Special Supplemental Benefits for the Chronically Il
(SSBCI) Provider Confirmation

Specialist:

1. After login click the SSCBI Confirmation tab.

Health
HEALTH PLANS

ADMISSION NOTIFICATION ~ ADMINISTRATION = DATASERVICES =  REFERRALS = | SSBCI CONFIRMATION | MOREINFO  SUPPORT =  HEALTHSUN.COM

2. Search and Select the Provider Name that you Represent for this Attestation, you can
search by Name or Provider ID number with the plan.

Search and Select the Provider Name that you Represent for this Attestation

Provider Number or Name
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3. After provider is selected, enter member information, all three fields are required for
search.

Search and Select the Provider Name that you Represent for this Attestation

Provider Numbar m .

Address:

If you need to search for a member not already displayed below, please fill in the 3 fields below and click the Search Members butten;




If you need to search for a member not already displayed belows, please fill in the 3 fields below and click the Search Members button:

& Member Number & Member Last Name £ Member DOB

Q SEARCH MEMBERS

4. Once member information populates, click dropdown for “Meets SSBCI criteria?" to
select if member meets or does not meet criteria.

Meets Crtena

Agreement

Does Not Meet Critenia

By typing in the physician's name bedow you certify that the above reference patient|s) is under the above referenced provider’s care, and the above s#

Attesting Physiclan Name:

5. After selection has been made, enter attesting physician’s name as a signature and
click “Submit”.

Member Mumber First Mame Last Name

Member Effective Date Meets SSBCI Criteria?

] - " Meets Criteria ~

Agreement

By typing in the physician's name below you certify that the abowe reference patientis) is under the above referenced provider's care, and the above selection(s) is correct.

Artesting Physician Name: |jorge C




Viewing Submission

1. To view the submission, use the Referrals tab and select “All Referrals”.

REFERRALS = SSBCI CONFIRMATION

. (= ALL REFERRALS

2. Select the date of the submission by clicking the calendar image, choose date and click
“Search Referrals” to view results.

) Date From: 4 Date Ta:
8 i
| <] October 2024 > By Status:
SunMonTueWedThu Fri Sat
‘ 40 2930 |01|02|03 04|05 - E.g. New, Pending, Approved -

41 06|07 08|09 10 11|12

42 13| 14|15 16@18 19
Q| SEARCH REFERRALS
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3. When results load, click the green pencil icon to view submission.

NUMBER OF RESULTS: 1

First  Previous Met | Last

= SSBCI ELIGIBILITY e — = 10/17/2024 New Referral Jorge.Catalan 1017/2024



4. You will view the submission information including a PDF version of the signed

attestation.

9 MEMBER INFORMATION

Member 1D:
Phone: = =

& MEMBER'S PCP

PCP: |
Phone:

Referral Valid:

[ REFERRAL INFORMATION
Member: momm Discontinued/Cancelled Treatment: [
Date of birth: = Swacus:  [[EETTTRE) Expedites: [
Specialist: = = = Specialist 1D:
pase orservice: 2025 =
Specialist Address: = L 8
. L
Phone:
Fax
Email
Facility:

Diagnosis Codes

Supplemental Benefits for Chronically |




Provider Confirmation Form
Special Supplemental Benefits for the Chronically lll (SSBCI)

This form s used 1o make sue the member meets elgtilty requirements for Special Supplemental Benefits for the Crvonically il (SSBQY) as required
by OMS. Full dligbility requirements can be found on the next page.

The member ksted below has requested access 1o one or more Special Supplermental Benefits for the Chronically B, which by CMS guidelines,
requires them to have a qualifying chronic condition and meet specific ciinical requirements as outlined on the following pages.

Member Information
Member First and Last Name: mEww —
Date of Birth: m s mm
Medicare Beneficiary ID: e w n
Member ID: el

By typing in your name below representing your dectronic signature, you certify that the abowe referenced patient is under the below referenced
provder’'s care and

N Meets the Defined Criteria
I~ Does Not Meet the Defined Criteria

Provider Information
Provider First and Last Name: WA W
Address: | B LI S SR i SRR
Fax Number: o e o ew
NPI: R =

Electronic Signature: Jorge C Date: 10/17/2024



