims and adjustments; 

• View and submit authorizations; 

• View payment history; 

• View member gaps in care; 

• View provider reports; 

• Check member eligibility; and 

• Contact us securely and confidentially. 

Please contact your Provider Performance representative for a 

tutorial on the Provider Portal. 

INTERACTIVE VOICE RESPONSE (IVR) SYSTEM   

What’s great about the IVR system? It’s free and easy to use! 

The IVR provides you with greater access to information. 

Through the IVR you can: 

• Check member eligibility. 

• Check claims status. 

• Access IHPA information 24 hours a day, seven days a 
week, 365 days a year. 

PROVIDER PERFORMANCE 

Provider Performance Services are providers’ first point of contact 

at IHPA. This department works with all other departments to 

ensure that providers and their support staff receive the necessary 

assistance and information. 

IHPA’s Provider Performance department is designed around the 

concept of making your experience a positive one by being your 

advocate within IHPA. The Provider Performance department is 

responsible for providing the services listed below which include 

but are not limited to: 

• Contracting. 

• Maintenance of existing IHPA Provider Manual. 

• Researching of trends in claims inquiries to IHPA 

• Network performance profiling. 

• Individual physician performance profiling. 

• Physician and office staff orientation. 

• Ongoing provider education, updates, and training 


