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What is APIPA?



 

Arizona Physicians IPA (APIPA) “Personal Care Plus,” is a Special Needs Plan 
(SNP) contracted by the Centers for Medicare and Medicaid Services (CMS).



 

APIPA, an AmeriChoice product is headquartered in Phoenix, AZ



 

APIPA’s “Personal Care Plus” product serves approximately 19,000 Arizona 
residents who are Medicare/Medicaid dual eligible.



 

The service area for this product encompasses all Arizona counties with the 
exception of Gila County.
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What is APIPA?



 

APIPA Personal Care Plus Health Plan contracts with OptumHealth/UBH to 
provide covered Behavioral Health Services for its SNP .  Please note that APIPA 
Medicaid benefit is administered by the RBHA’s, and funded by the State of 
Arizona.



 

All levels of service covered under the MEDICARE SNP benefit are administered 
by and all covered care is managed by OptumHealth/UBH.
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Who is OptumHealth?

UBH/OptumHealth serves more 
than five million Medicaid, 
Medicare, and other public sector 
members in 38 states with 
programs that support recovery, 
resiliency and wellness for people 
facing behavioral health conditions 
and chronic illness.

OptumHealth Behavioral Solutions 
(OptumHealth), a service mark of United 
Behavioral Health is contracted with 
AmeriChoice to administer the Medicare 
behavioral health benefit for Arizona 
Physicians IPA (APIPA) Personal Care 
Plus Plan.

OptumHealth is a brand name for 
United Behavioral Health which has 
already been introduced in many parts 
of the country.  

UBH is one of several companies 
under the UnitedHealth Group umbrella 
who will be using the OptumHealth 
brand name.
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Clinical Authorization Process



 

Dedicated APIPA phone number to access care (800) 547-2797



 

Intake Team available to verify eligibility/benefits and provide authorization for 
routine outpatient services; RBHA enrollment assistance available if needed



 

Experienced, licensed staff with 24/7/365 availability



 

All languages can be accommodated



 

Clinical staff available to assess and refer members to appropriate levels of care



Confidential property of OptumHealth. Do not distribute or reproduce without express permission from OptumHealth. 6

Care Advocates



 

Licensed Clinical staff assess and evaluate individual needs with the member, 
family, or provider.



 

For routine care, member is provided an authorization for one year and referred to 
an appropriate network provider.



 

Additional authorization beyond one year requires a new request for a yearly 
authorization



 

High-risk outpatient cases are identified for outreach using claims algorithms. 



 

Clinical staff will facilitate referral of the member to the RHBA when appropriate.
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APIPA Claims Highlights

Claim Submission Address
PO BOX 30757
Salt Lake City, UT 84130

UBH/OptumHealth Public Sector 
Claims Customer Service (866) 
673-6315

Eligibility must be verified via the website at 
www.ubhonline or by calling (800) 547-2797. 
It is provider’s responsibility to ensure client 
is eligible for every DOS. 

Submit all claims with the member’s ID

Benefits: OptumHealth only pays for 
services identified on the fee schedule so be 
clear on what services are covered

Authorizations are for specific services, 
make sure your authorization matches the 
service for which you will be billing

Diagnosis Code: all claims require a valid 
primary dx code.

http://www.ubhonline/


Confidential property of OptumHealth. Do not distribute or reproduce without express permission from OptumHealth. 8

APIPA Claims Highlights

You must fill out box 32 of the CMS-1500 claim 
form, indicating where the services were 
performed.

Only Independently licensed clinicians should 
appear in field 31

Place of service and CPT code need to be 
appropriate to the actual services rendered.

NPI  number is required on every claim, every line 
item. Fill out box 33a and boxes 24J for every line 
of service.
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APIPA Share of Cost



 

Effective January 1, 2009, Benefits for APIPA Personal Care Plus Members were 
modified to implement outpatient/inpatient co-pays and the member deductible to 
be covered by the Medicaid Provider or Regional Behavioral Health Authorities. 



 

This change will only affect the dual eligible membership. 



 

The co-pay and the deductible should be paid by the RBHA.



 

OptumHealth is the primary payer and is responsible for the Medicare portion 
(APIPA) and the RBHA's are responsible for the Medicaid portion of services 
delivered.
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APIPA Share of Cost



 

It is essential that you understand the following cost share guidelines:

The co-pays and 
deductibles are to be 
billed to the 
Regional Behavioral 
Health Authorities 
(RBHA’s) in the 
state of Arizona.

Deductibles

Providers should 
submit their claim 
directly to the 
appropriate RBHA 
with a UBH or 
OptumHealth denial.

RBHA’s

Dual eligible 
(Medicare/Medicaid) 
members do not 
owe co-pays or 
deductibles even 
though their 
Explanation of 
Benefits (EOB) 
notice may reflect 
that they do.  

Co-Pays

*Footnote here. 8pt type. Aligned to bottom. No need to move or resize this box.
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APIPA Claims Highlights

UBH Appeals
1900 East Golf Road, Ste. 300
Schaumburg, IL 60173-5088

Direct Appeals phone line 1-866- 
556-8166

Filing Limit for all claims is 90 days 
from date of service. This is a strict 
timeframe, do not delay billing, nor 
addressing claims issues or you risk 
losing revenue.

Appeals allowance is built into the 90 
day filing limit; this means there is no 
“grace period” for any reason. Don’t 
delay concerns!
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APIPA Provider Notification

You are required to notify UBH in writing within 10 calendar days of any 
changes to:



 

The status of the practice, including changes in practice location, billing address, or 
telephone or fax number (or changes in facility ownership)



 

The status of professional licensure and/or certification such as revocation, 
suspension, restriction, probation, termination, reprimand, inactive status, voluntary 
relinquishment, or any other adverse action



 

The status of professional liability insurance



 

Potential legal standing (any malpractice action or notice of licensing board 
complaint filing)
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APIPA Provider Notification

You are required to notify UBH in writing within 10 calendar days of any 
changes to:



 

The Tax Identification Number (TIN) used for claims filing



 

The programs you offer (services you provide must continue to meet our 
credentialing criteria)



 

Registered users of ubhonline (presently available only to clinicians) are strongly 
encouraged to use the“update practice info” function to update this information. 
Otherwise, changes submitted in writing, via mail or fax, should be sent by 
clinicians to your Arizona Network Management team
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Provider Notification



 

You are required to notify UBH in writing within 10 calendar days of any 
changes

Providers are required 
to complete Provider 
Change/Add Form 
and submit to Network 
Management Staff

Provider Change/Add AZ Network Manager

AZ UBH/OptumHealth 
Public Sector Network 
Manager Braulio 
Gomez 602-664-5236 
fax: 602-664-5141 
braulio.gomez@optum 
health.com

Provider Group Roster

Providers are required 
to complete Provider 
Roster Update Form 
and submit to Network 
Management Staff for 
Groups and Agency’s 
only

*Footnote here. 8pt type. Aligned to bottom. No need to move or resize this box.

Adobe Acrobat 
Document

Microsoft Word 
Document
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United Behavioral Health / US Behavioral Health Plan, California 
Clinician Add / Change Application Checklist 


 
Please include all of the information indicated on this checklist: 
 
*** Failure to complete this document along with submission of the requested supporting documents will 
result in delayed processing. 
 


 Letter – please indicate specific changes with effective date ** 
 
      **NOTE:  UBH can ONLY back-date the effective date of the requested 
         change(s) to the first day of the current month.  
 


 All Pages of the application must be completed 
 


 Authorization Release and Certification Form must be signed by the clinician.  Please submit the completed 
application within one week of signing this form. 


 


 Substitute W-9 Form or W-9 Form must be signed and dated (the form may be signed by the clinician or the 
controller of the tax identification number.) 


 


 A photocopy of current Professional Liability Policy indicating limits of coverage and an expiration date (clinician 
must be named as the insured on the policy or a letter from the insured must be attached stating that the 
clinician is covered under the insured’s policy).  UBH requires one million / one million coverage for clinicians 
and one million / three million coverage for physicians.  If a state has a patient compensation fund, the clinician 
must include proof of participation in this program.   


 


 A photocopy of current State License(s) / State Certification(s) with expiration date(s). 
 


STATE TO STATE MOVE  
OR  


ADDING ADDITIONAL PRACTICE LOCATION IN ANOTHER STATE 
 


Please submit the additional information requested below for State to State move or adding additional 
practice location in another state. 
 


 A photocopy of current State License(s) / State Certification(s) with expiration date(s). 
 


 A photocopy of the current Federal Drug Enforcement Agency (DEA) Registration and State Controlled 
Substance Permit, if applicable. 


 


 The signed and dated signature page from the Individual Provider Participation Agreement. 
 
Website directions to obtain contract: Go to www.ubhonline.com, select “Join Our Network” located in top left 
corner of homepage, click “Continue”, Click on your state & find “UBH State Clinician Contract.  Print, sign, date & 
return the signature page.  
 
Please fax or mail this form to the Clinical Network Services Staff that represents your state.  A staff list can be found 
on:  http://www.ubhonline.com/html/contactUs.html 
Before submitting claims, please determine if your profile has been updated to reflect the changes by going  
to our clinician directory Web site at www.ubhprovider.com. 


 
 
 
 







Clinician Add/Change Application 


Revised 02.25.10 2 


United Behavioral Health/US Behavioral Health Plan, California  
Clinician Add / Change Application 


 
Please check one of the following & indicate the effective date**:  
 
**(Note: UBH can ONLY back-date the effective date of the requested change(s) to the first day of the  
     current month).  


 
 Changing current tax identification number (TIN) and demographic location  


Complete information below only as it pertains to changing currently contracted TIN and location(s).  Please 
enclose a letter indicating specific changes including effective date, practice name and tax identification 
number with which you are no longer affiliated** 
⁭Effective date _____________________  ⁭ Complete all sections 
 


 Changing current demographic location only  
Complete information below only as it pertains to changing currently contracted location(s)/state and there is no 
change to the TIN currently on file. Please enclose a letter indicating old and new demographic information. 
Provide phone and fax number.  
⁭Effective date_______________ ⁭ Complete Section 1, 2, 3, 4, 5 & 6 


 
 Changing tax identification (TIN) only  


The TIN is the only information to be updated and there is no change to the demographic location(s) currently 
on file.  Please indicate below your previous TIN and practice name with which you are no longer affiliated.  
⁭ Effective date_______________ ⁭ Complete Section 1, 3, 4 & attached W9 



⁭ Previous TIN ___________________________     ⁭ Previous practice name ___________________ 


    
 State to State Move  


Please complete all sections and refer to checklist for additional required documents. Also, enclose a letter 
indicating previous contracted state, practice name and TIN with which you are no longer affiliated.  
⁭ Effective date_______________ ⁭ Complete all sections 
 


 Adding additional tax identification number (TIN) and practice location  
Complete all sections as it pertains to non-contracted TIN and location(s)/state and refer to checklist for 
additional required documents. 
⁭ Effective date_______________ ⁭ Complete all sections 


 
Instructions:  Please type or print legibly.   
I.  Personal Information 
Last Name First Name Middle Name Previous Surname 


 
Social Security Number Date of Birth Gender 


 
Degree 


NPI (Type I) 
 


Medicare Clinician Number Medicaid Clinician Number Email address 


City 
 


State Zip 


2.  New Office Locations 
     Is treatment conducted in your private home residence?   Yes ____ No ____  
Name of Group/Clinic/Office 
 


Business Name (As appears on UBH/USBHPC contract) 


Primary  Practice Address 
 


County Federal Tax ID 


City 
 


State Zip  


Daytime Phone Number Emergency/After Hours Phone Secure Fax Number Other Fax Number 
 


Clinic/Group Medicare Number Clinic/Group Medicaid Number NPI (Type II)  
 


Office Manager Name Office Manager Phone Number 
 


  


Are you available for evening 
appointments?   
 
 Yes_____       No ______ 


Are you available for 
weekend appointments?   
    
Yes _____       No______ 


Is the office handicap/ 
wheelchair accessible?   
     
Yes ____      No_____ 


Is the office near public 
transportation?     
 
Yes ______ No____ 


Are you accepting new 
members?     
  
Yes ______  No______ 
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Is treatment conducted in your private home residence?   Yes ____ No ____ 
 
 


Name of Group/Clinic/Office 
 


Business Name (As appears on UBH/USBHPC contract) 


Secondary Practice Address 
 


County Federal Tax ID 


City 
 


State Zip  


Daytime Phone Number Emergency/After Hours Phone Fax E-mail Address 
 


Clinic/Group Medicare Number Clinic/Group Medicaid Number Office Manager Name Office Manager Phone Number 
 


Are you available for evening 
appointments?   
 
 Yes_____       No ______ 


Are you available for 
weekend appointments?   
    
Yes _____       No______ 


Is the office handicap/ 
wheelchair accessible?   
     
Yes ____      No_____ 


Is the office near public 
transportation?     
 
Yes ______ No____ 


Are you accepting new 
members?     
  
Yes ______  No______ 


 
Additional Practice addresses, please list on a separate sheet of paper 


 


3.  Remit / Billing Address (If different from Primary Clinic / Office Address)  
Name of Group/Clinic/Office 
 


Phone Number Billing Contact 


Address 
 


County Billing Contact Phone Number 


City 
 


State Zip  


 
4. Tax Information Address for 1099 (If different from Remit / Billing Address) 
Name of Group/Clinic/Office 
 


Phone Number Billing Contact 


Address 
 


County Billing Contact Phone Number 


City 
 


State Zip  


 
5. Mailing Address 
Name of Group/Clinic/Office 
 


Phone Number Contact Name 


Address 
 


County  


City 
 


State Zip  


 


6.  Recredentialing Address - One (1) Recredentialing Correspondence Address per 
     Clinician - Regardless of the Tax ID Number(s) or Practice(s) 
Address (PO Box Not Accepted) 
 


Phone Number Fax Number 


City 
 


State Zip 


Email Address 
 


Contact Name Contact Phone Number  


 
7.  What arrangements do you have for 24-hour/7-day coverage for members when 


 emergencies occur?             
              
              
 
8.  New License Information, if applicable attach a copy of the new license 
State License Type License Number Date First Issued Expiration Date 


 


 
9.  State Controlled Substance Permits, if applicable attach a copy of the new CDS 
State Permit Type Permit Number Date Issued Expiration Date 
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10.  DEA, if applicable attach a copy of the new DEA  
Federal DEA Number Date Issued Expiration Date 


 


 
11.  Change in Hospital Admitting Privileges, if applicable  
Name of Hospital 
 


Type of Privileges 


Address 


 
City State 


 
Zip Phone 


Name of Hospital 
 


Type of Privileges 


Address 


 
City State 


 
Zip Phone 


Name of Hospital 
 


Type of Privileges 


Address 
 


City State 
 


Zip Phone 


 
12.  Professional Liability Insurance (Clinician must be named as insured on the policy or attachment) 
Name of Carrier 
 


Policy Number 


Address 
 


City State Zip 


Coverage Limits (Occurrence/Aggregate) 
 


__  Occurrence  
__  Claims Made 


Dates of Coverage Years with Carrier 
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United Behavioral Health/USBHPC 


 
 


Authorization and Release 
 
I understand and acknowledge that I am changing information related to my participation status with United Behavioral Health/US 
Behavioral Health Plan, California (UBH/USBHPC) and that I am responsible for providing all information reasonably requested by 
UBH/USBHPC.   
 
I hereby certify that all information contained in this change application and all its attachments is accurate, 
true and complete.  I understand that I retain the right to review any information submitted to UBH/USBHPC 
in support of my application.   
 
I understand that it is my responsibility to promptly notify UBH/USBHPC of any changes or additions to the information contained in 
the Application and that all the information provided during the application process is subject to UBH/USBHPC’s investigation and 
review.  I understand and agree that if any information contained in this Application is determined to be false or constitutes a 
material misstatement, my Application may be denied or my participation status may be involuntarily terminated.  I understand that 
in the event that my Application is denied or my participation status is terminated involuntarily, UBH/USBHPC may be required to 
submit a report to the National Practitioner Data Bank and to state licensing authorities.   
 
I understand I have the right to review and correct erroneous information obtained by UBH/USBHPC to evaluate my credentialing 
application.  This does not include references, recommendations, or other peer-review protected information.  The review must 
take place within 6 months of this application and corrections must be made in writing, within 30 days of the review.   
 
By changing information related to my participation status, I hereby authorize UBH/USBHPC, its affiliates and successors, to obtain 
any information that may be relevant to an evaluation of my professional qualifications, ability, and character to practice medicine, 
including information about disciplinary actions or other confidential or privileged information, and other credentials.  I hereby 
authorize all individuals, institutions and entities with which I have been or am now associated, including but not limited to, 
educational institutions, hospitals, clinics and health plans, professional liability carriers, licensing boards, specialty boards, 
professional societies, government agencies, and any other pertinent sources, to provide any relevant information requested by 
UBH/USBHPC or its representatives.  I also consent to the inspection by representatives of UBH/USBHPC of all facilities and/or 
documents that may be material to my request for participation status with UBH/USBHPC.   
 
I hereby release from liability all individuals, institutions and entities and their respective agents from liability for all acts performed 
in good faith and without malice in connection with the investigation and review of this Application, my participation status with 
UBH/USBHPC and the release and exchange of information by such individuals, institutions and entities.  This release shall be in 
addition to any other applicable immunity provided by state and federal law.  UBH/USBHPC is bound by all state and federal 
confidentiality laws.   
 
I understand and agree that the authorization and release given by me is irrevocable as long as I am a participating clinician with 
UBH/USBHPC.  This authorization to obtain confidential information about me remains in effect until I notify UBH/USBHPC 
otherwise, in writing, except as otherwise provided under state law.   
 
I further acknowledge that I have read and understand this Authorization and Release.   
 
By signing this attestation I acknowledge that I have hospital admitting privileges in good standing, if applicable, and that I carry 
professional liability insurance coverage of at least $1,000,000/$3,000,000 as a physician or $1,000,000/$1,000,000 as a non-
physician clinician.    
 
I warrant that I have the authority to sign this Application, on my own behalf, and on behalf of any entity or organization for which I 
am signing in a representative capacity.  I understand that if this Application is accepted by UBH/USBHPC, I will be bound by the 
terms of the UBH/USBHPC Clinician Agreement, of which this Application is a part.  I have read and understand the terms of the 
UBH/USBHPC Clinician Agreement, and agree to be bound by them, and accept the published rates for my level of licensure.   
 
A copy of this document shall have the same effect as the original.    
 
Printed Name of Applicant:             
 
Original Signature of Applicant:                                                                               
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IMPORTANT TAX DOCUMENT 
SUBSTITUTE FORM W-9 


 
Request for Taxpayer Identification Number 
 
As part of the contracting process, we are requesting that you complete this Substitute Form W-9.  We are required 
by law to obtain this information from you when making a reportable payment to you.  If you do not provide us with 
this information, your payments may be subject to 31% federal income tax backup withholding.  Also, if you do not 
provide us with this information, you may be subject to a $50 penalty imposed by the Internal Revenue Service under 
Section 6723 of the Internal Revenue Code. 
 
This information must be consistent with the data provided on Page 1 of the application (clinic information). 
 
1.  Taxpayer Name                                                                                         
     (To whom the check is payable)   (A legal entity name if a corporation or partnership) 
      
Doing Business as:    DBA                                                                               
     (A division name if a corporation or the 
     name of the business if a sole proprietor) 
 
2. Taxpayer Address            


               


               


 
3. Taxpayer Identification Number 
 a. Corporation                                                                                                                 
      (List employer identification number) 


 b. Partnership                                                                                                                  
      (List employer identification number) 


 c. Sole Proprietorship                                                                                                                
      (List social security number or employer identification number) 


 d. Tax Exempt Entity                                                                                                                
      (List employer identification number) 


 e. Other - Please Explain                                                                                                                
 
4. Effective Date of Taxpayer Name & TIN                                                                                                
 
5. Form Completed By                                                                                                                 
         Print name) 
 
6. Signature                                                                                                                   
         (Signature) 
 
7. Today's Date                                                                                                                  
 
8. Daytime Phone Number   (       )                                                                                                    
 
PLEASE NOTE: INFORMATION REPORTED ON LINES 1-3 MUST BE CONSISTENT WITH DATA ON FILE 
WITH THE IRS AND SOCIAL SECURITY ADMINISTRATION. 





United Behavioral Health / US Behavioral Health Plan, California
Clinician Add / Change Application Checklist
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AGENCY/COMMUNITY MENTAL HEALTH CENTER

PRACTITIONER ROSTER ADD/DELETE REPORT

To ensure proper maintenance of your licensed practitioner roster, please submit this add/delete form no less than on a quarterly basis. (Non-licensed staff are not loaded individually by UBH and should not be included on this report. Only include independently licensed staff who will submit claims.)

[image: image1.jpg]Agency Information:


		     

		 FORMCHECKBOX 
 Regular report with changes


 FORMCHECKBOX 
 Regular report – no changes


 FORMCHECKBOX 
 Supplemental report





Name of Agency/CMHC/Clinic



 
Type of Notification



Section A:  TIN Number. All changes listed on this form must correspond to the TIN listed in this section.  If your agency/CMHC/clinic has more than one TIN, please submit additional forms by TIN number.


		Tax Identification Number: 

		     

		     

		     

		     

		     

		     

		     

		     

		     







Section B: Delete.  Please list all licensed practitioners who have left the agency/CMHC/clinic. 

Last Name
       First Name      License Level*
Effective    Individual NPI


		     

		     

		     

		     

		     



		     

		     

		     

		     

		     



		     

		     

		     

		     

		     



		     

		     

		     

		     

		     



		     

		     

		     

		     

		     



		     

		     

		     

		     

		     





* MA, PhD, MD, APRN; write in if other


Check if  FORMCHECKBOX 
 Additional page attached for more deletions.



Section C: Add.  Please list all licensed practitioners who have joined the agency/CMHC/clinic. Provide the NPI and taxonomy for each clinician. Taxonomy can be found at: http://www.wpc-edi.com/codes/taxonomy.

Last Name
       First Name      License Level*
Effective    Individual NPI
Taxonomy

		

		     

		     

		     

		     

		



		     

		     

		     

		     

		     

		



		     

		     

		     

		     

		     

		



		     

		     

		     

		     

		     

		



		     

		     

		     

		     

		     

		



		     

		     

		     

		     

		     

		





* MA, PhD, MD, APRN; write in if other


Check if  FORMCHECKBOX 
 Additional page attached for more additions.



Section D: Acknowledgement by Administrator/Roster Contact.

		     

		

		     





Roster Contact Printed Name

Signature (or email accepted)

 Date


Fax or email completed form to


UBH Clinical Network Services.

Contact information on www.ubhonline.com.



Practitioner Roster Add/Delete Report
Agency/Community Mental Health Center 



8/17/2010
For more information about OptumHealth Behavioral Solutions contact your OptumHealth 
network manager or visit www.ubhonline.com
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