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Letter from your Executive Director – Brad Griffin 

Dear MCA Member, 

It has been 5 months since my staff and I have taken over 

the day-to-day operations of the MCA.  With the guidance 

of your Board and President Nynas, I think we have 

accomplished a great deal.  Dr. Nynas covered a lot of it in 

his article but I want to hone in on two. 

First, MCA has a Facebook page, which gets a fresh posting everyday 

through a service brought to us by COCSA.  Here’s how it can benefit 

your practice.  Find our FB page and “Like” it or repost it on your page.  

Encourage your patients to like your page.  What that simple step does 

is this:  it brings the MCA’s daily message about the importance of 

chiropractic care up in your and your patient’s timeline every day.  This 

helps with top-of-mind awareness, every day. 

The other benefit that your Board approved is membership in the 

Foundation for Chiropractic Progress, F4CP.  F4CP is an organization 

with a plethora of resources for you to help advance chiropractic care.  

For example, September was Drug Free Pain Awareness month—an 

effort by F4CP to help curb our opioid epidemic.  You should have 

received an introductory letter from Dr. Sherry McCallister, the Executive 

Director, explaining all the benefits of this new member benefit.  Your 

association pays the annual fee for you as part of your dues in the MCA! 

Lastly, I hope you are planning to attend MCA’s 100th Annual Convention, 

March 16-17, at the Best Western Great Northern in Helena.  We have 

hired nationally recognized Dr. Dan Murphy to give the CE seminars!  

Look for registration materials in the months ahead, but in the meantime, 

mark your calendars! 

Have a wonderful holiday season!   

Brad Griffin 

Executive Director 

 

Autumn 2017 

 

 

 

 

 

 

 

 

Inside This Issue 
(use Ctrl + Click to jump to articles) 

 Letter from the 
 Executive Director 1 

 President’s Report 2 

 Medicare Playbook  3 

 F4CP Position Paper 3 

 ACA Blog  4 

 Member Review 5 

 Mark Your Calendar 5 

 MLS Direct and RMHN info 6 

 Ask Audry / Rocky Mtn Health 7 

 ChiroHealth USA 8-10 

 Clinical Compass 10-11 

 mt.gov / Cash & Prepaid info 12 

 Meet your MCA Staff 13 

 BCBS/eviCore FAQs 15-20 

 

 

Office Staff 

Brad Griffin 
Executive Director 

brad.griffin@mtretail.com 

Julie Hilliard 
Office Manager 

julie.hilliard@mtretail.com 

Linda Thompson 
Data Management 

linda.thompson@mtretail.com 
 

 

The Montana Chiropractor 

is a quarterly publication of the 

Montana Chiropractic 

Association. 

 

 

 

 



 

2 

President’s Report October 2017 
 

MCA Members:  

It's been a busy summer and fall at the MCA.   

We've heard from a lot of you regarding the problems working with the eviCore 

administrators that BCBS brought in to their Medicare Advantage Plan in 

June.  Thank you to those of you who filled out our surveys, your responses were used in a 

meeting that we had in October with BCBS and eviCore both.  We're still waiting on responses to 

that meeting and some questions we had and proposals that were brought forth, but a dialog 

was started and we will continue to meet with them quarterly.  We've also heard that many of us 

have either already dropped out of the BCBS MAP or are considering doing so.  At the MCA we've 

always attempted to be inclusive of the views of all of our members, so you'll see in this edition 

we're covering how to properly drop out of a network, some considerations before doing so, and 

some FAQ's from BCBS on how to work within the framework of eviCore.  This is a personal 

decision that you will need to make based on the specific parameters of your particular practice, 

we see our role as trying to provide pertinent information to you regardless of your decision. 

We also met recently with the Department of Labor and Industry regarding the guidelines.  While 

they still maintain the neck and back chapters will not be opened until they are up for review 

after that meeting I did have a phone call with their medical director who does understand our 

concerns.  Again this opened another dialog which will be continued. 

I hope that by now you've already received an invitation from the Foundation for Chiropractic 

Progress (F4CP) which we signed a partnership agreement with and all MCA members will have 

access to some of their materials as part of your MCA membership.  You will continue to be able 

to upgrade your F4CP membership tier as you desire. 

I also hope you've seen the MCA is on FaceBook.  Please realize that the MCA is inclusive of 

wellness and acute care practices.  You'll see daily infographics on a variety of topics which have 

included back and neck pain, sports injuries, nutrition, exercise and how chiropractic care is part 

of a healthy lifestyle.  If you haven't seen those already please take a moment to search for the 

MCA on FaceBook and scroll through, we hope that a vast majority of those are things that you 

find relevant and useful for your patients.  This is a service we found through COCSA and we are 

hoping to use this to spread a chiropractic message across our contacts, the more of us liking 

and sharing posts with our followers the more successful this will be. 

We are working on our Centennial Conference and have sent out the first round of save the date 

post cards etc. for that.  Dan Murphy will be the featured speaker this year.   

We are getting ready to send out 2018 dues invoices.  After years of requests we are now ready 

to implement a monthly automatic payment option, so if that is of interest to you we are able to 

accept that type of payment.  We will also be inviting all former members to re-join and non-

members to join the MCA.  We are stronger together than we are individually.   

Finally, a huge THANK YOU to everyone who participated with our firefighter relief effort in the 

month of September! 

Yours in Health, 

Marcus Nynas, D.C. 
President, Montana Chiropractic Association
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NEW MEMBER BENEFIT 

The Medicare Playbook will help to answer the common Medicare questions we all have. 
MCA Members receive $100 off the cost with the coupon code MTmpb100. 

I've personally heard Steve Conway speak a couple of times.  Not only is a chiropractor and 
an attorney, but more importantly, he is one of only two chiropractors who have helped train 

Medicare Claims Reviewers.  
 

 

 

 

 

 

 

 

 

 

 

 

 

Here is the link:  www.BestPracticesAcademy.com/Medicare-Playbook 

 

Position Paper from F4CP 

Our country is at an important moment in time regarding 
the use and abuse of opioids. The chiropractic profession 
is positioned to play a leading role in helping Americans 
take advantage of non-pharmacological pain management. 

For the first time, the profession is putting a stake in the 
discussion and the F4CP is leading the conversation. Our 
landmark positioning paper, “Chiropractic: A Safer Strategy 
Than Opioids,” is now being distributed to national media, the chiropractic profession and business leaders 
throughout the country.  We can make a difference in the lives of millions of people - and we expect that 
you will join us in this incredible opportunity. 

The paper articulates the value of a conservative, non-pharmacologic approach as the primary option for 
pain management - particularly for back, low back and neck pain, headaches, neuro-musculoskeletal and 
other related conditions. 

Authors include leading professionals: 

 Laura Carabello, Principal, CPR Strategic Marketing Communications 

 Gerard Clum, DC, President Emeritus, Life Chiropractic College West and Director, 
  The Octagon, Life University 

 William Meeker, DC, MPH, President, Palmer College of Chiropractic – San Jose Campus 

To view and download a copy of the F4CP position paper, click here.

http://www.bestpracticesacademy.com/Medicare-Playbook
http://www.f4cp.com/f4cp_opioid_white_paper.pdf
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Wednesday, October 04, 2017 

Chiropractic's Quest for Full Physician Status in Medicare: A Brief History 

By Jack Dusik 

October is National Chiropractic Health Month, a fitting designation as on Oct. 30, 1972, President 
Nixon signed into law H.R. 1, the Social Security Amendments of 1972, ending three years of 
deliberations on what would improve the program. What the president called "landmark 
legislation" included the significant and far-reaching provision of defining chiropractors as 
“physicians” in the Medicare program under Sec. 18619(r)(5) of the Social Security Act. 

Unfortunately, Centers for Medicare & Medicaid Services (CMS) regulators interpreted the law to 
define the physician status granted to chiropractors in a way that restricted their ability to 
participate meaningfully, on a level of basic parity. 

The two most significant restrictions CMS imposed are: 

• Limiting covered services to chiropractic manipulative therapy to the spine (CMT) 
provided to correct a subluxation; and 

• Denying chiropractors the ability to “opt out” or privately contract with Medicare 
patients for the delivery of services outside of Medicare fee limitations and filing 
requirements. 

And so, in the succeeding 45 years, ACA’s Medicare policy has been to correct these restrictions 
by obtaining “full physician status” for chiropractors in Medicare through supporting legislative 
and regulatory initiatives to achieve parity among all physician-level providers in Medicare, 
including the ability for chiropractors to privately contract with Medicare beneficiaries as well as 
to practice to the fullest extent of their licensure and education. 

To bring resolution to the policy, ACA has educated congressional allies who, along with ACA’s 
key contacts, engaged the secretaries of Health and Human Services in previous administrations 
to seek relief through new regulations from CMS, whose authority enabled them to provide a 
substantial expansion. Regarding opt-out, Rep. Rodney Davis (R-Ill.) and Sen. Barbara Mikulski 
(D-Md.) have introduced legislation in recent congresses that, if enacted, would amend Medicare 
to allow DCs to enter into private contracts.  

While these initiatives fell short of the mark, ACA’s extensive education and advocacy campaigns 
in support of the changes created a dialogue, preparing a pathway for our current initiative: to 
seek legislative relief from Congress enabling chiropractic physicians in Medicare to practice to--
and be reimbursed for--the fullest extent of their licensure, training and competencies. 

ACA decided to prioritize this legislative fix over opt-out for several reasons, the most important 
of which is the sheer immensity of Medicare’s influence on current and future delivery of care. In 
2015, Medicare provided coverage for more than 55 million people and was the only source of 
insurance for 14 percent of the United States. With coverage projections reaching more than 90 
million beneficiaries in 2050, it is vital that these millions of Medicare patients can access the full 
range of services chiropractors could provide them. 
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Medicare also influences coverage and reimbursement policies of other major federal health care 
programs, including those of the Veterans Health Administration and Tricare. Currently, these 
programs provide coverage to roughly 25 million beneficiaries and typically pay 85 percent of 
Medicare rates. Bettering the position of chiropractic physicians in Medicare will likely improve 
more than  just professional standing in these programs.  

Beyond federal health care delivery, the private marketplace also looks to Medicare for guidance 
on policy and payment. Recent research indicates that Medicare influences the valuations 
and expenditures on physicians’ services, with data showing on average that a $1 change in 
Medicare’s relative payments results in a $1.30 change in private payments. 

Looking forward, recent congressional and executive quality improvement, payment, and 
collaborative care proposals being developed will eventually lead to health care reforms that will 
likely use current provider participation as a starting point in debates regarding future status such 
as the single-payer “Medicare for all.” While these initiatives are beyond the horizon, it is 
imperative that the chiropractic profession prepares for future developments.  

Obviously, these are only a few of many aspects to consider while discussing such a massive, 
multi-faceted program such as Medicare. One final comment in favor of emphasizing full scope 
of practice over private contracting in the quest for physician parity is that in federal lawmaking, 
incrementalism generally works over sweeping reforms, and the larger the role a constituent 
concern plays within programs and budgets, the more likely that concern is to receive future 
benefit. 

The chiropractic-specific translation of this dictum is that by first obtaining full scope of practice 
in Medicare, the profession’s increased cultural authority will lend weight to its arguments and 
initiatives, allowing the ACA to return to opt-out from an enhanced position, significantly 
increasing the likelihood of victory. 

In closing, I encourage you to help the ACA in its effort to advocate for chiropractors and their 
patients in the Medicare program. Please visit our National Medicare Equality Petition 
webpage where you can learn more! 

Jack Dusik is senior director of federal government relations at the American Chiropractic 
Association. He can be reached at jdusik@acatoday.org. 

 

 

Member Review for July through October 

New Member: Jeff Garner, Bozeman 
 

Renewing Members: 

Katharine Althans 
Michael Anderson 
Jack Barnings 
Louis Buffalino 
John Francis, Jr 
John Francis, Sr 
Sampson Fennelly 
Peter L Hicks 
Kevin Jimmerson 
Sheridan Jones 
Crystal Priebe 
Douglas Vanodolah 
Ellen Wicklund  

http://www.acatoday.org/equality
http://www.acatoday.org/equality
mailto:jdusik@acatoday.org
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Your Preferred Provider of the Montana Chiropractic Association 

Benefits to those who choose the network: 

• MCA Member Exclusive Pricing 

• NO hidden fees / no cancellation fees 

• NO long tern contract required 

• MLS Direct offers “processor direct” wholesale pricing 

with rates as low as 0% 

• MLS Direct offer the lastest in equipment and 

EMV/Chip Card programs 

• Receive a Free Quote and statement analysis 
 

 Call David Riley at 406-860-2895 
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Q:  I've made the decision to stop participating with a certain health 

plan.  What steps do I need to take to cover myself from a contract stand 

point, and do you have any advice for how to notify patients of this decision? 

A:  When a provider has decided to stop participating with a health plan, the 

following steps should be applied:   

1. Review Contract Agreement - Termination Section.  This section will define the 
required length of notice to dissolve from the health plan 
contract/agreement.  Typically an “out clause” in the Term Section of a contract 
requires a 60 to 90 day notice.  

2. After confirmation of term length, review the contract/agreement to confirm 
where the term notification should be mailed/emailed.  (Always keep a copy of 
any notification you are submitting to the health plan for your records – you may 
also want to consider sending this type of notification certified.)  

3. Once termed from the contract/agreement, please note if you do see a patient 
with this plan the payments will no longer go directly to you, but to the patient.  
Be sure to request payment up front for services.   

4. After a provider terms - you do risk the potential of losing these patients to a 
participating provider.     

A:  How would you notify the patients of this decision? 

1. It’s important to notify the patients of the health plan term, as soon as 
possible.  This should be done via a letter and face to face if they have an 
appointment prior to the termination of their health plan.  Be factual on why you 
can’t continue to participate. 
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How Much Do You Value Chiropractic? 

By Dr. Ray Foxworth, President of ChiroHealthUSA 

Recently, I spoke at a convention about the importance of evaluating your 
fees on an annual basis. Of the 200 attendees, only 2 had evaluated their fees 
in the last 5 years. Each time I get to this section of my presentation, I am 
always asked, “How do I know what I should be charging?” My presentation 
is really about establishing a fee system and not what each clinic should be 
charging in their practices, but the response when I give it is fairly common.  

During this discussion, one of the providers stated that he was just going to 
lower his fees and get out of the insurance game because his MCO/PPO 
agreements and Medicare did not pay him enough. This, of course, got the 
attention of everyone in the room. When I asked him if he knew his cost of 
doing business, he stated that it is $30 per visit. I asked him who is best payer 
is and he said BCBS pays him $40. My next question was what he charges 
his cash patients for this same service covered by BCBS. He said it is $25. I 
asked him if he valued the services he provided in his office. Naturally he said, 
“Yes!” with a lot of conviction and maybe a little bit of attitude.  

I am sure that many people were wondering why I was “Poking the Bear” with 
this discussion and did not just move on in my presentation, but his example 
lead to the “Ah Ha” moment of the day. I simply asked the audience, if they 
felt that their MCO/PPO agreements paid them fairly for the services they 
provided. They did not. I then pointed out that most providers feel the same 
way, but when they accept less from their cash patients than what insurance 
is willing to pay, it appears they do not value the services they provide. How 
does our profession expect to be paid more, when we are willing to accept 
less? The question to ask yourself is, if you have a payer that is paying you 
below what the service is worth, and less than the cost to you for rendering 
the service, what sense does it make for you voluntarily charge even less?  

 

A few days later, one of the attendees 
called me to say that she didn’t sleep much 
the night of my presentation. She walked 
into her office early on Monday to pull 
reports. What she found was that she had 
been lowering her fees to cater to her 
smallest demographic. She had been 
losing thousands in workers comp claims 
because of how low her actual fees were. 
She joined ChiroHealthUSA that day to 
help those patients in her practice who had 
limited or no chiropractic benefits maintain 
access to affordable care. Then, she raised 
her fees for the first time in a decade.  

No one will value the care provided in your office 
more than you. Take the time today to 
determine your cost of doing business, review 
published fee schedules in your state, knock the 
dust off those MCO/PPO agreements, and get 
a clear idea of how much you value the services 
you provide in your practice. Remember that 
ChiroHealthUSA is a great way to keep care 
affordable for your patients with high 
deductibles and limited or no insurance benefits 
without undervaluing the UCR fees for your 
services. If you need help in determining your 
cost of doing business, click here to download 
our Practice Overhead Calculation Worksheet.  

 

 

http://www2.chirohealthusa.com/l/54942/2015-01-23/fcj7/54942/17230/Overhead_Worksheet_Sample.xlsx
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Competing with Rising Health Care Costs 

By Dr. Ray Foxworth, President of ChiroHealthUSA 

It is no secret that rising health care costs have affected families across the 
country. Insurance premiums have increased, deductibles have never been 
higher, and the number of covered services has diminished. Some of our 
patients have to make decisions about their health based on what they can 
afford and not what they need. As a business owner and chiropractor, you 
have probably felt the backlash with fewer new patients, patients falling out of 
care and lower collections. How do we compete with rising health care costs, 
provide affordable patient care and still thrive in practice?  

Unfortunately, some providers have offered free or discounted services to 
create more affordable care while exposing themselves to complaints, audits, 
fines, and penalties. When offering free or discounted services in your office, 
you open your practice up to potential Inducement and Anti-kickback 
violations. Many providers offer cash fees for their uninsured patients. The 
problem is that by charging more to insurance than you do to your cash 
patients, you could be in violation of your provider agreements or create a dual 
fee schedule in your office which is considered illegal in some states. And the 
reality is, even it if is NOT illegal in your state, we must consider how it “looks” 
to the patient. A “cash discount” of more than about 10-20% max begins to 
look bad in the eyes of a patient. Think about it in your own life. I can remember 
having a windshield replaced years ago and the guy telling me right up front; 
“Its $425 if I bill your insurance, $225.00 if you pay me directly. A deal for me, 
but a clear rip off of my insurance which I know drives my premiums.  

Other providers have chosen not to update their actual fees in years or kept 
them low in an effort to keep care affordable. In fact, we discovered that over 
80% of providers polled in one state had set their fees at less than the published workers comp 
and personal injury fee schedules in their state. As a result, these providers (who named low 
reimbursements as a problem in their practices) were losing thousands of dollars each year by 
setting their fees below what was readily available in published fee schedule.  

Right about now, you may be wondering IF there is a solution and if so, what will it cost you? The 
great news is that there is a solution, and it costs nothing.  ChiroHealthUSA is helping providers 
nationwide turn shopper calls into new patients and transition insurance patients to private pay, 
allowing them to compete with out-of-network plans, see more families and keep care affordable 
for patients with limited benefits, no benefits, and high deductibles.  

Dr. Mitch Mally recently shared with me the incredible difference his clinic has experienced in only 
a few months since implementing ChiroHealthUSA in his practice. “The compliance levels for 
care, rehab, laser, orthotics, etc., have risen significantly, and we are enjoying an approximate 
$10,000-$12,000 increase per month.” I wasn’t remotely surprised by this, in fact, I experienced 
similar changes in my practice when I started ChiroHealthUSA in 2007, 95% of my Medicare 
patients are taking advantage of rehab and have become more compliant with their care plans. 
My waiting room is full and my PVA and collections are up.   

You may be asking yourself “HOW is ChiroHealthUSA helping these providers?” It’s very simple. 
ChiroHealthUSA is a provider-owned network that works in conjunction with a Discount Medical 
Plan that allows you to choose the level of discounts you would like to offer in your practice all 
under the protection of a contractual network discount. Which is exactly the way BCBS, Aetna, 
Cigna and others are able to pay us different amounts for the exact same services.   The existence 
of a contract allows you to set, offer, and accept these rates from our members.    
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Patients have become healthcare consumers and with healthcare costs rising faster than inflation, 
we have to find ways to help our patients access the care they can afford without putting our 
practices and licenses at risk. By implementing ChiroHealthUSA, Dr. Mally and 3,000 other  
doctors are helping more patients get the care they need at a price they can afford. Many of them 
were able to get started in as few as five days. Our provider services representatives can help 
you every step of the way, from establishing your fee schedule to training your team. If you are 
interested in learning more about growing your practice with ChiroHealthUSA, visit 
www.chirohealthusa.com/grow. 

Dr. Ray Foxworth is a certified Medical Compliance Specialist and President of ChiroHealthUSA. A 

practicing Chiropractor, he remains “in the trenches” facing challenges with billing, coding, 

documentation and compliance. He has served as president of the Mississippi Chiropractic 

Association, former Staff Chiropractor at the G.V. Sonny Montgomery VA Medical Center and is a 

Fellow of the International College of Chiropractic. You can contact Dr. Foxworth at 1-888-719-9990, 

info@chirohealthusa.com or visit the ChiroHealthUSA website at www.chirohealthusa.com. Join us 

for a free webinar that will give you all the details about how a DMPO can help you practice with more 

peace of mind. Go to www.chirohealthusa.comto register today. 

 

 

 

 

 

Executive Summary 

At the fall 2016 annual meeting, a work group was 
assigned the task to review and update the Council on 
Chiropractic Guidelines and Practice Parameters 
(CCGPP) Vision, Mission, and Values to make sure 
they are in line with current practices. 

The workgroup completed a modified Delphi process to identify and measure the value 
of key issues related to the mission, vision and values of the CCGPP. The results of these 
surveys are included in this report. Based upon this consensus process, we recommend 
the following updated Clinical Compass CCGPP mission, vision, and values. 

 

MISSION 
The Clinical Compass (CCGPP) mission is to gather and evaluate existing evidence‐based 
practice information; to facilitate the development of new information where existing evidence is 
lacking; and to distribute and assist in implementation of evidence‐based practice information that 
is relevant to the chiropractic profession. 

 

VISION 

A vision statement describes the organization as it would appear in a future successful state. The 
Clinical Compass vision is to achieve the following within the next 10 years through the completion 
of our mission: 

http://www.chirohealthusa.com/grow
mailto:info@chirohealthusa.com
http://www.chirohealthusa.com/
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 We envision improvements in practice environments 

• The majority of doctors of chiropractic (DCs) are practicing using best available evidence 
  in conjunction with clinical expertise and patient values. 

• Consistent, high quality evaluation and treatment are delivered throughout the 
  chiropractic profession. 

• Doctors of chiropractic are compensated fairly for their services and are included 
  in all major payment systems (ie, full insurance coverage for chiropractic). 

• Research is facilitated, enabling us to improve quality of care. 

• There is greater collaboration within the profession 

• Chiropractic colleges are more uniformly teaching best practices • The most effective DCs 
  are recognized by patients, other providers, and payers 

• Payers, other providers, and DCs are using the same, agreed upon evidence based 
  practices 

We envision improved care for chiropractic patients: 

• They are receiving consistent clinical experience among DCs. 

• There are improved health outcomes and improved cost effectiveness of healthcare 
  for patients. 

• More patients are receiving chiropractic services (eg, therefore reduced use of drugs 
  and surgery for conditions that DCs help manage/treat.) 

• Other health professions, payers and health systems team with chiropractors 
  to lower costs and improve care for patients. 

We envision improved inter-professionalism and integration 

• Chiropractors have greater collaboration with other health professions. 

• Integration of DCs into a wide variety of arenas of healthcare and a variety 
  of academic healthcare institutions. 

We envision improved professionalism and ethics 

• Instances of unethical practices within the chiropractic profession will be fewer, 
  thus fraud and abuse will be reduced in chiropractic practice 

• There is greater trust by the public, payers, policy makers, decision makers 
  of the chiropractic profession  

• DCs are practicing in a more reproducible, consistent, ethical, and evidence based manner 

 

VALUES  

Values are what the organization believes in and how it will behave. The Clinical Compass 
(CCGPP) officers and members will behave in the following way while meeting the CCGPP 
mission and vision: 

• Committed to principles of evidence based practice (defined as: identify best evidence, 
  include clinical expertise, and respect patient values)  

• Demonstrate professionalism and integrity 

• Perform duties in a trustworthy, transparent, and ethical manner 

• Respectful of divergent opinions but focused on the mission and vision 

• Collaborative/cooperative with others • Good stewards of the funds and responsibilities 
  and pragmatic 

• Respectful of the research and critical of the conclusions • Focus on what is best  
  for patients and the public 

• Reliable and accountable to the profession’s stakeholders 

• Act as thought leaders and stay up to date on the latest scientific methods and trends 
Approved 3-17-17 
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Dennis: 

What regulations should our members be aware of if they are considering moving into a cash 
based practice? 

Marcus Nynas, D.C. 
President, MCA 

- - - - - - - - - - - - - - - - - - - - - - 

Dr. Nynas, 

The board rule can be found at the following link: 
24.126.412    PREPAID TREATMENT PLANS 

(1) Licensed chiropractors accepting prepayment for services planned, but not yet delivered 
must:  

 (a) Establish an escrow account to hold all prepayment funds. 
  (i) Funds may be removed from the escrow account following the delivery of services, in 
such amounts equal to the chiropractor's usual and customary charges for like services, with 
any discounted percentage contained in a written contract. 
  (ii) Funds received in advance of the day services are delivered must be deposited into 
the escrow account in a timely manner. 
 (b) Maintain a contract for prepayment of services. 

Not being a practitioner, I think the above language is straightforward.  

A violation of the prepaid rule, as determined by the boards screening panel, is addressed in the 
unprofessional conduct rule: 

24.126.2301    UNPROFESSIONAL CONDUCT 

(s) entering into a contract which would obligate a patient to pay for care to be rendered in 
the future, unless the contract provides that the patient is entitled to a complete refund for 
any care not received within a reasonable amount of time; 

(t) charging or collecting a clearly excessive fee. In determining if a fee is clearly excessive 
the board shall consider the fee or range of fees customarily charged in the state for similar 
services in light of modifying factors such as the time required, the complexity of the 
service, and the skill requisite to perform the service properly. This subdivision does not 
apply if there is a clear written contract for a fixed fee between the physician and the 
patient that has been entered into before the service was provided; 

Let me know if you need more information. 

Thanks, 
Dennis R. Clark 
Executive Officer 
Professional Licensing Bureau Board of Chiropractors 
301 S Park 4th Floor www.chiroporactor.mt.gov 
PO Box 200513 dlibsdchi@mt.gov 
Helena MT 59601-0513 
406-841-2390 
Fax: 406-841-2305

http://www.mtrules.org/gateway/ruleno.asp?RN=24%2E126%2E412
http://www.mtrules.org/gateway/ruleno.asp?RN=24%2E126%2E2301
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Meet Your Association Office Staff 

Brad Griffin - Executive Director 

Brad grew up in Billings and graduated from Billings West HS. In 1983 he earned 
a Bachelor of Science in Business Administration from U of M. He worked 
several years in California before returning to Montana. In 1993 Brad was hired 
as the Managing Director of the Montana Association Offices and has served as 
a lobbyist during every Legislative Session since 1993.  Brad and his wife, Lisa, 
have three grown children and enjoy skiing, traveling and spending time with 
family. 

 

Julie Hilliard - Office Manager 

Julie has served as the Office Manager since October 1995.  She has over 35 years of 
office experience from insurance to non-profit.  Her duties include managing the office, 
assisting sales people at trade shows and helping to organize the annual conventions 
for the MT Equipment Dealers Association.  Julie and her husband, Bob, gave seven 
grown children between them and 18 grandchildren.  They enjoy getting together with 
their friends and family on a regular basis and Julie enjoys reading, golf, quilting and 
gardening. 
 

Linda Thompson - Data Management 

Linda joined MRA in September 1995 as bookkeeper and has over 35 years of 
varied office experience that include accounting, payroll, job costing, and 
newsletter production, as well as maintaining the member database and 
association website.  Linda has two adult sons and two grandchildren.  She enjoys 
flower gardening, photography, and traveling.  Linda and her husband, Bob, 
attend Billings Mustangs games, participate in square dancing, and are actively 
involved in serving their church.   

Back to top 

http://www.mtchiro.org/
mailto:brad.griffin@mtretail.com
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Montana Chiropractic Association 
1645 Parkhill Drive, Suite 6 
Billings, MT  59102 
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October 4, 2017 

Dear Valued Provider, 

Blue Cross and Blue Shield of Montana (BCBSMT) has contracted with eviCore, an independent specialty 

medical benefits management company, to provide utilization management services for pre-service 

authorization for the services listed below for BCBSMT members covered under Medicare plans.  

Providers may contact eviCore directly at www.eviCore.com to obtain preauthorization for specialty 

services with dates of service beginning June 1, 2017 and beyond. For a full list of services visit the 

BCBSMT webpage, Claims and Eligibility, eviCore at bcbsmt.com/provider.  

The following services require preauthorization through eviCore; 

• Cardiology     
• Lab 
• Medical Oncology/Specialty Drug 
• Musculoskeletal-Joint, Spine & Pain 

o (Inpatient/Outpatient Spine & Joint) 

• Musculoskeletal-Therapies 
• Radiation Therapy 
• Radiology 
• Sleep  
 

Services performed in conjunction with a 23-hour observation, or emergency room visit are not subject 

to authorization requirements.  

Recently, BCBSMT held additional eviCore educational sessions that were related to the eviCore process 

implementation.  BCBSMT experienced several unexpected challenges with the implementation and we 

appreciated hearing the concerns directly.  We recognize the value of your time and it clearly 

demonstrated the critical nature of this discussion.  

As promised, attached you will find a compilation of the provider questions and comments stated at the 

meetings, along with our responses.  Our team will continue to monitor the eviCore program and we will 

work with you, our provider partners, to ensure our members’ needs are met. 

If additional information is needed, please reach out to your Provider Network Consultant. 

For CMC, KRMC, St. Pete’s, Billings Clinic and Great Falls Clinic, please contact: 

• Christy McCauley  Christy_mccauley@bcbsmt.com  406-437-6068 

• Leah Martin  Leah_martin@bcbsmt.com   406-437-6162 
 
For SCLHC, St Patrick’s, Benefis, and Bozeman Health, please contact: 

• Floyd Khumalo  Thamsanqa_F_Khumalo@bcbsmt.com  406-437-5248 

• Laura Knaff  Laura_knaff@bcbsmt.com   406-437-6961 
 
For Physical Therapy, Chiropractics, Ancillary and other independent providers, please contact: 

• Susan Lasich  susan_lasich@bcbsmt.com   406-437-6223 
 

mailto:Christy_mccauley@bcbsmt.com
mailto:Leah_martin@bcbsmt.com
mailto:Thamsanqa_F_Khumalo@bcbsmt.com
mailto:Laura_knaff@bcbsmt.com
mailto:susan_lasich@bcbsmt.com
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eviCore Provider Meetings 
FAQ 

 
How do I get training on the eviCore process? 
 eviCore training presentations can be found on the implementation site found at 
https://www.eviCore.com/healthplan/bcbs for all programs. eviCore also offers web portal training 
sessions.   
 
When entering an authorization request online, the system will time out or the authorization 
disappears.  
When using the “finish later” button, please also click on  “submit” sothe system will save your 
information. For any portal issues, please alert Client Services at clientservices@eviCore.com so they can 
investigate the issue. 
 
The Peer to Peer process is too time consuming.  
eviCore is working on streamlining this process, including having the ability to schedule your Peer to 
Peer review on the web in the near future. For current requests, please schedule a Peer to Peer review 
in advance so a “like” specialist will be available and can review the case prior to the discussion. We are 
always hiring MDs to keep the wait times down and appreciate your patience. 
 
When should I ask to speak to a clinician?  
If you submitted additional supporting documents per eviCore request and the auth was still denied, 
please consult an eviCore clinician.  You may also ask for a clinician when requesting an authorization if 
you need it urgently or need clinical assistance. 
 
The authorization process is a huge administrative burden for our office.  
The worksheets should help with letting you know what information is needed by EviCore clinicians. As 
you go through the authorization process, it should get easier as you will be more aware of what 
information is needed. 
 
Our practice name doesn’t show up on the eviCore portal and /or we are being advised  we are out of 
network. 
This issue should be fixed by 8/17/17. You may also request to speak with a clinician when entering your 
authorization to be sure your authorization request is processed. We are allowing retroactive 
authorizations thru 8/31/17 to ensure that you have time to get your requests submitted. 
 
Some of our members aren’t showing up on the eviCore portal. 
This issue was resolved 8/2/17.  If your member still is not showing, please alert Client Services.   
 
When we call MA, we are told no authorization is needed, but then claims are denied for no 
authorization. 
Please contact Client Services if you have this issue.  You may always start with eviCore website to check 
your codes and, if they are not listed, you may call BCBSMT to ensure accurate authorization 
information. 
 
How do we get retroactive authorization for claims?  
BCBSMT has extended the 30 day authorization timeframe through August 31, 2017. Please submit your 
retroactive authorization requests to Client Services at clientservices@eviCore.com. Please include a 
completed worksheet as the clinicians will need this to build the cases with. 

https://www.evicore.com/healthplan/bcbs
mailto:clientservices@evicore.com
mailto:clientservices@evicore.com


~ 17 ~ 
 

 
Will we be able to submit retroactive authorizations after 8/31/17? 
This is under consideration.   
 
Instead of us sorting through claims submitting retroactive authorization requests, can BCBSMT run a 
report and complete the authorizations?  
Unfortunately no, CMS requires a review of the case.  Without information regarding the case, a 
decision cannot be rendered. 
 
eviCore contacts us and only provides the authorization number.  I need the member name and date 
of birth to find patient in my system.  
We are looking into this. 
 
Who do I contact for help about the status of a patient’s authorization? 
 If the request was initiated on the portal, you should check the portal. If the request was submitted by 
phone or fax,  you should contact the eviCore intake team at 855-252-1117. 
 
We didn’t receive any communication about this program. 
BCBSMT mailed letters in February announcing the program and eviCore mailed training invitations in 
April. If you did not receive these notifications, please update your contact information at 
bcbsmt.com/provider/network particiaption. The notice was also published on our website under the 
News and Updates section for Providers. 
 
I can’t submit all of the codes needed for the authorization request.  
Please submit any codes you feel necessary in the comments section of the portal or in the comments 
section of a faxed worksheet . 
 
What if the patient has special needs that require additional visits (post surgical)?   
For outpatient physicial therapy and occupations therapy, the clinical collection process allows you to 
report common complexities that may impact the therapy treatment plan.  If the patient is complex and 
the questions posed on the web do not allow you to adequately convey the clinical picture, you may 
upload clinical documentation or initiate the case by phone or fax.  This will allow you to provide 
additional information for review.  
 
What is the difference between an eviCore authorization and a BCBS Medicare Advantage 
authorization? 
eviCore is a delegated entity of BCBS and if an authorization is required by eviCore, is it also required by 
BCBSMT.  There are two authorization lists for the BCBSMT Medicare Advantage Program – one list of 
codes is managed by eviCore and the other is managed by BCBSMT.   
 
When calling with a question, we are transferred a lot and spend too much time on hold. 
We are educating BCBSMT Medicare Advantage Customer Service Representatives so this issue will be 
resolved.  
 
Our patients travel long distances to see us.  If an add-on exam is needed, we can’t obtain an 
immediate authorization and will need to send the patient away.  (Examples are breast ultrasound 
after a mammogramand transrectal ultrasounds). Please contact eviCore via phone and advisethe 
representativethe authorization request is urgent and request to speak to a clinician.  
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Why are we required to request an authorization for Lupron when the patient has been on this for 
years?  
To ensure the member is receiving medically necessary treatment. 
 
Do I need an authorization even if patient began care prior to 6/1/17?  
If the service you are performing required an authorization from BCBSMT prior to 6/1/2017, then you 
only need a new authorization if the patient’s medical condition changes or the authorization expires. If 
no authorization was required for the service prior to 6/1/17, you will need to obtain an authorization. 
 
Can I use an Advanced Beneficiary Notice (ABN) or GY modifier if continued services are denied but 
the patient wants to continue care? 
ABN’s are not a part of the Medicare Advantage program. 
 
How do I obtain an authorization if a patient needs a CT late on Friday afternoon?  
You should first submit an authorization request through the eviCore portal. You will need to contact 
eviCore on the first business day after the services have been done to verify the authorization. The 
request will be reviewed for urgency (as stated by NCQA & URAC) and medical necessity. 
 
We needed a peer to peer review, but our rendering provider was not available.  eviCore refused a  
peer to peer review with his associate.  
BCBSMT has now provided direction to eviCore to accept peer to peer from associated or employed 
providers. 
 
I submitted the authorization request and clinical documentation, but only received approval for one 
unit of physical therapy.  
This means not enough information was submitted. You should have received a fax requesting 
additional clinical documentation. Please refer to the worksheet on the implementation site.  This is the 
information eviCore clinicians will need to review the case. 
 
Continued authorizations take too long and impede continuity of care.  
There is a continue care option on the web portal.  Once you select this, the system will ask you a few 
questions.  You can attach supporting documentation if needed. You may also use the comments section 
to provide additional information. 
 
Initial phsycial therapy evaluations are denied for no authorization.  
This should not be happening because initial evaluations do not require authorization.  Please send 
those examples to Client Services for research at clientservices@eviCore.com. 
 
MA customer service said I don’t need physical therapy authorizaitons until the cap of $1980 is met. 
This is incorrect because this Medicare benefit limitation does not apply to Medicare Advantage plans.  
Prior auth is required for all dates of service, not just after a dollar limit has been satisfied 
 
Evaluation form isn’t reflective of patient’s condition. 
 We are working on adding options for additional diagnoses/codes based worksheets.  Please use the 
comments section to add information you feel is pertinent to the case.   
 
Number of units for physical therapy isn’t sufficient for care – a miminum of 6 units is needed.   
Typical units/visits requested are 3-4.  If visits in excess of 4 are required, please include justification 
with your request. 
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Physical therapy approval isn’t consistent between units and days.  
Please provide examples to Sabrina.Nunez@eviCore.com.  It is not required that you use the same # of 
units/visit.  Units may vary depending on condition, acuity, phase of rehabilitation. 
 
Who is responsible for submitting authorization requests for imaging - thefacility or requesting 
provider? 
 It is preferred the ordering physician submit the request, however, if the facility has all the 
documentation needed to request the authorization, they may submit the request. 
 
Can I request more than one procedure and more than one diagnosis?  
Some of the programs are not CPT code based, but for those programs that do require CPT codes, 
additional codes (CPT/ICD) can be added in the comments section of the portal authorization request or 
in a comments section on your fax request. 
 
Is there a medication list identifying drugs that need to be filled at specialty pharmacy?  
BCBSMT is checking on this and will publish once we have it confirmed. 
 
Do we need to load each additional provider into portal or can we load the group? 
Each provider will need to be loaded once. This can either be done all at once, or as authorization 
requests are needed. 
 
If a claim is already submitted, can we do a retroactive authorization? 
Services may not be retroactively authorized;  however, retroactive authorizationss are being allowed 
for a limited time. If an authorization was not requested for services rendered on or after 6/1/2017, the 
authorization can be initiated now. After 8/31/2017, the retroactive authorization option will no longer 
be available. Adding the limited retroactive authorization timeframe permanently is being considered. 
Please send your retroactive authorization requests to Client Services at clientservices@eviCore.com. 
 
Why can’t we see a copy of the authorization after we complete the request?  
The authorization status can be viewed on the portal; however, the clinical information submitted is not 
available to be viewed on the portal. You can also see if a case is in review or additional info is needed. 
 
When a member is a stroke patient, will we get more units of physical therapy authorized?  
The authorization is based on condition, complexity and medical necessity. 
 
We are seeing 2-3 day delays in auth approvals.  What is the timeframe?  
The official timeframe determined by CMS to process a standard Medicare case is 14 calendar days, 
though, we try to get it to you sooner. If you have an urgent case, please call eviCore, identifying the 
case as urgent. Urgent cases are processed in 72 hours. 
 
Why do we only get 4 visits approved when the standard is 10?  
The authorization is based on the condition, complexity and medical necessity. 
 
When registering, which site do we choose? 
https://www.eviCore.com 
 
 
 
 

 

mailto:clientservices@evicore.com
https://www.evicore.com/
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What if we have a substitute provider for physical therapy? Do we need a new authorization?  
If you are billing with your group NPI, then there won’t be a problem.  If you are billing with both treating 
providers’ NPI, you will need to call Client Services so the authorization that was initiated for the previous 
therapist will link to that provider. When contacting eviCore, please inform the representative the request is not 
a duplicate request, but it’s a request for coverage. 
 
Does Medicare Gap apply? 
Please check benefits 
 
We aren’t being reimbursed for initial physical therapy evaluations? 
The physical therapy evaluation is reimbursable.  Please contact Client Services. 

2017 physical therapy evaluations codes now contain three new codes for complexity.  These codes aren’t 
paying. 
A processing system error resulted in these codes not paying.  The error has been corrected.  We are now in the 
process of correcting those claims. 
 
We are receiving multiple paperwork… fax approvals and emails.  Can we turn off fax approvals? When 
requesting an authorization, we send a fax to the rendering and the referring provider.  You may be receiving 
both, which is why are you are receiving extra paperwork. You can enter 999.999.9999 on the portal where the 
fax number is requested; however, please be aware of checking the portal for authorization status.  Please 
contact Client Services if this continues to be a problem. 
 
Why do the worksheet questions keep changing?  
We have not changed the worksheets in the last few months.  Please send the worksheet to which you are 
referring to Sabrina.Nunez@eviCore.com 
 
When we receive a denial, the authorization denial doesn’t identify which codes are denied.  
The authorizations are not CPT code driven. 
 
What about patients who are scheduled for more than one procedure during the same operative session with 

codes that are on both the eviCore authorization list and the BCBSMT MA authorization list?  Do we have to 

do two authorizations on different systems?   

We do not want providers to have to do two authorizations.  Could you please provide some examples to your 

Network Consultant so we can investigate? 

We are unable to upload more than one document for an authorization so they are faxing documents, which 

seem to get lost and/or never picked up.  

Please contact eviCore Client Services to investigate. 

 

Why not just use eviCore for ALL authorizations instead of using two different systems for the same line of 

business?  

eviCore does not cover all services. 

 

MA customer service doesn’t know enough about the eviCore process and authorization requirements  

Retraining is taking place. 
 

mailto:Sabrina.Nunez@evicore.com

