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ANTHEM BLUE CROSS
PROVIDER AGREEMENT

This Provider Agreement (hereinafter "Agreement") is made and entered into by and between Blue Cross of 
California doing business as Anthem Blue Cross (hereinafter "Anthem") and ABLE Kids Co (hereinafter "Provider"), 
effective as of the date set forth immediately above Anthem's signature (the "Effective Date"). In consideration of the 
mutual promises and covenants herein contained, the sufficiency of which is acknowledged by the parties, the parties 
agree as follows:

ARTICLE I 
DEFINITIONS

"Affiliate" means any entity that is: (i) owned or controlled, either directly or through a parent or subsidiary 
entity, by Anthem, or is under common control with Anthem, and (ii) that is identified as an Affiliate on 
Anthem's designated web site as referenced in the provider manual(s).  Unless otherwise set forth in this 
Agreement, an Affiliate may access the rates, terms and conditions of this Agreement.

"Agency" means a federal, state or local agency, administration, board or other governing body with 
jurisdiction over the governance or administration of a Health Benefit Plan.

"Anthem Workers' Compensation Network" means an Anthem health care delivery network which includes 
Network/Participating Providers that have expertise in the field of occupational medicine providing treatment 
to injured workers covered by an insured or permissibly self-insured workers' compensation plan as well as 
the preparation of documentation of work related injuries in compliance with the State of California's workers' 
compensation laws and regulations. Participating Providers participate in Anthem's Worker's Compensation 
Network if such participation is designated (i) on the Provider Networks Attachment pursuant to the terms of 
section 2.11 of the Agreement, and (ii) a Worker's Compensation Participation Attachment is attached to this 
Agreement.

"Anthem Rate" means the lesser of one hundred percent (100%) of Eligible Charges for Covered Services, 
or the total reimbursement amount that Provider and Anthem have agreed upon as set forth in the Plan 
Compensation Schedule ("PCS").  The Anthem Rate includes applicable Cost Shares, and shall represent 
payment in full to Provider for Covered Services.

"Audit" means a post-payment review of the Claim(s) and supporting clinical and other information reviewed 
by Anthem to ensure payment accuracy. The review ensures Claim(s) comply with all terms of this 
Agreement and pertinent aspects of submission and payment including, but not limited to, contractual terms, 
Regulatory Requirements, Coded Service Identifiers (as defined in the PCS) guidelines and instructions, 
Anthem medical policies and clinical utilization management guidelines, reimbursement policies, and 
generally accepted medical practices. Audit does not include medical record review for quality and risk 
adjustment initiatives, or activities conducted by Anthem's Special Investigation Unit ("SIU").

"Claim" means either the uniform bill claim form or electronic claim form in the format prescribed by Plan 
submitted by a provider for payment by a Plan for Health Services rendered to a Member.

"CMS" means the Centers for Medicare & Medicaid Services, an administrative agency within the United 
States Department of Health & Human Services ("HHS").

"Cost Share" means, with respect to Covered Services, an amount which a Member is required to pay under 
the terms of the applicable Health Benefit Plan.  Such payment may be referred to as an allowance, 
coinsurance, copayment, deductible, penalty or other Member payment responsibility, and may be a fixed 
amount or a percentage of applicable payment for Covered Services rendered to the Member.

"Covered Services" means Medically Necessary Health Services, as determined by Plan and described in 
the applicable Health Benefit Plan, for which a Member is eligible for coverage.

"Government Contract" means the contract between Anthem and an applicable party, such as an Agency, 
which governs the delivery of Health Services by Anthem to Member(s) pursuant to a Government Program.

"Government Program" means any federal or state funded program under the Social Security Act, and any 
other federal, state, county or other municipally funded program or product in which Anthem maintains a 
contract to furnish services.  For purposes of this Agreement, Government Program does not include the 
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Federal Employees Health Benefits Program ("FEHBP"), or any state or local government employer 
program.

"Health Benefit Plan" means the document(s) that set forth Covered Services, rules, exclusions, terms and 
conditions of coverage.  Such document(s) may include but are not limited to a Member handbook, a health 
certificate of coverage, or evidence of coverage.

"Health Service" means those services, supplies or items that a health care provider is licensed, equipped 
and staffed to provide and which he/she/it customarily provides to or arranges for individuals.

"Medically Necessary" or "Medical Necessity" means the definition as set forth in the applicable Participation 
Attachment(s).

"Member" means any individual who is eligible, as determined by Plan, to receive Covered Services under a 
Health Benefit Plan.  For all purposes related to this Agreement, including all schedules, attachments, 
exhibits, provider manual(s), notices and communications related to this Agreement, the term "Member" may 
be used interchangeably with the terms Insured, Covered Person, Covered Individual, Enrollee, Subscriber, 
Dependent Spouse/Domestic Partner, Child, Beneficiary or Contract Holder, and the meaning of each is 
synonymous with any such other.

"Network" means a group of providers that support, through a direct or indirect contractual relationship, one 
or more product(s) and/or program(s) in which Members are enrolled.   "Managed Care Network" means the 
Network of health care providers that have entered into contracts with Anthem and/or one or more of its 
Affiliates pursuant to which those providers have agreed to participate in the Anthem programs that are to be 
provided pursuant to the Health Benefit Plan.

"Other Payors" means persons or entities, pursuant to an agreement with Anthem or an Affiliate, that access 
the rates, terms or conditions of this Agreement with respect to certain Network(s), excluding Government 
Programs unless otherwise set forth in any Participation Attachment(s) for Government Programs.  Other 
Payors include, without limitation, other Blue Cross and/or Blue Shield Plans that are not Affiliates, and 
employers or insurers providing Health Benefit Plans pursuant to partially or wholly insured, self-
administered or self-insured programs.

"Participating Provider" means a person or entity, or an employee or subcontractor of such person or entity, 
that is party to an agreement to provide Covered Services to Members that has met all applicable Plan 
credentialing requirements or standards of participation for the services the Participating Provider provides, 
and that is designated by Plan to participate in one or more Network(s). When Provider has been designated 
by Plan to participate in a narrow network, Participating Provider shall mean those providers that participate 
in that narrow network.

"Participation Attachment(s)" means the document(s) attached hereto and incorporated herein by reference, 
and which identifies the additional duties and/or obligations related to Network(s), Government Program(s), 
Health Benefit Plan(s), and/or Plan programs such as quality and/or incentive programs.

"Plan" means Anthem, an Affiliate, and/or an Other Payor.  For purposes of this Agreement, when the term 
"Plan" applies to an entity other than Anthem, "Plan" shall be construed to only mean such entity (i.e., the 
financially responsible Affiliate or Other Payor under the Member's Health Benefit Plan).

"Plan Compensation Schedule" ("PCS") means the document(s) attached hereto and incorporated herein by 
reference, and which sets forth the Anthem Rate(s) and compensation related terms for the Network(s) in 
which Provider participates.  The PCS may include additional Provider obligations and specific Anthem 
compensation related terms and requirements.

"Regulatory Requirements" means any requirements, as amended from time to time, imposed by applicable 
federal, state or local laws, rules, regulations, guidelines, instructions, Government Contract, or otherwise 
imposed by an Agency or government regulator in connection with the procurement, development or 
operation of a Health Benefit Plan, or the performance required by either party under this Agreement.  The 
omission from this Agreement of an express reference to a Regulatory Requirement applicable to either 
party in connection with their duties and responsibilities shall in no way limit such party's obligation to comply 
with such Regulatory Requirement.

ARTICLE II 
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SERVICES/OBLIGATIONS

2.1 Member Identification. Anthem shall ensure that Plan provides a means of identifying Member either by 
issuing a paper, plastic, electronic, or other identification document to Member or by a telephonic, paper or 
electronic communication to Provider.  This identification need not include all information necessary to 
determine Member's eligibility at the time a Health Service is rendered, but shall include information 
necessary to contact Plan to determine Member's participation in the applicable Health Benefit Plan.  
Provider acknowledges and agrees that possession of such identification document or ability to access 
eligibility information telephonically or electronically, in and of itself, does not qualify the holder thereof as a 
Member, nor does the lack thereof mean that the person is not a Member.

2.2 Provider Non-discrimination. Provider shall provide Health Services to Members in a manner similar to and 
within the same time availability in which Provider provides Health Services to any other individual.  Provider 
will not differentiate, or discriminate against any Member as a result of his/her enrollment in a Health Benefit 
Plan, or because of race, color, creed, national origin, ancestry, religion, sex, marital status, age, disability, 
payment source, state of health, need for Health Services, status as a litigant, status as a Medicare or 
Medicaid beneficiary, sexual orientation, gender identity, or any other basis prohibited by law.  Provider shall 
not be required to provide any type, or kind of Health Service to Members that he/she/it does not customarily 
provide to others.  Additional requirements may be set forth in the applicable Participation Attachment(s).

2.3 Publication and Use of Provider Information. Provider agrees that Anthem, Plans or their designees may 
use, publish, disclose, and display, for commercially reasonable general business purposes, either directly 
or through a third party, information related to Provider, including but not limited to demographic information, 
information regarding credentialing, affiliations, performance data, Anthem Rates, and information related to 
Provider for transparency initiatives.

2.4 Use of Symbols and Marks. Neither party to this Agreement shall publish, copy, reproduce, or use in any 
way the other party's symbols, service mark(s) or trademark(s) without the prior written consent of such 
other party.  Notwithstanding the foregoing, the parties agree that they may identify Provider as a participant 
in the Network(s) in which he/she/it participates.

2.5 Submission and Adjudication of Claims. Provider shall submit, and Plan shall adjudicate, Claims in 
accordance with the applicable Participation Attachment(s), the PCS, the provider manual(s) and Regulatory 
Requirements. If Provider submits Claims prior to receiving notice of Anthem's approval pursuant to section 
2.13, then such Claims shall be processed as out of network and Plan may not make retroactive 
adjustments with respect to such Claims.

2.6 Payment in Full and Hold Harmless. 

2.6.1 Provider agrees to accept as payment in full, in all circumstances, the applicable Anthem Rate 
whether such payment is in the form of a Cost Share, a payment by Plan, or a payment by another 
source, such as through coordination of benefits or subrogation.  Provider shall bill, collect, and 
accept compensation for Cost Shares.  Provider agrees to make reasonable efforts to verify Cost 
Shares prior to billing for such Cost Shares.  In no event shall Plan be obligated to pay Provider or 
any person acting on behalf of Provider for services that are not Covered Services, or any amounts 
in excess of the Anthem Rate less Cost Shares or payment by another source, as set forth above.  
In the event of nonpayment and/or insolvency of a Plan that is not underwritten by Anthem or an 
Affiliate, Provider further agrees that it shall not seek compensation from or have any other 
recourse against Anthem or an Affiliate.  Consistent with the foregoing, Provider agrees to accept 
the Anthem Rate as payment in full if the Member has not yet satisfied his/her deductible.

2.6.2 Except as expressly permitted under Regulatory Requirements, Provider agrees that in no event, 
including but not limited to, nonpayment by applicable Plan, insolvency of applicable Plan, breach 
of this Agreement, or Claim payment denials or adjustment requests or recoupments based on 
miscoding or other billing errors of any type, whether or not fraudulent or abusive,  shall Provider, 
or any person acting on behalf of Provider, bill, charge, collect a deposit , seek compensation from, 
or have any other recourse against a Member, or a person legally acting on the Member's behalf, 
for Covered Services provided pursuant to this Agreement. Notwithstanding the foregoing, Provider 
may collect reimbursement from the Member for the following:

2.6.2.1 Cost Shares, if applicable;
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2.6.2.2 Health Services that are not Covered Services.   However, Provider may seek payment 
for a Health Service that is not Medically Necessary or is experimental/investigational 
only if Provider obtains a written waiver that meets the following criteria:

a) The waiver notifies the Member that the Health Service is likely to be 
deemed not Medically Necessary, or experimental/investigational;

b) The waiver notifies the Member of the Health Service being provided and the 
date(s) of service;

c) The waiver notifies the Member of the approximate cost of the Health 
Service;

d) The waiver is signed by the Member, or a person legally acting on the 
Member's behalf, prior to receipt of the Health Service.

2.6.2.3 Any reduction in or denial of payment as a result of the Member's failure to comply with 
his/her utilization management program pursuant to his her/her Health Benefit Plan, 
except when Provider has been designated by Anthem to comply with utilization 
management for the Health Services provided by Provider to the Member.

2.7 Recoupment/Offset/Adjustment for Overpayments. Anthem shall be entitled to offset and recoup an amount 
equal to any overpayments or improper payments made by Anthem to Provider against any payments due 
and payable by Anthem to Provider with respect to any Health Benefit Plan under this Agreement.  Provider 
shall voluntarily refund all duplicate or erroneous Claim payments regardless of the cause, including, but not 
limited to, payments for Claims where the Claim was miscoded, non-compliant with industry standards, or 
otherwise billed in error, whether or not the billing error was fraudulent, abusive or wasteful.  Upon 
determination by Anthem that any recoupment, improper payment, or overpayment is due from Provider, 
Provider must refund the amount to Anthem within thirty (30) days of when Anthem notifies Provider.  If such 
reimbursement is not received by Anthem within the thirty (30) days following the date of such notice, 
Anthem shall be entitled to offset such overpayment against any Claims payments due and payable by 
Anthem to Provider under any Health Benefit Plan in accordance with Regulatory Requirements.  In such 
event, Provider agrees that all future Claim payments applied to satisfy Provider's repayment obligation shall 
be deemed to have been paid in full for all purposes, including section 2.6.1.  Should Provider disagree with 
any determination by Plan that Provider has received an overpayment, Provider shall have the right to 
appeal such determination under Anthem's procedures set forth in the provider manual, and such appeal 
shall not suspend Anthem's right to recoup the overpayment amount during the appeal process, unless 
suspension of the right to recoup is otherwise required by Regulatory Requirements.  Anthem reserves the 
right to employ a third party collection agency in the event of non-payment.

2.8 Use of Subcontractors. Provider and Plan may fulfill some of their duties under this Agreement through 
subcontractors or delegates.  For purposes of this provision, subcontractors and delegates shall include, but 
are not limited to, vendors and non-Participating Providers that provide supplies, equipment, staffing, and 
other services to Provider or to Members at the request of, under the supervision of, and/or at the place of 
business of Provider.   Provider shall provide Anthem with thirty (30) days prior notice of any Health Services 
subcontractors with which Provider may contract to perform Provider's duties and obligations under this 
Agreement, and Provider shall remain responsible to Plan for the compliance of his/her/its subcontractors 
with the terms and conditions of this Agreement as applicable, including, but not limited to, the Payment in 
Full and Hold Harmless provisions herein.  

2.9 Compliance with Provider Manual(s) and Policies, Programs and Procedures. Provider agrees to cooperate 
and comply with, Anthem's provider manual(s), and all other policies, programs and procedures (collectively 
"Policies") established and implemented by Plan applicable to the Network(s) in which Provider participates, 
including but not limited to, credentialing, utilization management, quality improvement, grievances, peer 
review , coordination of benefits, third party liability and care management programs. Anthem or its 
designees may modify the provider manual(s) and its Policies by making a good faith effort to provide notice 
to Provider at least thirty (30) days in advance of the effective date of material modifications thereto.

2.10 Referral Incentives/Kickbacks and Disclosure of Ownership. Provider represents and warrants that Provider 
does not give, provide, condone or receive any incentives or kickbacks, monetary or otherwise, in exchange 
for the referral of a Member, and if a Claim for payment is attributable to an instance in which Provider 
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provided or received an incentive or kickback in exchange for the referral, such Claim shall not be payable 
and, if paid in error, shall be refunded to Anthem. 

Provider agrees to disclose to Anthem any interest, affiliation, or control by Provider or Provider's immediate 
family member of any other provider of medical, health, or administrative services to which Provider refers 
patients (including but not limited to pathology, radiology, imaging, and surgery centers), upon request.  

2.11 Networks and Provider Panels. Provider shall be eligible to participate only in those Networks designated on 
the Provider Networks Attachment of this Agreement.  Provider shall not be recognized as a Participating 
Provider in such Networks until the later of: 1) the Effective Date of this Agreement or; 2) as determined by 
Plan in its sole discretion, the date Provider has met Plan's applicable credentialing requirements, standards 
of participation and accreditation requirements.  Provider acknowledges that Plan may develop, discontinue, 
or modify new or existing Networks, products and/or programs. In addition to those Networks designated on 
the Provider Networks Attachment, Anthem may also identify Provider as a Participating Provider in 
additional Networks, products and/or programs designated in writing from time to time by Anthem.  The 
terms and conditions of Provider's participation as a Participating Provider in such additional Networks, 
products and/or programs shall be on the terms and conditions as set forth in this Agreement unless 
otherwise agreed to in writing by Provider and Anthem.  Anthem may designate only certain Provider 
locations and tax identification numbers in Network(s) that Provider has been designated to participate.

In addition to and separate from Networks that support some or all of Plan's products and/or programs (e.g., 
HMO, PPO and Indemnity products), Provider further acknowledges that certain Health Services, including 
by way of example only, laboratory or behavioral health services, may be provided exclusively by designated 
Participating Providers (a "Health Services Designated Network"), as determined by Plan. Provider agrees 
to refer Members to such designated Participating Providers in a Health Services Designated Network for 
the provision of certain Health Services, even if Provider performs such services. Notwithstanding any other 
provision in this Agreement, if Provider provides a Health Service to a Member for which Provider is not a 
designated Participating Provider in a Health Services Designated Network, then Provider agrees that 
he/she/it shall not be reimbursed for such services by Anthem, Plan or the Member, unless Provider was 
authorized to provide such Health Service by Plan.

2.12 Change in Provider Information. Provider shall immediately send written notice, in accordance with the 
Notice section of this Agreement, to Anthem of:

2.12.1 Any legal, governmental, or other action or investigation involving Provider which could affect 
Provider's credentialing status with Plan, or materially impair the ability of Provider to carry out 
his/her/its duties and obligations under this Agreement, except for temporary emergency diversion 
situations; or

2.12.2 Any change in Provider accreditation, affiliation, hospital privileges (including without limitation, any 
reduction, suspension, or termination of such privileges), insurance (including a change in 
professional liability insurance premiums as a result of malpractice suits), licensure, certification or 
eligibility status, or other relevant information regarding Provider's practice or status in the medical 
community.

2.13 Provider Credentialing and Privileges. Provider warrants that he/she/it meets all applicable Plan 
credentialing requirements, standards of participation, and accreditation requirements for the Networks in 
which Provider participates.  A description of the applicable credentialing requirements, standards of 
participation, and accreditation requirements are set forth in the provider manual(s).  Provider acknowledges 
that until such time as Provider has been determined to have fully met Plan's credentialing requirements, 
standards of participation, and accreditation requirements, as applicable, Provider shall not be entitled to the 
benefits of participation under this Agreement, including without limitation the Anthem Rates set forth in the 
PCS attached hereto, unless otherwise set forth in a Participation Attachment(s).
 
In addition, unless Anthem agrees in advance in writing, Provider agrees to maintain hospital privileges with 
a participating hospital in the applicable Network that are appropriate to Provider's specialty.

2.14 Appeals/Adjustment Requests. If Provider believes a Claim has been improperly adjudicated for a Covered 
Services for which Provider timely submitted a Claim to Plan, Provider must submit a request for an 
adjustment to Plan in accordance with the applicable Participation Attachment and provider manual(s).
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2.15 Provision and Supervision of Services. In no way shall Anthem or Plan be construed to be providers of 
Health Services or responsible for, exercise control, or have direction over the provision of such Health 
Services.  Provider shall be solely responsible to the Member for treatment, medical care, and advice with 
respect to the provision of Health Services.  Provider agrees that all Health Services provided to Members 
under this Agreement shall be provided by Provider.  Provider warrants that any nurses or other health 
professionals employed by or providing services for Provider shall be duly licensed or certified under 
applicable law.  In addition, nothing herein shall be construed as authorizing or permitting Provider to 
abandon any Member.

2.16 Coordination of Benefits/Subrogation. Provider agrees to cooperate with Plan and any Regulatory 
Requirements, regarding subrogation and coordination of benefits, as set forth in Policies and the provider 
manual(s), and to notify Plan promptly after receipt of information regarding any Member who may have a 
Claim involving subrogation or coordination of benefits.

2.17 Cost Effective Care. Provider shall provide Covered Services in the most cost effective, clinically appropriate 
setting and manner.  In addition, in accordance with the provider manual(s) and Policies, Provider shall 
utilize Participating Providers, and when Medically Necessary or appropriate, refer and transfer Members to 
Participating Providers for all Covered Services, including but not limited to specialty, laboratory, ancillary 
and supplemental services.

2.18 Marketing and Promotion. Provider shall make reasonable efforts to assist Plans in marketing Health Benefit 
Plans.  To the extent permitted by the Knox-Keene Act, including Health and Safety Code Section 1395.5, 
Provider shall ensure that all Providers maintain reasonable Plan signs and Plan health promotion, 
membership and marketing materials as reasonably requested by Plans, consistent with the signage 
visibility and marketing support granted to third party payers other than Anthem.

ARTICLE III 
CONFIDENTIALITY/RECORDS

3.1 Proprietary and Confidential Information. Except as otherwise provided herein, all information and material 
provided by either party in contemplation of or in connection with this Agreement remains proprietary and 
confidential to the disclosing party.  This Agreement, including but not limited to the Anthem Rates, is 
Anthem's proprietary and confidential information.  Neither party shall disclose any information proprietary or 
confidential to the other, or use such information or material except: (1) as otherwise set forth in this 
Agreement; (2) as may be required to perform obligations hereunder; (3) as required to deliver Health 
Services or administer a Health Benefit Plan; (4) to Plan or its designees; (5) upon the express written 
consent of the parties; or (6) as required by Regulatory Requirements.  Notwithstanding the foregoing, either 
party may disclose such information to its legal advisors, lenders and business advisors, provided that such 
legal advisors, lenders and business advisors agree to maintain confidentiality of such information.  Provider 
and Anthem shall each have a system in place that meets all applicable Regulatory Requirements to protect 
all records and all other documents relating to this Agreement which are deemed confidential by law. Any 
disclosure or transfer of proprietary or confidential information by Provider or Anthem will be in accordance 
with applicable Regulatory Requirements.  Provider shall immediately notify Anthem if Provider is required to 
disclose any proprietary or confidential information at the request of an Agency or pursuant to any federal or 
state freedom of information act request.

3.2 Confidentiality of Member Information. Both parties agree to comply with the Health Insurance Portability 
and Accountability Act of 1996 ("HIPAA") and the Health Information Technology for Economic and Clinical 
Health Act ("HITECH Act"), and as both may be amended, as well as any other applicable Regulatory 
Requirements regarding confidentiality, use, disclosure, security and access of the Member's personally 
identifiable information ("PII") and protected health information ("PHI"), (collectively "Member Information"). 
Provider shall review all Member Information received from Anthem to ensure no misrouted Member 
Information is included.  Misrouted Member Information includes but is not limited to, information about a 
Member that Provider is not currently treating. Provider shall immediately destroy any misrouted Member 
Information or safeguard the Member Information for as long as it is retained.  In no event shall Provider be 
permitted to misuse or re-disclose misrouted Member Information.  If Provider cannot destroy or safeguard 
misrouted Member Information, Provider must contact Anthem to report receipt of misrouted Member 
Information.

3.3 Network Provider/Patient Discussions. Notwithstanding any other provision in this Agreement and 
regardless of any benefit or coverage exclusions or limitations associated with a Health Benefit Plan, 
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Provider shall not be prohibited from discussing fully with a Member any issues related to the Member's 
health including recommended treatments, treatment alternatives, treatment risks and the consequences of 
any benefit coverage or payment decisions made by Plan or any other party.  In addition,  nothing in this 
Agreement shall be construed to, create any financial incentive for Provider to withhold Covered Services, or 
prohibit Provider from disclosing to the Member the general methodology by which Provider is compensated 
under this Agreement, such as for example, whether Provider is paid on a fee for service, capitation or 
Percentage Rate basis.   Plan shall not refuse to allow or to continue the participation of any otherwise 
eligible provider, or refuse to compensate Provider in connection with services rendered, solely because 
Provider has in good faith communicated with one or more of his/her/its current, former or prospective 
patients regarding the provisions, terms or requirements of a Health Benefit Plan as they relate to the health 
needs of such patient.  Nothing in this section shall be construed to permit Provider to disclose Anthem 
Rates or specific terms of the compensation arrangement under this Agreement.

3.4 Plan Access to and Requests for Provider Records. Provider and its designees shall comply with all 
applicable state and federal record keeping and retention requirements, and, as set forth in the provider 
manual(s) and/or Participation Attachment(s), shall permit Plan or its designees to have, with appropriate 
working space and without charge, on-site access to and the right to perform an Audit, examine, copy, 
excerpt and transcribe any books, documents, papers, and records related to Member's medical and billing 
information within the possession of Provider and inspect Provider's operations, which involve transactions 
relating to Members and as may be reasonably required by Plan in carrying out its responsibilities and 
programs including, but not limited to, assessing quality of care, complying with quality initiatives/measures, 
Medical Necessity, concurrent review, appropriateness of care, accuracy of Claims coding and payment, risk 
adjustment assessment as described in the provider manual(s), including but not limited to completion of the 
Encounter Facilitation Form (also called the "SOAP" note), compliance with this Agreement, and for 
research.  In lieu of on-site access, at Plan's request, Provider or its designees shall submit records to Plan, 
or its designees via photocopy or electronic transmittal, within thirty (30) days, at no charge to Plan from 
either Provider or its designee.   Provider shall make such records available to the state and federal 
authorities involved in assessing quality of care or investigating Member grievances or complaints in 
compliance with Regulatory Requirements.  Provider acknowledges that failure to submit records to Plan in 
accordance with this provision and/or the provider manual(s), and/or Participation Attachment(s) may result 
in a denial of a Claim under review, whether on pre-payment or post-payment review, or a payment 
retraction on a paid Claim, and Provider is prohibited from balance billing the Member in any of the foregoing 
circumstances.

3.5 Transfer of Medical Records. Following a request, Provider shall transfer a Member's medical records in a 
timely manner, or within such other time period required under applicable Regulatory Requirements, to other 
health care providers treating a Member at no cost to Anthem, Plan, the Member, or other treating health 
care providers.

3.6 Clinical Data Sharing. Anthem and Provider desire to collaborate by sharing data, including Member 
Information, to enhance certain health care operations activities, primarily to help improve quality and 
efficiency of health care. Each party's access to better clinical and administrative data is critical to the mutual 
goal of Anthem and Provider improving health care quality as it relates to their respective Members and 
patients. Therefore and upon request, Provider agrees to provide data to Anthem for treatment purposes, for 
payment purposes, for health care operations purposes consistent with those enumerated in the first two 
paragraphs of the health care operations definition in HIPAA (45 CFR 164.501), or for purposes of health 
care fraud and abuse detection or compliance. Provider shall provide data as set forth in Policies or the 
provider manual(s), as applicable.

ARTICLE IV 
INSURANCE

4.1 Anthem Insurance. Anthem shall self-insure or maintain insurance as required under applicable Regulatory 
Requirements to insure Anthem and its employees, acting within the scope of their duties.

4.2 Provider Insurance. Provider shall self-insure or maintain insurance in types and amounts reasonably 
determined by Provider, or as required under applicable Regulatory Requirements.

ARTICLE V 
RELATIONSHIP OF THE PARTIES
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5.1 Relationship of the Parties. For purposes of this Agreement, Anthem and Provider are and will act at all 
times as independent contractors.  Nothing in this Agreement shall be construed, or be deemed to create, a 
relationship of employer or employee or principal and agent, partnership, joint venture, or any relationship 
other than that of independent entities contracting with each other for the purposes of effectuating this 
Agreement.

5.2 Provider Representations and Warranties. Provider represents and warrants that it is the duly authorized 
agent of, and has the corporate power and authority to, execute and deliver this Agreement on its own 
behalf, and as agent for any other individuals or entities that are owned, employed or contracted with or by 
Provider to provide services under this Agreement.  Accordingly, if Provider is a partnership, corporation, or 
any other entity, other than an individual, all references herein to "Provider" may also mean and refer to 
each individual within such entity who Provider certifies is contracted or employed by Provider, and who has 
applied for and been accepted by Plan as a Participating Provider.  Provider further certifies that individuals 
or entities that are owned, employed or contracted with Provider agree to comply with the terms and 
conditions of this Agreement.

ARTICLE VI 
INDEMNIFICATION AND LIMITATION OF LIABILITY

6.1 Indemnification. Anthem and Provider shall each indemnify, defend and hold harmless the other party, and 
his/her/its directors, officers, employees, agents, Affiliates and subsidiaries ("Representatives"), from and 
against any and all losses, claims, damages, liabilities, costs and expenses (including without limitation, 
reasonable attorneys' fees and costs) arising from third party claims resulting from the indemnifying party's 
or his/her/its Representative's failure to perform the indemnifying party's obligations under this Agreement, 
and/or the indemnifying party's or his/her/its Representative's violation of any law, statute, ordinance, order, 
standard of care, rule or regulation.  The obligation to provide indemnification under this Agreement shall be 
contingent upon the party seeking indemnification providing the indemnifying party with prompt written notice 
of any claim for which indemnification is sought, allowing the indemnifying party to control the defense and 
settlement of such claim, provided however that the indemnifying party agrees not to enter into any 
settlement or compromise of any claim or action in a manner that admits fault or imposes any restrictions or  
obligations on an indemnified party without that indemnified party's prior written consent  which will not be 
unreasonably withheld, and cooperating fully with the indemnifying party in connection with such defense 
and settlement.

6.2 Limitation of Liability. Regardless of whether there is a total and fundamental breach of this 
Agreement or whether any remedy provided in this Agreement fails of its essential purpose, in no 
event shall either of the parties hereto be liable for any amounts representing loss of revenues, loss 
of profits, loss of business, the multiple portion of any multiplied damage award, or incidental, 
indirect, consequential, special or punitive damages, whether arising in contract, tort (including 
negligence), or otherwise regardless of whether the parties have been advised of the possibility of 
such damages, arising in any way out of or relating to this Agreement.  Further, in no event shall 
Plan be liable to Provider for any extracontractual damages relating to any claim or cause of action 
assigned to Provider by any person or entity.

ARTICLE VII 
DISPUTE RESOLUTION AND ARBITRATION

7.1 Dispute Resolution. All disputes between Anthem and Provider arising out of or related in any manner to this 
Agreement shall be resolved using the dispute resolution and arbitration procedures as set forth below. 
Provider shall exhaust any other applicable provider appeal/provider dispute resolution procedures under 
this Agreement and any applicable exhaustion requirements imposed by Regulatory Requirements as a 
condition precedent to Provider's right to pursue the dispute resolution and arbitration procedures as set 
forth below.

7.1.1 In order to invoke the next phase of the dispute resolution procedures in this Agreement after 
Plan's decision on the provider appeal/adjustment process described in section 2.14 ("Provider 
Appeal") of this Agreement, Provider shall first shall send to Anthem a written demand letter for a 
meet and confer ("Meet and Confer") within thirty (30) business days of Plan's written decision on 
the Provider Appeal that contains a detailed description of the dispute and all relevant underlying 
facts, a detailed description of the amount(s) in dispute and how they have been calculated and 
any other information that the Anthem provider manual(s) may require Provider to submit with 
respect to such dispute. Within forty-five (45) business days following the date on which the 



California Provider Agreement
© 2021 July - Anthem Blue Cross
12/08/2021

10 1205161058
#1575476822

receiving party receives the demand letter ("Meet and Confer Deadline"), representatives of each 
party's choosing shall meet and confer in an effort to resolve the dispute.  Requests for Meet and 
Confers submitted after thirty (30) business days of Plan's written decision on the Provider Appeal 
will be denied for payment, and Provider will not be permitted to bill Anthem, Plan, or the Member 
for those services for which payment was denied or allegedly underpaid.  Both Provider and 
Anthem shall be responsible for their own costs and/or attorney's fees for the meet and confer 
process.

Mediation: If the total amount in dispute as set forth in the demand letter is two hundred thousand 
dollars ($200,000) or more, exclusive of interest, costs, and attorneys' fees, then within ninety (90) 
days following the Meet and Confer Deadline, the parties shall engage in non-binding mediation in 
an effort to resolve the dispute unless both parties agree in writing to waive the mediation 
requirement.  The parties shall mutually agree upon a mediator, and failing to do so, Judicial 
Arbitration and Mediation Services ("JAMS") shall be authorized to appoint a mediator. Both 
Provider and Anthem shall be responsible for their own costs and/or attorney's fees and for 
providing information to, and participating in, the mediation process for the case at issue. 

7.2 Arbitration. Any dispute within the scope of section 2.14 and subsection 7.1.1 that remains unresolved at the 
conclusion of the applicable process outlined in subsection 7.1.1 shall be resolved by binding arbitration in 
the manner as set forth below.  Except to the extent as set forth below, the arbitration shall be conducted 
pursuant to the JAMS Comprehensive Arbitration Rules and Procedures, provided, however, that the parties 
may agree in writing to further modify the JAMS Comprehensive Arbitration Rules and Procedures.  The 
parties agree to be bound by the findings of the arbitrator(s) with respect to such dispute, subject to the right 
of the parties to appeal such findings as set forth herein.  No arbitration demand shall be filed until after the 
parties have completed the dispute resolution efforts described in section 7.1 above.  If the dispute 
resolution efforts described in section 7.1 cannot be completed within the deadlines specified for such efforts 
despite the parties' good faith efforts to meet such deadlines, such deadlines may be extended as necessary 
upon mutual agreement of the parties.  Enforcement of this arbitration clause, including the waiver of class 
actions, shall be determined under the Federal Arbitration Act ("FAA"), including the FAA's preemptive effect 
on state law.  The parties agree that the arbitration shall be conducted on a confidential basis pursuant to 
Rule 26 of the JAMS Comprehensive Arbitration Rules and Procedures.  Subject to any disclosures that 
may be required or requested under Regulatory Requirements, the parties further agree that they shall 
maintain the confidential nature of the arbitration, including without limitation, the existence of the arbitration, 
information exchanged during the arbitration, and the award of the arbitrator(s).  Nothing in this provision, 
however, shall preclude either party from disclosing any such details regarding the arbitration to its 
accountants, auditors, brokers, insurers, reinsurers or retrocessionaires or in another arbitration between the 
same parties.

7.2.1 Location of Arbitration.  The arbitration hearing shall be held in the city and state in which the 
Anthem office identified in the address block on the signature page of this Agreement is located, 
except that if there is no address block on the signature page, then the arbitration hearing shall be 
held in the city and state in which the Anthem entity that is a party to this Agreement has its 
principal place of business.  Notwithstanding the foregoing, both parties can agree in writing to hold 
the arbitration hearing in some other location.

7.2.2 Selection and Replacement of Arbitrator(s).  If the total amount in dispute is less than two million 
dollars ($2,000,000), exclusive of interest, costs, and attorneys' fees, the dispute shall be decided 
by a single arbitrator selected, and replaced when required, in the manner described in the JAMS 
Comprehensive Arbitration Rules and Procedures.  If the total amount in dispute is two million 
dollars ($2,000,000) or more, exclusive of interest, costs, and attorneys' fees, the dispute shall be 
decided by an arbitration panel consisting of three (3) arbitrators, unless the parties agree in writing 
that the dispute shall be decided by a single arbitrator.

7.2.3 Appeal.  If the total amount of the arbitration award is five million dollars ($5,000,000) or more, 
inclusive of interest, costs, and attorneys' fees, or if the arbitrator(s) issues an injunction against a 
party, the parties shall have the right to appeal the decision of the arbitrator(s) pursuant to the 
JAMS Optional Arbitration Appeal Procedure.  A decision that has been appealed shall not be 
enforceable while the appeal is pending.  In reviewing a decision of the arbitrator(s), the appeal 
panel shall apply the same standard of review that a United States Court of Appeals would apply in 
reviewing a similar decision issued by a United States District Court in the jurisdiction in which the 
arbitration hearing was held.



California Provider Agreement
© 2021 July - Anthem Blue Cross
12/08/2021

11 1205161058
#1575476822

7.2.4 Waiver of Certain Claims.  The parties, on behalf of themselves and those that they may now or 
hereafter represent, each agree to and do hereby waive any right to join or consolidate claims in 
arbitration by or against other individuals or entities or to pursue, on a class basis, any dispute; 
provided however, if there is a dispute regarding the applicability or enforcement of the waiver 
provision in this subsection 7.2.4, that dispute shall be decided by a court of competent jurisdiction.  
If a court of competent jurisdiction determines that such waiver is unenforceable for any reason 
with respect to a particular dispute, then the parties agree that section 7.2 shall not apply to such 
dispute and that such dispute shall be decided instead in a court of competent jurisdiction.

7.2.5 Limitations on Injunctive Relief.  The parties, on behalf of themselves and those that they may now 
or hereafter represent, each agree that any injunctive relief sought against the other party shall be 
limited to the alleged conduct of the parties to the arbitration and shall not be sought for the benefit 
of individuals or entities who are not parties to the arbitration.  This includes any individual claim by 
either party that seeks public injunctive relief.  Individual claims for public injunctive relief may only 
be pursued in a court of competent jurisdiction.  If Provider pursues individual claims injunctive 
relief, then all other individual claims must follow the procedures of 7.1.1.  The arbitrator(s) are not 
authorized to issue injunctive relief for the benefit of an individual or entity who is not a party to the 
arbitration.  The arbitrator shall be limited to issuing injunctive relief related to the alleged conduct 
of the parties to the arbitration.

7.2.5.1 Public Injunctive Relief.   If a party to the arbitration seeks public injunctive relief, which 
is defined herein to mean injunctive relief that is intended to apply to persons other than 
just those who are parties to the arbitration, only a Court of competent jurisdiction may 
decide whether such relief may be sought and such relief may only be sought in a Court 
of competent jurisdiction and not in arbitration.  If a party to this Agreement pursues 
individual claims for public injunctive relief, then all other individual claims not seeking 
such public injunctive relief and that are otherwise subject to the dispute resolution 
provisions in this Agreement, shall be arbitrated separately in accordance with the 
procedures of Article VII.  The arbitrator(s) do not have the power and are not 
authorized to issue injunctive relief for the benefit of the public or for the benefit of any 
individual or entity who is not a party to the arbitration.

7.2.5.2 Individual, Private Claims for Injunctive Relief. If a party to this Agreement pursues an 
individual claim(s) for injunctive relief that is not intended to apply to persons other than 
those who are parties to this Agreement, then the claim for individual injunctive relief, as 
well as all other claims arising under this Agreement other than those in section 7.2.5.1 
must be arbitrated in accordance with the procedures of Article VII.  The arbitrator shall 
be limited to issuing injunctive relief related to the alleged conduct of the parties to and 
only for the benefit of the parties to the arbitration.

7.3 Attorney's Fees and Costs. The fees and costs of the non-binding mediation and arbitration (e.g. fee of the 
mediator, fee of the independent arbitrator) will be shared equally between the parties. Each party shall be 
responsible for the payment of its own specific fees and costs (e.g. the party's own attorney's fees, the fees 
of the party selected arbitrator, etc.) and any costs associated with conducting the non-binding mediation or 
arbitration that the party chooses to incur (e.g. expert witness fees, depositions, etc.). Notwithstanding this 
provision, the arbitrator may issue an order in accordance with Federal Rule of Civil Procedure Rule 11.

7.4 Period of Limitations. Unless otherwise provided for in this Agreement or a Participation Attachment(s), 
neither party shall commence any action at law or equity, including but not limited to, an arbitration demand, 
against the other to recover on any legal or equitable claim arising out of this Agreement ("Action") more 
than eighteen months (18) after the events which gave rise to such Action; provided, however, this eighteen 
months (18) limitation shall not apply to Actions by Anthem against Provider related to fraud, waste or abuse 
which shall be subject to the period of limitations set forth in applicable Regulatory Requirements.  In the 
situation where Provider believes that Anthem underpaid a Claim, the Action arises on the date when 
Anthem first denies the Claim or first pays the Claim in an amount less than expected by Provider. In the 
situation where Anthem believes that it overpaid a Claim, the Action arises when Provider first contests in 
writing Anthem's notice to it that the overpayment was made.  The deadline for initiating an Action shall not 
be tolled by the appeal process, provider dispute resolution process or any other administrative process.  To 
the extent an Action is timely commenced, it will be administered in accordance with Article VII of this 
Agreement.



California Provider Agreement
© 2021 July - Anthem Blue Cross
12/08/2021

12 1205161058
#1575476822

ARTICLE VIII 
TERM AND TERMINATION

8.1 Term of Agreement. This Agreement shall commence at 12:01 AM on the Effective Date for a term of one 
(1) year, and shall continue automatically in effect thereafter for consecutive one (1) year terms unless 
otherwise terminated as provided herein.

8.2 Termination Without Cause. Either party may terminate this Agreement without cause at any time by giving 
at least one hundred twenty (120) days prior written notice of termination to the other party.  Notwithstanding 
the foregoing, should a Participation Attachment(s) contain a longer without cause termination period, the 
Agreement shall continue in effect only for such applicable Participation Attachment(s) until the termination 
without cause notice period in the applicable Participation Attachment(s) ends.

8.3 Breach of Agreement. Except for circumstances giving rise to the Immediate Termination section, if either 
party fails to comply with or perform when due any material term or condition of this Agreement or any 
Participation Attachment(s), the other party shall notify the breaching party of its breach in writing stating the 
specific nature of the material breach, and the breaching party shall have thirty (30) days to cure the breach.  
If the breach is not cured to the reasonable satisfaction of the non-breaching party within said thirty (30) day 
period, the non-breaching party may terminate this Agreement or any Participation Attachment(s) by 
providing written notice of such termination to the other party.  The effective date of such termination shall 
be no sooner than sixty (60) days after such notice of termination.

8.4 Immediate Termination. 

8.4.1 This Agreement or any Participation Attachment(s) may be terminated immediately by Anthem if:

8.4.1.1 Provider commits any act or conduct for which his/her/its license(s), permit(s), or any 
governmental or board authorization(s) or approval(s) necessary for business 
operations or to provide Health Services are lost or voluntarily surrendered in whole or 
in part; or

8.4.1.2 Provider commits fraud or makes any material misstatements or omissions on any 
documents related to this Agreement which Provider submits to Anthem or to a third 
party; or

8.4.1.3 Provider files a petition in bankruptcy for liquidation or reorganization by or against 
Provider, if Provider becomes insolvent, or makes an assignment for the benefit of its 
creditors without Anthem's written consent, or if a receiver is appointed for Provider or 
its property; or

8.4.1.4 Provider's insurance coverage as required by this Agreement lapses for any reason; or

8.4.1.5 Provider fails to maintain compliance with Plan's applicable credentialing requirements, 
accreditation requirements or standards of participation; or

8.4.1.6 Anthem reasonably believes based on Provider's conduct or inaction, or allegations of 
such conduct or inaction, that the well-being of patients may be jeopardized; or

8.4.1.7 Provider has been abusive to a Member, an Anthem employee or representative; or

8.4.1.8 Provider and/or his/her/its employees, contractors, subcontractors, or agents are 
ineligible, excluded, suspended, terminated or debarred from participating in a 
Government Program, and in the case of an employee, contractor, subcontractor or 
agent, Provider fails to remove such individual from responsibility for, or involvement 
with, the Provider's business operations related to this Agreement, or if Provider has 
voluntarily withdrawn his/her/its participation in any Government Program as the result 
of a settlement agreement; or

8.4.1.9 Provider is convicted or has been finally adjudicated to have committed a felony or 
misdemeanor, other than a non-DUI related traffic violation.

8.4.2 This Agreement may be terminated immediately by Provider if:
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8.4.2.1 Anthem commits any act or conduct for which its license(s), permit(s), or any 
governmental or board authorization(s) or approval(s) necessary for business 
operations are lost or voluntarily surrendered in whole or in part; or

8.4.2.2 Anthem commits fraud or makes any material misstatements or omissions on any 
documents related to this Agreement which it submits to Provider or to a third party; or

8.4.2.3 Anthem files for bankruptcy, or if a receiver is appointed.

8.5 Termination of Individual Providers. If applicable, Anthem reserves the right to terminate individual providers 
from any or all Network(s) under the terms of this Article VIII while continuing the Agreement for one or more 
providers in a group.

8.6 Transactions Prior to Termination. Except as otherwise set forth in this Agreement, termination shall have no 
effect on the rights and obligations of the parties arising out of any transaction under this Agreement 
occurring prior to the date of such termination.

8.7 Continuation of Care Upon Termination. If this Agreement or any Participation Attachment terminates for any 
reasons other than one of the grounds set forth in the "Immediate Termination" section, then Provider shall, 
at Anthem's discretion, and/or in accordance with Regulatory Requirements, continue to provide Covered 
Services to all designated Members under this Agreement or any terminating Participation Attachment, as 
applicable.  During such continuation period, Provider agrees to: (i) accept reimbursement from Anthem for 
all Covered Services furnished hereunder in accordance with this Agreement and at the rates set forth in the 
PCS attached hereto; and (ii) adhere to Anthem's Policies, including but not limited to, Policies regarding 
quality assurance requirements, referrals, pre-authorization and treatment planning.

8.8 Survival. The provisions of this Agreement set forth below shall survive termination or expiration of this 
Agreement or any Participation Attachment(s):

8.8.1 Publication and Use of Provider Information;

8.8.2 Payment in Full and Hold Harmless;

8.8.3 Recoupment/Offset/Adjustment for Overpayments;

8.8.4 Confidentiality/Records;

8.8.5 Indemnification and Limitation of Liability;

8.8.6 Dispute Resolution and Arbitration;

8.8.7 Continuation of Care Upon Termination; and

8.8.8 Any other provisions required in order to comply with Regulatory Requirements.

ARTICLE IX 
GENERAL PROVISIONS

9.1 Amendment. Except as otherwise provided for in this Agreement or the applicable Participation 
Attachment(s), Anthem retains the right to amend this Agreement, the Anthem Rate, any attachments or 
addenda by making a good faith effort to provide notice to Provider at least thirty (30) days in advance of the 
effective date of the amendment.  Except to the extent that Anthem determines an amendment is necessary 
to effectuate Regulatory Requirements, if Provider objects to the amendment prior to its effective date, then 
Provider has the right to terminate this Agreement, and such termination shall take effect on the later of the 
amendment effective date identified by Anthem or one hundred eighty (180) days from the date Provider has 
provided notice of his/her/its intention to terminate the Agreement pursuant to this section.  Failure of 
Provider to provide such notice to Anthem within the time frames described herein will constitute acceptance 
of the amendment by Provider.

9.2 Assignment. This Agreement may not be assigned by Provider without the prior written consent of Anthem.  
Any assignment by Provider without such prior consent shall be voidable at the sole discretion of Anthem.  
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Anthem may assign this Agreement in whole or in part.  In the event of a partial assignment of this 
Agreement by Anthem, the obligations of the Provider shall be performed for Anthem with respect to the part 
retained and shall be performed for Anthem's assignee with respect to the part assigned, and such assignee 
is solely responsible to perform all obligations of Anthem with respect to the part assigned. The rights and 
obligations of the parties hereunder shall inure to the benefit of, and shall be binding upon, any permitted 
successors and assigns of the parties hereto.

9.3 Scope/Change in Status. 

9.3.1 Anthem and Provider agree that this Agreement applies to Health Services rendered at the 
Provider's location(s) on file with Anthem.  Anthem may, if in Anthem's judgment the circumstances 
require such, limit this Agreement to Provider's locations, operations, business or corporate form, 
status or structure in existence on the Effective Date of this Agreement and prior to the occurrence 
of any of the events set forth in subsections 9.3.1.1 – 9.3.1.5.  Provider shall provide at least ninety 
(90) days prior written notice of any such event.

9.3.1.1 Provider sells all or substantially all of his/her/its assets; or

9.3.1.2 Provider transfers control of his/her/its management or operations to any third party, 
including Provider entering into a management contract with a physician practice 
management company which does not manage Provider as of the Effective Date of this 
Agreement, or there is a subsequent change in control of Provider's current 
management company; or

9.3.1.3 Provider acquires or controls any other medical practice or entity or is in any manner  
otherwise acquired or controlled by any other party, whether by purchase, merger, 
consolidation, alliance, joint venture, partnership, association or expansion; or

9.3.1.4 Provider otherwise changes his/her/its business or operations, or business or corporate 
form or status; or

9.3.1.5 Provider creates or otherwise operates a licensed health maintenance organization or 
commercial health plan (whether such creation or operation is direct or through a 
Provider affiliate).

9.3.2 Notwithstanding the termination provisions of Article VIII, and without limiting any of Anthem's rights 
as set forth elsewhere in this Agreement, Anthem shall have the right to terminate this Agreement 
by giving at least sixty (60) days written notice to Provider if Anthem determines, that as a result of 
any of the transactions listed in subsection 9.3.1, Provider cannot satisfactorily perform the 
obligations hereunder, or cannot comply with one or more of the terms and conditions of this 
Agreement, including but not limited to the confidentiality provisions herein; or Anthem elects in its 
reasonable business discretion not to do business with Provider, the successor entity or new 
management company, as a result of one or more of the events as set forth in subsection 9.3.1.

9.3.3 Provider shall provide Anthem with thirty (30) days prior written notice of:

9.3.3.1 A change in providers who are part of the group, if applicable.  Any new providers must 
meet Plan's credentialing requirements or other applicable standards of participation 
prior to being designated as a Participating Provider; or

9.3.3.2 A change in tax identification number, locations, mailing address or similar demographic 
information.

9.3.4 If Provider is acquired by, acquires or merges with another entity, and such entity already has an 
agreement with Anthem, Anthem will determine in its sole discretion which Agreement will prevail.

9.4 Definitions. Unless otherwise specifically noted, the definitions as set forth in Article I of this Agreement will 
have the same meaning when used in any attachment, the provider manual(s) and Policies.

9.5 Entire Agreement. This Agreement, exhibits, attachments and amendments hereto, together with any items 
incorporated herein by reference, constitute the entire understanding between the parties and supersedes 
all prior oral or written agreements between them with respect to the matters provided for herein.  If there is 
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an inconsistency between any of the provisions of this Agreement and the provider manual(s), then this 
Agreement shall govern.  In addition, if there is an inconsistency between the terms of this Agreement and 
the terms provided in any attachment to this Agreement, then the terms provided in that attachment shall 
govern.

9.6 Force Majeure. Neither party shall be deemed to be in violation of this Agreement if such party is prevented 
from performing any of his/her/its obligations hereunder due to natural or man-made disasters, including fire, 
flood, earthquake, terrorism, or any similar unforeseeable act beyond its reasonable control, acts of any 
public enemy, statutory or other laws, regulations, rules, orders, or actions of the federal, state, or local 
government or any agency thereof.

9.7 Compliance with Regulatory Requirements. Anthem and Provider agree to comply with all applicable 
Regulatory Requirements, as amended from time to time, relating to their obligations under this Agreement, 
and maintain in effect all permits, licenses and governmental and board authorizations and approvals as 
necessary for business operations and an effective corporate compliance program.  Provider warrants that 
as of the Effective Date, he/she/it is and shall remain licensed and certified for the term of this Agreement in 
accordance with all Regulatory Requirements (including those applicable to utilization review and Claims 
payment) relating to the provision of Health Services to Members.  Provider shall supply evidence of such 
licensure, compliance and certifications to Anthem upon request.  If there is a conflict between this section 
and any other provision in this Agreement, then this section shall control.

9.7.1 In addition to the foregoing, Provider warrants and represents that at the time of entering into this 
Agreement, neither he/she/it nor any of his/her/its employees, contractors, subcontractors, 
principals or agents are ineligible, excluded, suspended, terminated or debarred from participating 
in a Government Program ("Ineligible Person"). Provider shall remain continuously responsible for 
ensuring that his/her/its employees, contractors, subcontractors, principals or agents are not 
Ineligible Persons.  If Provider or any employees, subcontractors, principals or agents thereof 
becomes an Ineligible Person after entering into this Agreement or otherwise fails to disclose 
his/her/its Ineligible Person status, Provider shall have an obligation to (1) immediately notify 
Anthem of such Ineligible Person status and (2) within ten (10) days of such notice, remove such 
individual from responsibility for, or involvement with, Provider's business operations related to this 
Agreement.

9.8 Governing Law. This Agreement shall be governed by and construed in accordance with the laws of the 
state where Anthem has its primary place of business, unless such state laws are otherwise preempted by 
federal law.   However, coverage issues specific to a Health Benefit Plan are governed by the state laws 
where the Health Benefit Plan is issued, unless such state laws are otherwise preempted by federal law.

9.9 Intent of the Parties. It is the intent of the parties that this Agreement is to be effective only in regards to their 
rights and obligations with respect to each other; it is expressly not the intent of the parties to create any 
independent rights in any third party or to make any third party a third party beneficiary of this Agreement, 
except to the extent specified in the Payment in Full and Hold Harmless section of this Agreement, or in a 
Participation Attachment(s).

9.10 Non-Exclusive Participation. None of the provisions of this Agreement shall prevent Provider or Plan from 
participating in or contracting with any provider, preferred provider organization, health maintenance 
organization/health insuring corporation, or any other health delivery or insurance program.  Provider 
acknowledges that Plan does not warrant or guarantee that Provider will be utilized by any particular number 
of Members.

9.11 Notice. Any notice required to be given pursuant to the terms and provisions of this Agreement shall be in 
writing and shall be delivered by hand, facsimile, electronic mail, or mail.  Notice shall be deemed to be 
effective: (a) when delivered by hand, (b) upon transmittal when transmitted by facsimile transmission or by 
electronic mail, (c) upon receipt by registered or certified mail, postage prepaid, (d) on the next business day 
if transmitted by national overnight courier, or (e) if sent by regular mail, five (5) days from the date set forth 
on the correspondence.  Unless specified otherwise in writing by a party, Anthem shall send Provider notice 
to an address that Anthem has on file for Provider, and Provider shall send Anthem notice to Anthem's 
address as set forth on the signature page.  Notwithstanding the foregoing, and unless otherwise required 
by Regulatory Requirements, Anthem may post updates to its provider manual(s) and Policies on its web 
site.
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9.12 Severability. In case any one or more of the provisions of this Agreement shall be invalid, illegal, or 
unenforceable in any respect, the remaining provisions shall be construed liberally in order to effectuate the 
purposes hereof, and the validity, legality and enforceability of the remaining provisions shall not in any way 
be affected or impaired thereby.  If one or more provisions of the Agreement are invalid, illegal or 
unenforceable and an amendment to the Agreement is necessary to maintain its integrity, the parties shall 
make commercially reasonable efforts to negotiate an amendment to this Agreement and any attachments 
or addenda to this Agreement which could reasonably be construed not to contravene such statute, 
regulation, or interpretation.  In addition, if such invalid, unenforceable or materially affected provision(s) 
may be severed from this Agreement and/or attachments or addenda to this Agreement without materially 
affecting the parties' intent when this Agreement was executed, then such provision(s) shall be severed 
rather than terminating the Agreement or any attachments or addenda to this Agreement.

9.13 Waiver. Neither the waiver by either of the parties of a breach of any of the provisions of this Agreement, nor 
the failure of either of the parties, on one or more occasion, to enforce any of the provisions of this 
Agreement, shall thereafter be construed as a waiver of any subsequent breach of any of the provisions of 
this Agreement.

9.14 Construction. This Agreement shall be construed without regard to any presumption or other rule requiring 
construction against the party causing this Agreement to be drafted.

9.15 Counterparts and Electronic Signatures. 

9.15.1 This Agreement and any amendment hereto may be executed in two (2) or more counterparts, 
each of which shall be deemed to be an original and all of which taken together shall constitute one 
and the same agreement.

9.15.2 Either party may execute this Agreement or any amendments by valid electronic signature, and 
such signature shall have the same legal effect of a signed original.

9.16 Inconsistencies. In the event of an inconsistency between terms of this Agreement and the terms and 
conditions as set forth in any Participation Attachment, the terms and conditions of the applicable 
Participation Attachment shall govern.

ARTICLE X 
BCBSA REQUIREMENTS

10.1 Blue Cross Blue Shield Association (BCBSA). Provider hereby expressly acknowledges his/her/its 
understanding that this Agreement constitutes a contract between Provider and Anthem, that Anthem is an 
independent corporation operating under a license from the Blue Cross and Blue Shield Association 
("BCBSA"), an association of independent Blue Cross and/or Blue Shield Plans, permitting Anthem to use 
the Blue Cross and/or Blue Shield service marks in the state (or portion of the state) where Anthem is 
located, and that Anthem is not contracting as the agent of the BCBSA.  Provider further acknowledges and 
agrees that he/she/it has not entered into this Agreement based upon representations by any person other 
than Anthem, and that no person, entity or organization other than Anthem shall be held accountable or 
liable to Provider for any of Anthem's obligations to Provider created under this Agreement.  Provider has no 
license to use the Blue Cross and/or Blue Shield names, symbols, or derivative marks (the "Brands") and 
nothing in the Agreement shall be deemed to grant a license to Provider to use the Brands.  Any references 
to the Brands made by Provider in his/her/its own materials are subject to review and approval by Anthem.  
This section shall not create any additional obligations whatsoever on the part of Plan other than those 
obligations created under other provisions of this Agreement.

10.2 Blue Cross Blue Shield Out of Area Program. Provider agrees to provide Covered Services to any person 
who is covered under another BCBSA out of area or reciprocal program, and to submit Claims for payment 
in accordance with current BCBSA Claims filing guidelines.  Provider agrees to accept payment by Plan at 
the Anthem Rate for the equivalent Network as payment in full except Provider may bill, collect and accept 
compensation for Cost Shares.  The provisions of this Agreement shall apply to Eligible Charges as defined 
in the PCS for Covered Services under the out of area or reciprocal programs.  Provider further agrees to 
comply with other similar programs of the BCBSA.  For Members who are enrolled under BCBSA out of area 
or reciprocal programs, Provider shall comply with the applicable Plan's utilization management policies.
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Each party warrants that it has full power and authority to enter into this Agreement and the person signing this 
Agreement on behalf of either party warrants that he/she has been duly authorized and empowered to enter into this 
Agreement.  

THIS AGREEMENT CONTAINS A BINDING ARBITRATION PROVISION
WHICH MAY BE ENFORCED BY THE PARTIES  

Provider shall be designated as a Participating Provider in the Networks set forth on the Provider Network 
Attachment on the later of: (1) the Effective Date of this Agreement or; (2) as determined by Plan in its sole 
discretion, the date Provider has met applicable credentialing requirements, standards of participation and 
accreditation requirements.     
    
 PROVIDER LEGAL NAME: ABLE Kids Co    

By:
Signature, Authorized Representative of Provider(s) Date

Printed: Renee Bingaman Owner
Name Title

Address: 4980 Hillsdale Cir El Dorado Hills CA 95762
Street City State Zip

Tax Identification Number (TIN): 825047437

(Note:  if any of the following is not applicable, please leave blank)

NPI Number:

Phone Number: 9166936469

  
Blue Cross of California doing business as Anthem Blue Cross  

ANTHEM INTERNAL USE ONLY  
 
THE EFFECTIVE DATE OF THIS AGREEMENT IS:  _________________________  

By:
Signature, Authorized Representative of Anthem Date

Printed: Michael Piellucci Regional Vice President, CA Provider 
Solutions

Name Title

Carla
Typewritten text
1225523483
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PROVIDER NETWORKS ATTACHMENT

Provider shall be designated as a Participating Provider in the Networks set forth on the Provider Network 
Attachment on the later of: (1) the Effective Date of this Agreement or; (2) as determined by Plan in its sole 
discretion, the date Provider has met applicable credentialing requirements, standards of participation and 
accreditation requirements:

Commercial lines of business:

Health Benefit Plans in which Members have access to a network of providers and receive an enhanced level 
of benefits when they obtain Covered Services from Participating Providers regardless of product licensure 
status or funding source.  Provider participates in Networks which support such Health Benefit Plans 
including but not limited to the following unless otherwise designated by Anthem as provided in Section 
2.11:

• HMO
• PPO
• PPO Select
• Indemnity
• Pathway PPO
• Pathway HMO
• Vivity (Angel Network HMO)
• Anthem Blue Connection EPO
• Pathway EPO
• HPN EPO
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COMMERCIAL BUSINESS
PARTICIPATION ATTACHMENT TO THE

ANTHEM BLUE CROSS 
PROVIDER AGREEMENT

This is a Commercial Business Participation Attachment ("Attachment") to the Anthem Blue Cross Provider 
Agreement ("Agreement"), entered into by and between Anthem and Provider and is incorporated into the 
Agreement.

ARTICLE I 
DEFINITIONS

The following definitions shall apply to this Attachment.  Terms not otherwise defined in this Attachment shall carry 
the meaning set forth in the Agreement.

"CaliforniaCare Participating Physician" means a physician who provides services through a medical group 
or an independent physician association (IPA) that has entered into a CaliforniaCare Medical Services 
Agreement (or other CaliforniaCare participating physician agreement) with Anthem to provide Covered 
Services to CaliforniaCare plan members.

"Commercial Business" means certain Health Benefit Plans, including individual and employer groups, 
partially or wholly insured or administered by Plan, under which  Members have access to a network of 
providers and receive an enhanced level of benefits when they obtain Covered Services from Participating 
Providers.   Commercial Business does not include Government Programs as defined in the Agreement, but 
does include the FEHBP as well as state and local government employer programs.

"Commercial Business Member" means, for purposes of this Attachment, a Member who is covered under 
one of Plan's Commercial Business products.

"Commercial Business Covered Services" means, for purposes of this Attachment, only those Covered 
Services provided under Plan's Commercial Business products.

"Complete Claim" means, unless applicable law otherwise requires, an accurate Claim submitted pursuant 
to this Agreement, for which all information necessary to process such Claim and make a benefit 
determination is included.

"Emergency Condition" and "Emergency Services" have the meaning set forth in the Plan Compensation 
Schedule.

"Medically Necessary" or "Medical Necessity" means the definition set forth in the Health Benefit Plan, 
unless a different definition is required by Regulatory Requirements.

"Surcharge" means an additional fee which is charged to a Member for a Health Service but which is not 
approved by the applicable state regulatory authority, and is neither disclosed nor provided for in the 
Member's Health Benefit Plan.

ARTICLE II 
SERVICES/OBLIGATIONS

2.1 Participation-Networks Supporting Commercial Business. As a participant in one or more Networks 
supporting Plan's Commercial Business as set forth on the Provider Networks Attachment of the Agreement, 
Provider will render Commercial Business Covered Services to Commercial Business Members in 
accordance with the terms and conditions of the Agreement and this Attachment.  Except as set forth in this 
Attachment, or the PCS, all terms and conditions of the Agreement will apply to Provider's participation in 
Networks supporting Plan's Commercial Business.  The terms and conditions set forth in this Attachment are 
limited to the provision of and payment for Health Services provided to Commercial Business Members.

2.2 In Network Referrals and Transfers. Provider agrees to refer, admit or arrange for admission of Members to 
other Participating Providers in all circumstances except (i) when authorization has been granted in advance 
by Anthem to refer to a non- Participating Provider, or (ii) when necessary due to an Emergency Condition.   
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If Provider under any circumstance refers, admits or arranges for admission of Members to non- 
Participating Providers, and the Health Services were not authorized by Plan or due to non-Emergency 
Conditions, then Provider shall provide the Member prior written notice of the following information: 

(1)  The provider is non-participating in the Network of Member's Health Benefit Plan; and
(2)  The Member's Health Benefit Plan may, therefore, provide reduced benefits or no benefits; and
(3)  The non-Participating Provider shall not be restricted to seeking payment only from Plan; and
(4) The non-Participating Provider may bill the Member for amounts other than Cost Shares and Health 
Services not covered under the Member's Health Benefit Plan. 

 A form that may be used to document such notice is in the provider manual

2.3 Submission and Adjudication of Commercial Business Claims. Unless otherwise instructed, or required by 
Regulatory Requirements, Provider shall submit Claims to Plan, using appropriate and current Coded 
Service Identifier(s), within ninety (90) days from the date the Health Services are rendered or Plan will 
refuse payment. If Plan is the secondary payor, the ninety (90) day period will not begin until Provider 
receives notification of primary payor's responsibility.

2.3.1 Provider agrees to provide to Anthem, unless otherwise instructed, at no cost to Anthem, Plan or 
the Commercial Business Member, all information necessary for Plan to determine its payment 
liability.  Such information includes, without limitation, accurate and Complete Claims for 
Commercial Business Covered Services.  Once Anthem determines Plan has any payment liability, 
all Complete Claims will be paid in accordance with the terms and conditions of a Commercial 
Business Member's Health Benefit Plan, the PCS, and the provider manual(s).

2.3.2 Provider agrees to submit Claims in a format consistent with industry standards and acceptable to 
Plan either (a) electronically through electronic data interchange ("EDI"), or (b) if electronic 
submission is not available, utilizing paper forms as defined by the National Uniform Claim 
Committee ("NUCC"), the National Uniform Billing Committee ("NUBC"), or as otherwise set forth in 
the PCS.

2.3.3 If Anthem or Plan asks for additional information so that Plan may process the Claim, Provider 
must provide that information within sixty (60) days, or before the expiration of the ninety (90) day 
period referenced in section 2.3 above, whichever is longer.

2.3.4 In no event, shall Provider bill, collect, or attempt to collect payment from the Commercial Business 
Member for Claims Plan receives after the applicable period(s) as set forth in section 2.3 above, 
regardless of whether Plan pays such Claims.

2.3.5 In all events, however, Provider shall only look for payment (except for applicable Cost Shares or 
other obligations of Commercial Business Members) from the Plan that provides the Health Benefit 
Plan for the Commercial Business Member for Commercial Business Covered Services rendered.

2.4 Plan Payment Time Frames. Anthem agrees to adjudicate Complete Claims submitted by Provider at the 
Anthem Rate provided herein within thirty (30) working days for indemnity or PPO Plan and forty-five (45) 
working days for HMO from receipt of Claims submitted unless the Claim, or portion thereof, is contested, in 
which case Provider shall be notified in writing within thirty (30) working days for indemnity or PPO Plan and 
forty-five (45) working days for HMO. The term "contested" in this section has the same meaning as in the 
California Health & Safety Code, Section 1371, exclusive of Claims that have been suspended due to the 
need to determine Medical Necessity, or the extent of Plan's payment liability, if any, because of issues such 
as coordination of benefits, subrogation or verification of coverage.  The timeframes set forth in this section 
shall not prevent or limit Plan's right (as set forth in section 2.12 of this Attachment), to recover all or any 
portion of payments made to the Provider when Plan determines that it has for any reason overpaid such 
Claims.

2.5 Pass-Through Charges. Provider agrees not to pass through to Plan or the Commercial Business Member 
any charges which Provider incurs as a result of providing supplies or making referrals to another provider or 
entity.  Examples include, but are not limited to, pass-through charges associated with laboratory services, 
pathology services, radiology services and durable medical equipment.  If Anthem has a direct contract with 
the subcontractor, the direct contract shall prevail over the Agreement.
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2.6 Plan and Commercial Business Member Access. Only Plans administering Commercial Business and 
Commercial Business Members may access the terms and conditions of this Attachment and the 
Commercial Business rates set forth in the PCS.

2.7 Other Payor. Anthem will comply with all requirements of California Health and Safety Code Section 1395.6.  
The Managed Care Network may be sold, leased, transferred or conveyed to Other Payors, which may 
include workers' compensation insurers or automobile insurers.  Anthem will disclose upon initial signing of 
this Agreement and within thirty (30) days of receipt of a written request from Provider a summary of all 
Other Payors currently eligible to pay the negotiated rates under this Agreement as a result of their 
arrangement with Anthem.  Anthem requires such Other Payors to actively encourage their Members to use 
Participating Providers when obtaining medical care through the use of one or more of the following: 
reduced Cost Share, premium discounts directly attributable to the use of a Participating Provider, financial 
penalties directly attributable to the non-use of a Participating Provider, providing Members with the names, 
addresses and phone numbers of Participating Providers in advance of their selection of a health care 
provider through the use of provider directories, toll-free telephone numbers and internet web site 
addresses.  In the event Anthem enters into an arrangement with an Other Payor that does not require such 
active encouragement of the use of the Managed Care Network, Provider shall be allowed to decline to 
provide services to such Other Payor.
 
Provider agrees that when the Managed Care Network is utilized by an Affiliate or Other Payor, Provider 
agrees to provide services to Members of that Affiliate or Other Payor in accordance with the terms of this 
Agreement.  In all events, however, Provider shall look for payment only to the particular Affiliate or Other 
Payor that covers the particular services for which Provider seeks to be compensated (except for applicable 
Cost Shares or other obligations of Members).  Anthem shall use its best efforts to assure Other Payors 
compensate Provider in accordance with the terms of this Agreement.  In the event any such Other Payor 
fails to make required payments, Provider may seek payment from the Member (up to the rates specified 
herein) unless prohibited by applicable law.  Section 1379 of the Knox-Keene Act prohibits Provider from 
seeking such payment from Members for sums owed by a health care service plan.  When an Other Payor 
utilizes the Managed Care Network, Provider shall follow such Other Payor's specified utilization review 
requirements.
 
Provider agrees that each arrangement by which Provider performs services for Members that utilize the 
Managed Care Network shall constitute an independent legal relationship between Provider and that Affiliate 
or Other Payor. However, Provider is required to timely comply with the dispute resolution process of this 
Agreement when asserting an underpayment of a Claim for services under this Agreement.
 
Within thirty (30) days of a request, Anthem will notify Provider of Other Payors which may request 
Provider's services through this Agreement.
 
Provider agrees to notify Anthem or the applicable Other Payors or Affiliates, thirty (30) days prior to filing a 
lien or sending bill(s) to collection. However, Provider is required to timely comply with the dispute resolution 
process of this Agreement when asserting an underpayment of a Claim for services under this Agreement.
 
Notwithstanding anything to the contrary herein, if Provider elects to participate in the Worker's 
Compensation Network (Providers supporting Other Payors consisting of workers' compensation insurers), 
Provider shall refer to their Worker's Compensation Attachment for the terms and conditions of participation 
in the Worker's Compensation Network, and the compensation therefor.  If Provider does not participate in 
the Anthem Worker's Compensation Network, Provider agrees to refer Members with a work-related illness 
or injury, to a Participating Provider in the Anthem Worker's Compensation Network.

2.8 Plan Access to and Requests for Provider Records. In addition to the terms and conditions of the Plan 
Access to and Requests for Provider Records section of the Agreement, Anthem and its designees shall 
have access at reasonable times upon demand to the books, records, and papers of Provider relating to the 
services Provider provides to Members, to the cost thereof, and to payments Provider receives from 
Members or others on their behalf, including billing and assignment.  Anthem and/or its designate may 
review, audit, and duplicate such records.   Provider shall maintain such records and provide such 
information to Anthem and the Director of the California Department of Managed Health Care as may be 
necessary for Anthem compliance with the requirements of the Knox-Keene Act.  Provider shall maintain 
such records for at least six (6) years, and such obligations shall not be terminated upon a termination of this 
Agreement, whether by rescission or otherwise.
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2.9 CaliforniaCare Participating Physician. If Provider is a CaliforniaCare Participating Physician, this 
Attachment is not intended by the parties to supersede or modify such CaliforniaCare agreement(s), nor is 
such CaliforniaCare agreement(s) intended to modify or supersede this Attachment.

2.10 California Additional Language for Use of Provider Data. In addition to the terms and conditions of the 
Publication and Use of Provider Data section of the Agreement, to the extent permitted by the requirements 
of the Knox-Keene Act, including Health and Safety Code Section 1395.5, for the term of this Agreement, 
Provider agrees to provide, and authorize Anthem and Plans to publish, its name, tax identification number 
or other provider identification number, and other information reasonably required by an employer, individual 
or other entity in Plan marketing and informational materials. Anthem agrees that Provider may identify itself 
as a participant in the Network(s) in which it participates without prior approval from Anthem, provided 
Provider strictly follows the publishing guidelines for use of Anthem's and Plan's name, Plan symbols, 
trademarks, or service marks, as set forth in the provider manual(s), and that such participation in the 
Network is then in effect.  Provider's ability to identify its Network participation without Anthem's consent 
does not include the issuance of press releases.  Anthem shall have the right of prior approval of any other 
use of Anthem's or Plan's symbols, trademarks, or service marks presently existing or later established.  
Except as provided in this section, each party reserves the right to control the use of its name and all 
symbols, trademarks, or service marks presently existing or later established.  With the exception of limited 
downloading and copying rights which may be expressly posted by Anthem on its web sites, and which may 
be amended in Anthem's sole discretion, no rights are granted to Provider to reproduce, store, transmit or 
modify the content of such web sites in any manner, to link to the home page, to deep link to any content, or 
frame any portion of the web sites without Anthem's written permission, to the extent permitted under the 
Knox-Keene Act.

2.11 No Surcharges. Provider agrees to accept the Anthem Rate under the terms and condition of the Plan 
Compensation Schedule, the Agreement and this Attachment, as compensation for Covered Services to 
Members.  Such payment shall be for Covered Services provided on or after the effective date of this 
Attachment. Provider agrees not to bill, charge or otherwise seek Surcharges, additional payments or 
compensation from Members for Covered Services. If Anthem receives notice that Provider bills, charges or 
otherwise seeks and/or receives Surcharges, additional payments or compensation other than those 
permissible charges as provided herein, Anthem shall take appropriate action, including without limitation, 
requiring Provider to cease such actions and to promptly refund any amount thus received to the person 
who paid it.

2.12 Adjustments for Incorrect Payments. Plan may recover any amount paid by Plan to Provider, or paid by Plan 
for amounts owed by Provider under the Agreement and this Attachment determined subsequently by Plan 
to have been an overpayment, or any amount owed by Provider to Plan for any reason, or any amount paid 
by Plan for amounts owed by Provider, by:  (a) notifying Provider of the overpayment or amount owed and 
requesting a refund from Provider, in accordance with applicable laws and regulations, and then (b) 
deducting from and setting off any amount or amounts due and payable from Plan to Provider at any time 
under this Agreement or any other agreement between Plan and Provider, or for any other reason, an 
amount or amounts equal to such overpayment to or amount owed by Provider, in accordance with 
applicable laws and regulations. The provider manual(s) specifies procedures concerning recoveries.

2.13 Appeals/Adjustment Requests. If Provider believes a Claim has been improperly adjudicated for a Covered 
Service, for which Provider timely submitted a Claim to Plan, Provider must submit a request for an appeal 
or adjustment with Plan no later than (i) three hundred sixty five (365) days from Plan's action that led to the 
dispute (the date of Plan's payment or explanation of payment on the original Claim), or, (ii) in the case of 
inaction by Plan, within three hundred sixty five (365) days after the time Plan had for contesting or denying 
the Claim (within thirty (30) business days after receipt of the Claim for Covered Services by Plan) ("Provider 
Appeal Deadline").  The form to submit an appeal is in the provider manual.  The request must be submitted 
in accordance with Plan's payment appeal or adjustment process. Requests for appeals or adjustments 
submitted after this date will be denied for payment, and Provider will not be permitted to bill Anthem, Plan, 
or the Member for those services for which payment was denied.

2.14 Accessibility and Availability for Services. Provider agrees to provide Covered Services consistent with 
Plan's standards for timely access to care, including but not limited to hours of operation and provision for 
after-hours care, which must be reasonable, and to assist Plan in monitoring and evaluating accessibility of 
care. Provider agrees to provide or arrange for the availability of Covered Services twenty four (24) hours a 
day, seven (7) days a week, if applicable, or at such times as Covered Services are provided by similar 
providers to assure availability and continuity of care to Members. Provider agrees to arrange for coverage 
by another Provider, in the event of Provider's illness, vacation or other absence from Provider's practice 
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and, if such covering Provider is not a Participating Provider, to use Provider's best efforts to cause such 
covering Provider to abide by the terms of this Agreement. Provider agrees to cooperate with a Member's 
primary care physician who is responsible for coordinating the provision of services under the Member's 
Health Benefit Plan when applicable.

2.15 Language Assistance Program. Anthem shall establish and maintain an ongoing language assistance 
program to ensure limited English proficient ("LEP") Members have appropriate access to language 
assistance while accessing health care services as required by the Language Assistance Program 
Regulations. Provider shall cooperate and comply, as applicable, with Anthem's language assistance 
program, as set forth in Anthem's provider manual; however, Anthem shall maintain ongoing administrative 
and financial responsibility for implementing and operating on an ongoing basis the language assistance 
program for Members.

2.16 Economic Profiling. Provider agrees to provide Anthem, within seven (7) days of its request, a description of 
any policies and procedures related to economic profiling utilized by Provider.  Provider further agrees to 
comply with the requirements of the Knox-Keene Act related to economic profiling, including Health and 
Safety Code Section 1367.02(c).

ARTICLE III 
TERMINATION

3.1 Termination-Commercial Business Attachment and/or Network(s). At any time either party may terminate, 
without cause, Provider's participation in one or more Commercial Network(s) designated on the Provider 
Networks Attachment, or this Attachment by giving at least one hundred twenty (120) days prior written 
notice of termination to the other party.

3.2 Continuation of Care Upon Termination. For purposes of the Continuation of Care Upon Termination section 
in the Agreement, Regulatory Requirements for purposes of Members qualifying for continuation of care 
upon termination of the Agreement or this Attachment means, Members who at the time of termination are 
receiving services from Provider for one of the following conditions (as defined in Health and Safety Code 
Section 1373.96):  (1) an acute condition; (2) a serious chronic condition; (3) a pregnancy; (4) a terminal 
illness; (5) care of a newborn child between birth and age thirty-six (36) months; or (6) performance of a 
surgery or other procedure that has been authorized by Plan (or the relevant delegated medical group/IPA) 
as part of a documented course of treatment and has been recommended and documented by Provider to 
occur within one hundred eighty (180) days of the termination date of this Attachment.  For cases involving 
an acute condition, a terminal illness or a pregnancy, such services will continue through the duration of the 
acute condition, the terminal illness or the pregnancy, respectively.  For cases involving a serious chronic 
condition, such services will continue until the course of treatment has been completed and arrangements 
have been made for a safe transfer to another participating Provider as determined by Plan in consultation 
with Provider, consistent with good professional practice, such period not to exceed twelve (12) months from 
the termination of this Attachment.  For cases involving care of a newborn child, as specified above, such 
services will continue for a period not to exceed twelve (12) months from the termination of this Attachment.

3.3 Survival. The provisions of this Attachment set forth below shall survive termination or expiration of the 
Agreement:

3.3.1 Any provisions required in order to comply with Regulatory Requirements.

3.4 Effect of Termination. Following termination of this Attachment, the remainder of the Agreement shall 
continue in full force and effect, if applicable.  In addition, upon termination of this Attachment but subject to 
the Continuation of Care provision(s) and applicable Regulatory Requirements, any references to services, 
reimbursement, or participation in Networks related to Commercial Business are hereby terminated in full 
and shall have no further force and effect.

ARTICLE IV 
GENERAL PROVISIONS

4.1 Amendment. Notwithstanding any other provision herein to the contrary, including the paragraph above, 
Anthem agrees to give Provider at least ninety (90) calendar days prior notice of the effective date of any 
change by Anthem to a material term of this Attachment, including any amendments to the Agreement 
applicable to this Attachment (except for any change necessary to comply with state or federal law or 
regulations or any accreditation requirements of a private sector accreditation organization and a shorter 
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timeframe is required for compliance). If Provider desires to negotiate the change (except for any change 
necessary to comply with state or federal law or regulations or any accreditation requirements of a private 
sector accreditation organization), Provider shall notify Anthem no later than thirty (30) days after receipt of 
Anthem's notice. If the parties are unable to agree to such change or if Provider elects not to engage in any 
negotiations (and the change is not necessary to comply with state or federal law or regulations nor any 
accreditation requirements of a private sector accreditation organization), Provider may terminate this 
Attachment, notwithstanding the provisions of Article VI of this Attachment, by providing Anthem, no later 
than forty-five (45) business days after receipt of Anthem's notice of the material change, with written notice 
of such intent to terminate this Attachment. Any such termination would not be effective until ninety (90) 
calendar days after Anthem's receipt of Provider's notice of intent to terminate.

4.2 Inconsistencies. In the event of an inconsistency between terms of this Attachment and the terms and 
conditions as set forth in the Agreement, the terms and conditions of this Attachment shall govern.  Except 
as set forth herein, all other terms and conditions of the Agreement remain in full force and effect.

4.3 Knox-Keene Act Requirements. Anthem is subject to the requirements of the Knox-Keene Act and any 
provision required to be in this Agreement thereunder shall bind Anthem and Provider, whether or not 
expressly provided in this Agreement.

4.4 Provider Directory Regulatory Requirements. The purpose of this section 4.4 is to set forth certain rights and 
obligations of Provider and Anthem to comply with certain legal and regulatory requirements contained in 
California Health & Safety Code §1367.27 of the Knox-Keene Health Care Service Plan Act of 1975, as 
amended, (Health and Safety Code Section 1340, et seq.) and §10133.15 of the California Insurance Code. 
This law is also commonly referred to as SB 137. SB 137 regulates a health plan's provider directory, 
specifically the importance of ensuring that participating providers' demographic information is up to date, 
including whether Provider is accepting new patients, and that any changes to provider demographics are 
communicated by the provider to the health plan in a timely manner. Under Subsection (w) of California 
Health & Safety Code §1367.27, a provider is operating as a "provider group" if they are a medical group, 
independent practice association, or other similar group of providers.

4.4.1 Compliance with Knox-Keene Act and California Insurance Code. The provisions in this section are 
intended to comply with the Knox-Keene Act and the California Insurance Code.

4.4.2 Notice Regarding New Patients. Provider shall notify Anthem's Provider Database Operations 
Department in writing, at the contact information set forth in subsection 4.4.7 below, or via 
Anthem's' online interface, within five (5) business days, of (i) when Provider, or any provider who 
is a part of Provider when Provider is a "provider group", is no longer accepting new patients; or (ii) 
when Provider, or any provider who is a part of Provider when Provider is a "provider group", is 
open to new patients after previously not accepting new patients.

4.4.3 Contact by Member when Provider not seeing new Patients. If Provider, or any provider who is a 
part of Provider when Provider is a "provider group",  is not accepting new patients but is contacted 
by a Member or potential Member seeking to become a new patient, Provider, or any provider who 
is a part of Provider when Provider is a "provider group",  shall direct the Member to Anthem to find 
a provider who is accepting new patients and to the Department of Managed Health Care if the 
individual is a Knox Keene Member or potential Knox Keene Member (i.e., Member with a Health 
Benefit Plan or a proposed Health Benefit Plan regulated by the California Department of Managed 
Health Care), or to the California Department of Insurance (CDI), if the individual is a CDI Member 
or potential CDI Member (i.e., Member with a Health Benefit Plan or a proposed Health Benefit 
Plan regulated by the California Department of Insurance), to report any inaccuracy with Anthem's 
provider directory.

4.4.4 Regular Confirmation of Provider Directory Information. At least annually if Provider is a "provider 
group" or if Provider is not a "provider group, Anthem shall send Provider a notice containing (i) the 
information Anthem has in its directory regarding Provider and any providers within Provider's 
provider group if Provider is a "provider group" , including a list of networks and products that 
include Provider; and (ii) instructions on how Provider, and Provider's providers if Provider is a 
"provider group", can update the information in the provider directory or directories using an online 
interface. Provider shall either confirm that the information is correct or provide updated information 
within thirty (30) business days of receipt of the notice from Anthem.
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4.4.5 Cooperation with any Follow-up Inquiries of Anthem. Pursuant to subsection (l)(4) of Health and 
Safety Code Section 1367.27, if Provider does not respond within the thirty (30) business days 
referenced in subsection 4.4.4 above, then Anthem shall, no later than fifteen (15) business days 
thereafter, seek to verify whether Provider's information, including Provider's provider information if 
Provider is a "provider group", is current or requires updates. Provider agrees to cooperate and 
promptly respond to Anthem in any follow-up inquiries to confirm the provider directory information 
is current and accurate or to update any information that may be out of date. Such follow-up 
inquiries may be made via email, by telephone and/or via letters sent regular or certified mail. 
Failure to timely respond may result in Provider and its providers, if Provider is a "provider group" 
being removed from the provider directory. If Anthem is unable to verify during the fifteen (15) 
business day period referenced above whether Provider's information, including Provider's provider 
information if Provider is a "provider group", is correct or requires updates, Anthem shall remove 
Provider and/or any Provider providers, if Provider is a "provider group", from the provider directory 
upon ten (10) business days' prior notice unless Provider responds with the requested confirmation 
or updates before the end of the ten (10) business day notice period. Provider agrees to provide 
Anthem with a current email address and fax number for purposes of such follow-up inquiries under 
this subsection 4.4.5.

4.4.6 Other Required Notices Under this Attachment. Nothing herein waives any other obligation in the 
Agreement or any other Participation Attachment to provide other notices, including any 
changes/updates in status/demographic information as required by section 9.3.

4.4.7 Notice to Provider Database Operations Department. Anthem's Provider Database Operations area 
updates addresses, telephone numbers, tax identification numbers, and directory listings for 
medical groups, providers, and other health care providers/facilities that are contracted with 
Anthem.

Notice to Provider Database Operations may be made in any of the following ways:

a. Email:  ProviderDatabaseAnthem@anthem.com

b. Fax: 818 234 2836

c. Online provider portal

d. Mail: Blue Cross, P.O. Box 70000, Van Nuys, CA 91470

4.4.8 Termination of this Attachment for a Pattern or Repeated Failure to Alert Anthem to a Change in 
the Information Required to be in Provider Directory. Anthem may terminate this Participation 
Attachment for a pattern or repeated failure of Provider to alert Anthem to a change in the 
information required to be in the provider directory by California Health & Safety Code Section 
1367.27.

4.5 Exchanges. This section sets forth additional terms and conditions for Provider with respect to Members 
who purchased a Health Benefit Plan from Anthem through Covered California (the "Exchange")

4.5.1 Definitions: For purposes of this section, the following terms and definitions shall apply: 

a. "Exchange Members" means a Member who purchased his or her Health Benefit Plan through 
the Exchange.  "Exchange" is the California Health Benefit Exchange, an independent entity 
established within the government of the State of California doing business as Covered California.  
The Exchange is authorized under the Federal and State law to selectively contract with health 
insurance issuers as Qualified Health Plans in order to make available to enrollees of the Exchange 
health care coverage choices that seek to provide the optimal combination of choice, value, 
access, quality, and service to qualified individuals.In accordance with State and Federal law, the 
Exchange is not operating on behalf of Anthem or any Subcontractor of Anthem.  Neither Anthem 
nor its Participating Providers, authorized Subcontractors, or any agents, officers or employees of 
Anthem shall be deemed as agents, officers, employers, partners or associates of the Exchange. 

b. "Subcontractor" means any permitted subcontractor of Provider's obligations under this 
Agreement, including this section as it applies to Exchange Members.   Reference to Subcontractor 
herein shall not be construed as a consent by Anthem to any subcontract or delegation of 
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obligation that otherwise requires the consent of Anthem under this Agreement or by law.  
Notwithstanding any subcontract or delegation by Provider to a Subcontractor, such subcontracting 
or delegation shall not waive or release Provider's obligations in the Agreement, including this 
section, unless otherwise agreed to by Anthem. 

c. "Qualified Health Plan" has the meaning given in Sec. 1301 of the Patient Protection and 
Affordable Care Act (ACA), 42 U.S.C. §18021.  Anthem is a Qualified Health Plan.

d. "QHP Exchange Agreement" means that agreement between Anthem and the Exchange 
providing for Anthem's participation as a Qualified Health Plan on the Exchange.

4.5.2 Cooperation with Anthem and the Exchange.   Provider agrees to cooperate with Anthem to the 
extent necessary and as applicable to promote compliance with requirements of the Exchange.   In 
the event of a change in facilities or a change in Qualified Health Plans for any Exchange Member, 
Provider agrees to cooperate with the Exchange and Anthem for the orderly transfer of Exchange 
Members as necessary and as required under applicable laws, rules, and regulations including, 
those relating to continuation of care, including, those set forth at Health and Safety Code Section 
1373.95 and Insurance Code 10133.55.

4.5.3 Use of Subcontractors.   Provider shall require any Subcontractor to comply with all the terms of 
this Agreement, including this section.

4.5.4 Notice of Material Adverse Events. Provider shall provide notice to Anthem within five (5) days of 
the receipt by it or any of its Subcontractors of any inquiry, audit, investigation, litigation, claim, 
examination, or other proceeding involving Provider or its Subcontractor or any of their personnel  
that is threatened or commenced by any regulatory agency or other party that a reasonable person 
might believe could materially affect the ability of Provider to perform in accordance with the terms 
of this Agreement, including this section, for any Exchange Member.

4.5.5 Conflicts of Interest; Anti-Kickback/Anti-Self Referral Laws.  Provider represents that Provider and 
its personnel do not currently have, and will not have throughout the term of this Agreement, any 
direct interest that may present a conflict in any manner with the performance of services required 
under this Agreement.  Provider shall provide prompt notice to Anthem of any conflicts of interest or 
any basis for potential violations by Provider with respect to laws, rules and regulations that govern 
referrals required for the provision of certain healthcare services, including, Federal and State anti-
kickback and anti-self referral laws, rules and regulations.

4.5.6 Participation and Cooperation in any Anthem Program(s). Provider agrees to participate in 
Anthem's quality programs and programs designed to detect and prevent fraud, waste and abuse.  
In addition, Provider agrees to provide information requested by Anthem to allow Anthem to 
determine Anthem's compliance with quality, network management and delivery system and fraud, 
waste and abuse prevention standards of the Exchange.

4.5.7 Clinical Records.  Provider shall maintain clinical records of Exchange Members for at least seven 
(7) years following the year of the final Claims payment.  Except as otherwise required by State and 
Federal laws, rules and regulations, if an audit, litigation, research, evaluation, claim or other action 
involving the records has not been concluded before the end of the seven (7) year minimum 
retention period, the clinical records must be retained until all issues arising out of the action have 
been resolved.

4.5.8 Non-Discrimination: Employment and; Workplace.  Provider, as well as its agents and employees, 
shall not, unlawfully discriminate, harass or allow harassment, against any employee or applicant 
for employment because of sex, race, color, ancestry, religious creed, national origin, physical 
disability (including Human Immunodeficiency Virus (HIV) and Acquired Immunodeficiency 
Syndrome (AIDS)), mental disability, medical condition (including health impairments related to or 
associated with a diagnosis of cancer for which a person has been rehabilitated or cured), age (40 
or over), marital status, genetic information, sexual orientation, gender identity or use of family and 
medical care leave.  Provider, as well as their agents and employees, shall evaluate and treat 
employees and applicants for employment in a manner that is free from such discrimination and 
harassment.  Provider, as well as its agents and employees, shall comply with the provisions of the 
Fair Employment and Housing Act (Government Code, Section 12900, et seq.) and the applicable 
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regulations promulgated thereunder (2 CCR 7285.0, et seq.).  The applicable regulations of the Fair 
Employment and Housing Commission implementing Government Code, Section 12990, set forth 
in CCR Chapter 5 of Division 4 of Title 2, including, 2, CCR Section 8103, et seq., are incorporated 
into this Agreement by reference and made a part hereof as if set forth in full.  Provider shall give 
written notice of its obligations under this clause to labor organizations with which it has a collective 
bargaining or other agreement.

4.5.9 Information provided by Anthem to the Exchange.   Provider agrees that Anthem may include 
information relating to Provider's contracted rates with Anthem to the Exchange.

4.5.10 Grace Period and Other Exchange Related Materials.  The Affordable Care Act (ACA) mandates a 
three (3) month grace period for Exchange Members who are eligible for a premium subsidy from 
the government, and are delinquent in paying their premiums. Anthem will process Claims for 
services received during the first month of the grace period.  Anthem will contest and pend Claims 
for services received during the second and third month of the grace period, until the full premium 
is received. Anthem agrees that it will provide access to eligibility information on Exchange 
Members by an electronic medium, which reflects when an Exchange Member's status is inactive 
due to the Exchange Member being in the second and third month of their grace period. Provider 
will receive a notification on its remittance indicating that the Claim cannot be paid until the 
premium is received, and informing Provider of the possibility of denied Claims if the premium is not 
received by the end of the three month grace period.  After the third (3) month, if the Exchange 
Member's premium is not received, the Exchange Member's Health Benefit Plan will be terminated 
and the Claims for services received during the second and third month will be denied. The 
Exchange Member will be responsible for payment of services received during this time.  Additional 
Information on how the grace period will impact participating providers such as Provider, as well as 
other Exchange related provider information, can be found on Anthem's website.

4.5.11 Non-Discrimination; Services and Benefits.  During the term of this Addendum, Provider, as well as 
its agents and employees, shall not, in accordance with the Affordable Care Act Section 1557 (42 
U.S.C. § 18116), cause an individual to be excluded on the grounds prohibited under Title VI of the 
Civil Rights Act of 1964 (42 U.S.C. § 2000d et seq.), Title IX of the Education Amendments of 1972 
(20 U.S.C. § 1681 et seq.), the Age Discrimination Act of 1975 (42 U.S.C. § 6101 et seq.), or 
Section 504 of the Rehabilitation Act of 1973 (29 U.S.C. § 794), or subject to any other applicable 
State and Federal laws, from participation in, be denied the benefits of, or be subjected to 
discrimination under, any health program or activity offered through the Exchange.
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PLAN COMPENSATION SCHEDULE ("PCS")

I. DEFINITIONS

The definitions set forth below shall apply with respect to all of the terms outlined in this PCS.  Terms not 
otherwise defined in this PCS and defined elsewhere in the Agreement shall carry the meanings set forth in 
the Agreement.

"Anthem Medicare Advantage Rate" shall mean the Anthem Rate that is used for Medicare Advantage.

"Case Rate" means the all-inclusive Anthem Rate for an entire admission or one outpatient encounter for 
Covered Services.

"Coded Service Identifier(s)" means a listing of descriptive terms and identifying codes, updated from time to 
time by CMS or other industry source, for reporting Health Services on the CMS 1500 claim form or its 
successor as applicable based on the services provided. The codes include but are not limited to, American 
Medical Association Current Procedural Terminology ("CPT®-4"), CMS Healthcare Common Procedure 
Coding System ("HCPCS"), International Classification of Diseases, 10th Revision ("ICD-10"), National 
Uniform Billing Committee ("Revenue Code") and National Drug Code ("NDC") or their successors.

"Eligible Charges" means those Provider Charges that meet Anthem's conditions and requirements for a 
Health Service to be eligible for reimbursement.  These conditions and requirements include but are not 
limited to: Member program eligibility, Provider program eligibility, benefit coverage, authorization 
requirements, provider manual specifications, Anthem administrative, clinical and reimbursement policies 
and methodologies, code editing logic, coordination of benefits, Regulatory Requirements, and this 
Agreement.  Eligible Charges do not include Provider Charges for any items or services that Provider 
receives and/or provides free of charge.

"Emergency Condition" means a sudden onset of a medical or psychiatric condition manifesting itself by 
acute symptoms of sufficient severity (including, without limitation, severe pain) such that the patient may 
reasonably believe that the absence of immediate medical or psychiatric attention could reasonably result in 
any of the following: (a) placing the patient's health in serious jeopardy; (b) serious impairment to bodily 
functions; (c) other serious medical or psychiatric consequences, or (d) serious and/or permanent 
dysfunction of any bodily organ or part.

"Emergency Services" means those Covered Services furnished by a provider qualified to furnish 
emergency services, and which are needed to evaluate or treat an Emergency Condition.

"Encounter Data" means Claim information and any additional information submitted by a provider under 
capitated or risk-sharing arrangements for Health Services rendered to Members.

"Fee Schedule(s)" means the complete listing of Anthem Rate(s) for specific services that is payment for 
each unit of service allowed based on applicable Coded Service Identifier(s) for Covered Services.

"Global Case Rate" means the all-inclusive Anthem Rate which includes facility, professional and physician 
services for specific Coded Service Identifier(s) for Covered Services.

"Inpatient Services" means Covered Services provided by a facility to a Member who is admitted and treated 
as a registered inpatient, is assigned a licensed bed within the facility, remains assigned to such bed and for 
whom a room and board charge is made.

"Outpatient Services" means Covered Services provided by a facility to a Member who is admitted and 
treated as a registered outpatient within the facility.

"Percentage Rate" means the Anthem Rate that is a percentage of Eligible Charges billed by a provider for 
Covered Services.

"Per Diem Rate" means the Anthem Rate that is the all-inclusive fixed payment for Covered Services 
rendered on a single date of service.

"Per Hour Rate" means the Anthem Rate that is payment based on an increment of time for Covered 
Services.
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"Per Relative Value Unit" ("RVU") means the Anthem Rate for each unit of service based on the CMS, State 
Agency or other (e.g., American Society of Anesthesiologists (ASA)) defined Relative Value Unit (RVU).

"Per Service Rate" means the Anthem Rate that is payment for each service allowed based on applicable 
Coded Service Identifier(s) for Covered Services.

"Per Unit Rate" means the Anthem Rate that is payment for each unit of service allowed based on 
applicable Coded Service Identifier(s) for Covered Services.

"Per Visit Rate" means the Anthem Rate that is the all-inclusive fixed payment for one encounter for 
Covered Services.

"Provider Charges" means the regular, uniform rate or price Provider determines and submits to Anthem as 
charges for Health Services provided to Members.  Such Provider Charges shall be no greater than the rate 
or price Provider submits to any person or other health care benefit payor for the same Health Services 
provided, regardless of whether Provider agrees with such person or other payor to accept a different rate or 
price as payment in full for such services.

II. GENERAL PROVISIONS

Billing Form and Claims Reporting Requirements. Provider shall submit all Claims on a CMS 1500 claim 
form or its successor form(s) as applicable based on the Health Services provided in accordance with 
Policies or applicable Regulatory Requirements.   Provider shall report all Health Services in accordance 
with the Coded Service Identifier(s) reporting guidelines and instructions using HIPAA compliant billing 
codes.   In addition, Plan shall not pay any Claim(s) nor accept any Encounter Data submitted using non-
compliant codes.  Plan audits that result in identification of Health Services that are not reported in 
accordance with the Coded Service Identifier(s) guidelines and instructions, will be subject to recovery 
through remittance adjustment or other recovery action as may be set forth in the provider manual(s).

Claim Submissions for Pharmaceuticals. Each Claim submitted for a pharmaceutical product must include 
standard Coded Service Identifier(s), a National Drug Code ("NDC") number of the covered medication, a 
description of the product, and dosage and units administered.  Unless otherwise required under Regulatory 
Requirements, Plan shall not reimburse for any pharmaceuticals that are not administered to the Member 
and/or deemed contaminated and/or considered waste.

Coding Updates. Coded Service Identifier(s) used to define specific rates are updated from time to time to 
reflect new, deleted or replacement codes.  Anthem shall use commercially reasonable efforts to update all 
applicable Coded Service Identifiers within sixty (60) days of release by CMS or other applicable authority.  
When billing codes are updated, Provider is required to use appropriate replacement codes for Claims for 
Covered Services, regardless of whether this Agreement has been amended to reflect changes to standard 
billing codes.  If Provider bills a revised code prior to the effective date of the revised code, the Claim will be 
rejected or denied and Provider shall resubmit Claim with correct code.  In addition, Claims with codes which 
have been deleted will be rejected or denied.

Coding Software. Updates to Anthem's Claims processing filters, code editing software, pricers, and any 
edits related thereto, as a result of changes in Coded Service Identifier(s) reporting guidelines and 
instructions, shall take place automatically and do not require any notice, disclosure or amendment to 
Provider.

Modifiers. All appropriate modifiers must be submitted in accordance with Regulatory Requirements, 
industry standard billing guidelines and Policies. If appropriate modifiers are not submitted, Claims may be 
rejected or denied.

New/Expanded Service or New/Expanded Technology. In accordance with the Scope/Change in Status 
section of the Agreement, as of the Effective Date of this Agreement, any New/Expanded Service or 
New/Expanded Technology (defined below) is not reimbursable under this Agreement.  Notwithstanding the 
foregoing, Provider may submit the following documentation to Anthem at least sixty (60) days prior to the 
implementation of any New/Expanded Service or New/Expanded Technology for consideration as a 
reimbursable service: (1) a description of the New/Expanded Service or New/Expanded Technology; (2) 
Provider's proposed charge for the New/Expanded Service or New/Expanded Technology; (3) such other 
reasonable data and information required by Anthem to evaluate the New/Expanded Service or 
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New/Expanded Technology.  In addition, Anthem may also need to obtain approval from applicable Agency 
prior to Anthem making determination that New/Expanded Service or New/Expanded Technology can be 
considered a reimbursable service.  If Anthem agrees that the New/Expanded Service or New/Expanded 
Technology may be reimbursable under this Agreement, then Anthem shall notify Provider, and both parties 
agree to negotiate in good faith, a new Anthem Rate for the New/Expanded Service or New/Expanded 
Technology within sixty (60) days of Anthem's notice to Provider.  If the parties are unable to reach an 
agreement on a new Anthem Rate for the New/Expanded Service or New/Expanded Technology before the 
end of the sixty (60) day period, then such New/Expanded Service or New/Expanded Technology shall not 
be reimbursed by Anthem, and the Payment in Full and Hold Harmless provision of this Agreement shall 
apply.

a. "New/Expanded Service" shall be defined as a Health Service: (a) that Provider was not providing 
to Members as of the Effective Date of this Agreement and; (b) for which there is not a specific 
Anthem Rate as set forth in this PCS.

b. "New/Expanded Technology" shall be defined as a technological advancement in the delivery of a 
Covered Service which results in a material increase to the cost of such service. New/Expanded 
Technology shall not include a new device, or implant that merely represents a new model or an 
improved model of a device or implant used in connection with a service provided by Provider as of 
the Effective Date of this Agreement.

Non-Priced Codes for Covered Services. Anthem reserves the right to establish a rate for codes that are not 
priced in this PCS or in the Fee Schedule(s), including but not limited to, Not Otherwise Classified Codes 
("NOC"), Not Otherwise Specified ("NOS"), Miscellaneous, Individual Consideration Codes ("IC"), and By 
Report ("BR") (collectively "Non-Priced Codes").  Anthem shall only reimburse Non-Priced Codes for 
Covered Services in the following situations:  (i) the Non-Priced Code does not have a published dollar 
amount on the then current applicable Plan, State or CMS Fee Schedule, (ii) the Non-Priced Code has a 
zero dollar amount listed, or (iii) the Non-Priced Code requires manual pricing.  In such situations, such Non-
Priced Code shall be reimbursed at a rate established by Anthem for such Covered Service.  
Notwithstanding the foregoing, Anthem shall not price Non-Priced Codes that are not Covered Services 
under the Members Health Benefit Plan.  Anthem may require the submission of medical records, invoices, 
or other documentation for Claims payment consideration.

Reimbursement for Anthem Rate Based on Eligible Charges. Notwithstanding any reimbursement amount 
set forth herein, Provider shall only be allowed to receive such reimbursement if such reimbursement is for 
an Eligible Charge.  In addition, if Provider reimbursement is under one or more of the following 
methodologies: Capitation, Case Rate, Global Case Rate, Per Diem Rate, Per Relative Value Unit (RVU), 
and Per Visit Rate, then individual services billed shall not be reimbursed separately, unless otherwise 
specified in Article IV of this PCS.

Reimbursement for Subcontractors. Plan shall not be liable for any reimbursement in addition to the 
applicable Anthem Rate as a result of Provider's use of a subcontractor.  Provider shall be solely responsible 
to pay subcontractors for any Health Services, and shall via written contract, contractually prohibit such 
subcontractors from billing, collecting or attempting to collect from Anthem, Plan or Members.  
Notwithstanding the foregoing, if Anthem has a direct contract with the subcontractor, the direct contract 
shall prevail over this Agreement and the subcontractor shall bill Anthem under the direct contract for any 
subcontracted services, with the exception of nursing services provided for Home Infusion Therapy, or 
unless otherwise agreed to by the parties.

Tax Assessment and Penalties. The Anthem Rates in this Agreement include all sales and use taxes and 
other taxes on Provider revenue, gross earnings, profits, income and other taxes, charges or assessments 
of any nature whatsoever (together with any related interest or penalties) now or hereafter imposed against 
or collectible by Provider with respect to Covered Services, unless otherwise required by Agency pursuant to 
Regulatory Requirements. Neither Provider nor Plan shall add any amount to or deduct any amount from the 
Anthem Rates, whether on account of taxes, assessments, tax penalties or tax exemptions.

Updates to Anthem Rate(s) Based on External Sources. Unless otherwise required by Regulatory 
Requirements, and notwithstanding any proprietary fee schedule(s)/rate(s)/methodologies, Anthem shall use 
commercially reasonable efforts to update the Anthem Rate(s) based on External Sources, which include 
but are not limited to, i) CMS Medicare fee schedule(s)/rate(s)/methodologies;  ii)  Medicaid or State Agency 
fee schedule(s)/rate(s)/methodologies; iii), vendor fee schedule(s)/rate(s)/methodologies; or iv) or any other 
entity's published fee schedule(s)/rate(s)/methodologies ("External Sources") no later than sixty (60) days 
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after Anthem's receipt of the final fee schedule(s)/rate(s)/methodologies change from such External 
Sources, or on the effective date of such final fee schedule(s)/rate(s)/methodologies change, whichever is 
later.  The effective date of such final fee schedule(s)/rate(s)/methodologies change shall be the effective 
date of the change as published by External Sources.  Claims processed prior to the implementation of the 
new Anthem Rate(s) in Anthem's payment system shall not be reprocessed, however, if reprocessing is 
required by Regulatory Requirements, and such reprocessing could result in a potential under and/or over 
payment to a Provider, then Plan may reconcile the Claim adjustments to determine the remaining amount 
Provider owes Plan, or that Plan owes to Provider.  Any resultant overpayment recoveries (i.e. Provider 
owes Plan) shall occur automatically without advance notification to Provider.  Unless otherwise required by 
Regulatory Requirements, Anthem shall not be responsible for interest payments that may be the result of a 
late notification by External Sources to Anthem of fee schedule(s)/rate(s)/methodologies change.

III. PROVIDER TYPE

"Behavioral Health Practitioner" means a licensed or certified mental health and/or substance abuse 
practitioner, or a group of licensed or supervised practitioners with varying specialties, who work either in an 
independent private practice, a group setting in one or more locations, or at an appropriately licensed 
clinic/facility or agency providing behavioral health and/or substance abuse Health Services.

Behavioral Health Practitioner may also mean a Board Certified Behavioral Analyst ("BCBA").  The parties 
acknowledge that as of the Effective Date of the Agreement, for a Provider who is a Board Certified 
Behavior Analyst, Anthem has not verified the qualifications of Provider through its credentialing process. 
Provider represents and warrants that it has obtained and will maintain a Behavior Analyst certification from 
the nationally accredited Behavior Analyst Certification Board.

Services provided to Members under this Agreement shall be provided by Provider or by a qualified person 
under Provider's direction.  Provider represents and warrants that he or she shall assume sole responsibility 
for the training and supervision of any paraprofessional or non-licensed individual(s) providing services 
under this Agreement and that such individuals have not been convicted of any crimes against children, 
sexual offenses or lewd conduct.  Anthem shall not be liable for the actions of any paraprofessionals or non-
licensed individuals in the performance of their duties.  Provider agrees to provide all Health Services in 
accordance with the Behavior Analyst Certification Board ("BACB") ethical and certification guidelines.

IV. SPECIFIC REIMBURSEMENT TERMS

COMMERCIAL BUSINESS

For Covered Services provided by or on behalf of Provider to a Member who is enrolled in a product and/or 
program that is supported by a Network designated in this Agreement, Provider agrees to accept as the 
Anthem Rate, the lesser of Eligible Charges or the compensation as set forth in the PCS Attachment, 
attached hereto and made part hereof.

Allowances for Injectable/Infusible/Oral Drugs, Vaccines and Radiopharmaceutical Agents. Plan shall 
automatically update its allowance for injectable/infusible/oral drugs, vaccines and radiopharmaceutical 
agents on a quarterly basis in accordance with the quarterly updates made by CMS to its drug pricing file or 
any other external or internal source as set forth in this PCS.  Retroactive adjustments made by CMS to its 
drug pricing file shall be inapplicable to Anthem's fee allowances and payment responsibility.

Out-of-Network Compensation. Except for Government Programs, if Provider renders services to a Member 
who accesses a Network in which Provider does not participate, Provider will receive compensation as 
follows:

Plan shall compensate Provider for Emergency Services rendered to a Member based on the applicable 
Indemnity/Traditional/Standard Anthem Rate.  Provider agrees to accept the Indemnity/Traditional/Standard 
Anthem Rate as payment in full and shall only bill for the applicable Cost Share.

Except for Emergency Services, if the Member's Health Benefit Plan requires authorization by the Plan or a 
Provider for out of Network Covered Services in order for the Member to have the highest level of benefits, 
and such authorization has been given, then Plan shall compensate Provider for such authorized Covered 
Services based on the applicable Participating Provider ("Indemnity/Traditional/Standard") Anthem Rate.  
Provider agrees to accept the Indemnity/Traditional/Standard Anthem Rate as payment in full and shall only 
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bill for the applicable Cost Share.  Except for Emergency Services, if the Member's Health Benefit Plan does 
not have out-of-network benefits unless authorized by the Plan or Provider, Plan shall have no liability for 
Health Services rendered without such authorization.  In that event, Provider shall bill the Member for Health 
Services rendered.

Except for Emergency Services, if the Member's Health Benefit Plan has out-of-network benefits without 
authorization being required by the Plan or Provider, and no authorization has been given, then Plan will 
compensate Provider for Covered Services based on the Anthem Rate established for the Network and/or 
product that supports the Member's Health Benefit Plan.  For example, if the Member's access is supported 
by PPO Network, compensation is based on the applicable Anthem Rate for the PPO Network.  Provider 
shall only bill for the applicable Cost Share as well as any amount designated as the Member's responsibility 
on the Provider payment voucher (or other written notice of explanation of payment).  In no event shall 
payment from Plan and the Member exceed Provider's Charge for such Covered Services.
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PCS ATTACHMENT
APPLIED BEHAVIOR ANALYSIS FEE SCHEDULE

CPT Time Description Allowable

97151 per 15 min Behavior identification assessment, administered by a physician or other 
qualified healthcare professional, each 15 minutes of the physician’s or 
other qualified healthcare professional’s time face-to-face with patient 
and/or guardian(s)/caregiver(s) administering assessments and 
discussing findings and recommendations, and non-face-to-face 
analyzing past data, scoring/interpreting the assessment, and preparing 
the report/treatment plan.

 $   25.00

97152 per 15 min Behavior identification supporting assessment, administered by one 
technician under the direction of a physician or other qualified healthcare 
professional, face-to-face with the patient, each 15 minutes.

 $   29.61 

0362T per 15 min  Behavior identification supporting assessment, every 15 
minutes of technicians’ time face-to-face with a patient, 
requiring the following components: administered by the 
physician or other qualified healthcare professional who 
is on site; with the assistance of two or more 
technicians; for a patient who exhibits destructive 
behavior; completed in an environment that is 
customized to the patient’s behavior.

 $   44.17 

97153 per 15 min Adaptive behavior treatment by protocol, administered by a technician 
under the direction of a physician or other qualified healthcare 
professional, face-to-face with one patient, every 15 minutes.

 $   12.50 

97154 per 15 min Group adaptive behavior treatment by protocol, administered by a 
technician under the direction of a physician or other qualified healthcare 
professional, with two or more patients, every 15 minutes.

 $   10.00 

97155 per 15 min Adaptive behavior treatment with protocol modification, administered by a 
physician or other qualified healthcare professional, which may include 
simultaneous direction of a technician, face-to-face with one patient, 
every 15 minutes.

 $   28.28 

97156 per 15 min Family adaptive behavior treatment guidance, administered by a 
physician or other qualified healthcare professional (with or without the 
patient present), face-to-face with guardian(s)/caregiver(s), every 15 
minutes.

 $ 27.50 

97157 per 15 min Multiple-family group adaptive behavior treatment guidance, administered 
by a physician or other qualified healthcare professional (without the 
patient present), face-to-face with multiple sets of guardians/caregivers, 
every 15 minutes.

 $   6.16 

97158 per 15 min Group adaptive behavior treatment with protocol modification, 
administered by a physician or other qualified healthcare professional, 
face-to-face with multiple patients, every 15 minutes.

 $   6.16 

0373T per 15 min Adaptive behavior treatment with protocol modification, every 15 minutes 
of technicians’ time face-to-face with a patient, requiring the following 
components: administered by the physician or other qualified healthcare 
professional who is on site; with the assistance of two or more 
technicians; for a patient who exhibits destructive behavior; completed in 
an environment that is customized, to the patient’s behavior.

 $ 28.28

Codes are subject to a maximum time limits allowed per day and subject to prior authorization.
Fee Schedule is proprietary information and cannot be shared with any other party.
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