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INTRODUCTION 

 
Purpose Highmark Blue Cross Blue Shield Delaware (“Highmark Delaware”) developed the 

Physical Medicine Management Program to ensure that our members receive 
medically appropriate treatment in the proper setting. The program is designed to 
track and monitor utilization of physical medicine services to assure members 
receive high quality care that is aligned with evidence-based guidelines.  
 
Highmark Delaware’s data indicates that claims utilization associated with physical 
therapy and occupational therapy shows wide variations in the delivery of these 
services. The goal of this program is to help reduce these variations in care and 
protect members from overutilization, which can lead to poor quality of care. 
Highmark Delaware’s priority remains focused on ensuring that members are 
receiving appropriate, quality care while holding down health care costs for our 
members and group customers.  

 
Program 
overview 

Highmark Delaware members must be registered each calendar year in which they 
receive outpatient physical therapy and occupational therapy services from 
network participating physical therapists, occupational therapists, and doctors of 
chiropractic for commercial and Medicare Advantage products. Services beyond an 
eight (8) visit threshold in a calendar year will require preauthorization. 
 
Highmark Delaware has contracted with WholeHealth Networks, Inc. (WHN), a 
subsidiary of Tivity Health Support, LLC., (formerly “Healthways”) to administer the 
registration process and provide medical necessity review and authorization, when 
applicable, for these services under the Physical Medicine Management Program. 
The guidelines utilized by WHN were developed using nationally accepted 
standards and with input from actively practicing practitioners. 
 
Highmark Delaware will continue to process claims and provide reimbursement for 
covered services. Highmark Delaware will also continue to manage our network of 
participating providers.     

 

 
WholeHealth 

Networks, Inc. 

WHN is the leading provider of comprehensive Health and Wellness service 
products. WHN is a practitioner-friendly, member-focused organization that 
strengthens partnerships between health care practitioners, members, employers, 
and Health Plans nationwide. 
 

WHN has more than 25 years of experience in physical medicine management. The 
program is fully accredited by the Utilization Review Accreditation Commission 
(URAC) and certified by the National Committee for Quality Assurance (NCQA).                                                                                                                                                                                                                             
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PROGRAM GUIDELINES 

 
Program 
components 

The Highmark Delaware Physical Medicine Management Program involves two key 
components: Care Registration and Care Authorization. 

• Care Registration: Patients are registered with WHN annually beginning 
with their first visit each calendar year. The Care Registry is used to 
document the initial visits in the calendar year to determine when medical 
management is needed.   

• Care Authorization: Services beyond an initial visit threshold in a calendar 
year will require prior authorization from WHN. 

 
Physical therapy and occupational therapy services are included in the Physical 
Medicine Management Program. This program applies to these services when 
provided in an outpatient setting only; the program is not applicable to inpatient 
care.   

 
Effective date The Highmark Delaware Physical Medicine Management Program was 

implemented for all providers licensed to perform physical medicine services, 
including doctors of chiropractic. 

 
Electronic 
submissions 
via NaviNet® 
 

Care registration and authorization requests for physical medicine services are 
submitted to WHN via NaviNet®. This electronic submission process provides 
immediate responses, consistency, and greater efficiency in managing these 
services. Providers log into NaviNet using their NaviNet username and password. 
 
NaviNet makes it easy to register and request authorization for members in the 
Physical Medicine Management Program. The pathway in NaviNet is the same 
for both registration and authorization submissions; and the system will 
determine whether registration or authorization is required.   

• If the member information is entered into NaviNet and there is no care 
registration on file for the member, the submission will be directed to the 
WHN Care Registry. Limited information will be required and you will 
receive immediate confirmation of the auto-approved visits. 

• When a member’s information is entered into NaviNet and a care 
registration is already on file for the member, the submission will be 
automatically directed to the WHN Rapid Response System® (RRS) for Care 
Authorization. You will be required to enter information about the 
member’s history and the proposed treatment plan. 

Continued on next page 
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PROGRAM GUIDELINES, Continued 

 
Care Registry 
visit threshold 

Under the Care Registry, a member is eligible for a total of eight (8) auto-
approved visits for physical therapy and/or occupational therapy services 
each calendar year, if needed, prior to requiring authorization from WHN. 
Care registration is required for physical therapy and occupational therapy services 
provided primarily by physical therapists (PTs), occupational therapists (OTs), and 
doctors of chiropractic (DCs). A “visit” is based on the care rendered on a single 
date of service. 
 

When a provider submits a request for services, the Care Registry will be assigned 
to the provider as long as no care registration is on file for the member for the 
current calendar year. The provider will automatically receive eight (8) auto-
approved visits through care registration even if less than eight visits are 
requested. If the Care Registry has already been assigned to a provider, any 
requests for services from other providers will be directed to Care Authorization.  
 

If the member requires additional visits, the provider should submit another 
request once the member has used all or most of the auto-approved visits. The 
submission will then be directed to the WHN RRS for Care Authorization. 
 

NOTE: For providers requesting both physical therapy and occupational therapy 
services, visits for both disciplines will accumulate toward the eight (8) visit 
threshold under the Care Registry. 

 

IMPORTANT! 
Care Registry 
resets each 
calendar year 

The Physical Medicine Management Program is administered on a calendar 
year basis. Patients must be registered with WHN annually beginning with 
their first visit each calendar year. Registration provides for eight (8) auto-
approved visits to be used within the current calendar year. Care registrations will 
be issued with a Last Covered Date (LCD) of December 31 of the same year as the 
start date of services. 
 

If the visits approved through registration are used and additional treatment is 
needed in the same calendar year, authorization is required. The LCD of the Care 
Registration will be modified when an authorization is given for additional visits -- 
from 12/31 to the day before the start date of the new authorization. This is done 
to prevent overlapping authorizations that could cause problems for claim 
payment.  

Continued on next page 



OCTOBER 2022 

                                                                        PHYSICAL MEDICINE MANAGEMENT PROGRAM ADMINISTRATIVE GUIDE                        6 | P a g e  
 

PROGRAM GUIDELINES, Continued 

 

IMPORTANT! 
Care Registry 
resets each 
calendar year 
(Continued) 

Please note that the LCD for authorizations varies and is based on clinical 
guidelines; the LCD for authorizations will not extend beyond December 31 
of any calendar year. For members receiving treatment that extends from one 
calendar year into the next, you must submit a request for a new Care Registration 
beginning with their first visit in the new calendar year. The member is then 
eligible for a total of eight (8) auto-approved visits for physical therapy and/or 
occupational therapy in the new year prior to authorization being required. 
 
EXCEPTION: For manipulation services for Medicare Advantage members, 
registrations will be issued for a sixty (60) day period. 

 
Care Registry 
examples 

The Care Registry is assigned by provider. For example, a physical therapist 
submits a request for physical therapy services in March and eight visits are auto-
approved through the Care Registry. In April, an occupational therapist submits a 
request for the same member. The occupational therapist’s request will be directed 
to the WHN RRS for Care Authorization since a Care Registry is already on file for 
the physical therapist’s services. 
 
If a provider can provide both physical therapy and occupational therapy services 
(e.g. outpatient hospital) and submits a request for both services, the Care Registry 
visit threshold may be met through a combination of visits for physical therapy and 
occupational therapy (e.g., four visits for physical therapy and four visits for 
occupational therapy).   
 
The eight (8) visit threshold applies on a calendar year basis – January 1 
through December 31. For example, a patient used six (6) of the eight auto-
approved visits for physical therapy in December, and then returns to your office 
for additional physical therapy in January of the next year. You must register the 
patient with the first visit in January, and then the patient will have eight (8) visits 
“auto-approved” for the new year before authorization is required. 
 
Care Registry visit threshold applies to all episodes of care within the 
calendar year. For example, a patient received physical therapy treatment in April 
that required four (4) visits. The patient returns to your office in September of the 
same year for additional treatment. The patient has four (4) remaining Care 
Registry visits that can be used prior to requiring authorization. 
 
Treatment from more than one provider of the same discipline in a calendar 
year: It is not necessary for a provider to try to track a member’s treatment with 
another provider to determine whether registration or authorization is necessary; 
the WHN care management system will direct the request accordingly. 

Continued on next page 
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PROGRAM GUIDELINES, Continued 

 
Care Registry 
examples 
(continued) 

If a Care Registry has already been opened for a provider in the current calendar 
year, the system will automatically route requests from other providers through 
the WHN RRS for Care Authorization.  
 
For example, a member uses five (5) physical therapy visits auto-approved 
through Care Registration in March. The member chooses to see another physical 
therapist in November. When the new provider submits a request for services, the 
request will be directed to Care Authorization since the Care Registry was 
previously assigned to another physical therapist. 

 
Procedure 
codes 

The following procedure codes require registration and/or authorization under the 
Physical Medicine Management Program:  

Therapy 
Procedures - 
Group A 

97010 97022 97033 97110 97139 97799 98929 

97012 97024 97034 97112 97140 98925 G0283 

97014 97026 97035 97113 97150 98926  

97016 97028 97036 97116 97164 98927  

97018 97032 97039 97124 97750 98928  
 

Therapy Procedures – Group B 

97129 97530 97537 97755 

97130 97533 97542 G0515 

97168 97535   
             

Manipulative Therapy Procedures (Doctors 
of Chiropractic Only) 

98940 98942 

98941 98943 
 

Please see the Appendix of this guide for a list of these procedure codes with 
accompanying descriptions. 

 
Physical and 
occupational 
therapy 
evaluations/ 
re-evaluations: 
Authorization 
requirements 

Registration and/or authorization is not required for physical therapy and 
occupational therapy evaluation services (97161-97163, 97165-97167). 
Therefore, an authorization is not required to receive reimbursement for these 
services. However, if an evaluation determines that treatment is required, you 
must submit a request for registration and/or authorization, as applicable, for the 
treatment.   
  
Registration/authorization is required for physical therapy and occupational 
therapy re-evaluation services (97164 and 97168). 

Continued on next page 
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PROGRAM GUIDELINES, Continued 

 
Physical and 
occupational 
therapy 
evaluations/  
re-
evaluations: 
Application 
toward visit 
counts 

Visits for evaluations and re-evaluations may apply toward a member’s benefit limits. 
Since application of visits vary by group and benefit design, please verify a member’s 
benefits via NaviNet. 
 
Re-evaluations apply toward visit counts for WHN’s care registration/authorization 
even if it is the only service provided during a visit. However, evaluation visits may or 
may not apply toward visit counts for WHN’s care registration/authorization 
depending on whether the evaluation visits include physical medicine treatment. If a 
visit includes both evaluation and treatment, a visit would be counted toward the 
registration/authorization visit counts. 

 
Autism 
mandated 
services 

Registration and/or authorization requirements under the Physical Medicine 
Management Program do not apply when autism/autism spectrum disorder is the 
only diagnosis for services billed by a professional provider or is the principle 
diagnosis for facility-billed services (ICD-10: F84.0, F84.3, F84.5, F84.8, F84.9).* 
 

However, if a member with autism receives services for a non-related diagnosis (e.g., 
a broken arm), the services would be subject to the registration and authorization 
requirements of the Physical Medicine Management Program.   
 

* Not applicable to groups for which the autism mandate does not apply. 

 
Chiropractic 
spinal 
manipulation 
services 

WHN manages spinal manipulation prior authorization requests for Highmark 
Medicare Advantage members. Prior authorizations should be submitted via 
NaviNet®. 

 
Services not 
affected by  
this program 

The following services are not impacted by the requirements of the Physical Medicine 
Management Program: 

• Speech therapy • Emergency services 
• Cardiac rehabilitation • Observation services 
• Pulmonary rehabilitation • Autism mandated services 
• Inpatient care • Chiropractic Spinal Manipulation 

(Commercial Only) 
 

 

In addition, the program is not applicable to physical therapy and occupational 
therapy when provided: 

• By non-participating, out-of-network, or out-of-area providers 
• Facilities outside of the three counties of Delaware for HighmarkDelaware 

members 
• In a comprehensive outpatient rehab facility (CORF)  

Continued on next page 
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PROGRAM GUIDELINES, Continued 

 
Services not 
affected by  
this 
program 
(continued) 

• In a skilled nursing facility (SNF) 
• By a home health agency 

To members whose primary coverage is traditional Medicare (unless their Medicare 
benefits are exhausted) 
 
Special Note to Skilled nursing facilities (SNFs): the Physical Medicine Management 
Program requirements are not applicable to Medicare Part A inpatient services. 
However, if Part A benefits are exhausted or the patient is no longer receiving a 
Medicare skilled level of care, registration and/or authorization requirements would 
apply for “Medicare Part B-type” services. 

 
Applicable 
products 

The Physical Medicine Management Program applies to all of Highmark Delaware’s 
fully insured employer groups and Medicare Advantage members. Other employer 
groups that are not fully insured may choose to opt into the program (e.g., self-funded 
groups).    
  
The program’s requirements will not apply for Highmark Delaware’s indemnity and 
comprehensive products or for BlueCard® out-of-area members and Federal Employee 
Program (FEP) members.  

 
Delaware 
Senate Bill 
225 

Delaware Senate Bill 225, enacted into law in 2018, amends the Delaware Code 
relating to health insurance coverage for the treatment of back pain and encourages 
both providers and patients to use non-opioid treatment methods. 
 
The Act prohibits fully insured health plans from applying annual or lifetime 
numerical limits on physical therapy visits for the treatment of back pain. Highmark 
Delaware has made the decision to also remove annual or lifetime numerical limits on 
occupational therapy visits when provided for the treatment of back pain. 
 

The Act also limits physical therapy copayment or coinsurance amounts under fully 
insured benefit plans to equal to or less than 25% of the fee to be paid to the physical 
therapist for the service provided. (81 Del. Laws, c. 430, § 3) 
 

The Act is effective upon issuance or renewal of policies for Highmark Delaware fully 
insured individual, small group, large group benefit plans, and individual products. 
Senate Bill 225 is not applicable to self-funded groups, except for the State of 
Delaware Employee Group Health Insurance Program, which is only subject to part of 
the Bill: the prohibition of annual or lifetime numerical limits on physical therapy 
visits when provided for the treatment of back pain. 

Continued on next page 

http://delcode.delaware.gov/sessionlaws/ga149/chp430.shtml
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PROGRAM GUIDELINES, Continued 

 
Delaware 
Senate Bill 225 
(continued) 

The Act allows plans to utilize reasonable and non-discriminatory cost containment 
and managed care provisions, including utilization review for determination of 
medical necessity. If Highmark Delaware’s Physical Medicine Management Program 
applies under a member’s benefit plan, the registration and/or authorization 
requirements under the program are applicable when physical therapy and 
occupational therapy services are provided for the treatment of back pain. 

 

REMINDER: 
Always verify  
benefits 

Providers are reminded to always verify a member’s eligibility and benefits prior to 
rendering services. It is the provider’s responsibility to confirm that the member’s 
benefit plan provides the appropriate benefits for the anticipated date of service.   
 

NaviNet’s Eligibility and Benefits Inquiry transaction makes it easy to confirm 
eligibility and benefits for all your Highmark Delaware patients. For more information, 
please see the section in this Guide on Verification and Application of Benefits. 

 
Highmark 
Delaware 
Medical Policy 

Physical and occupational therapy can consist of multiple treatment modalities on 
the same date of service. WHN will authorize the number of visits; however, the 
number of modalities that can be performed in a visit is defined within Highmark 
Delaware Medical Policy.  
 

For more information, professional and facility providers should refer to the 
applicable Highmark Delaware commercial or Medicare Advantage Medical Policy: 
 

COMMERCIAL MEDICARE ADVANTAGE 
• Y-1 Physical Medicine 
• Y-2 Occupational Therapy 
• Z-11 Definition of Medical 

Necessity 

• Y-1 Physical Medicine and 
Rehabilitation Services, PT and OT  

• Z-6 Chiropractic Services 

 
Highmark Delaware’s current medical policies are accessible on the Provider Resource 
Center under CLAIMS, PAYMENT & REIMBURSEMENT.  
 
Note: The Medical Policy guidelines for physical and occupational therapy are 
applicable to services for Highmark Delaware members regardless of participation in 
the Physical Medicine Management Program.   

 
“Facility” or 
“professional”  
  provider? 

In this guide, references to “facilities” are intended for those providers billing services 
in the UB-04/HIPAA 837I format. Information and instructions directed to 
“professional” providers are intended for those providers who bill their services in the 
CMS-1500/HIPAA 837P format. 

Continued on next page 
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PROGRAM GUIDELINES, Continued 

 
Care 
Registration 
basics 

Highmark Delaware participating providers must register Highmark Delaware 
patients (with benefit plans requiring registration and authorization) with their first 
visit for applicable physical medicine services each calendar year. Care 
registration is used to document the initial visits in the calendar year to determine 
when the eight (8) visit threshold is reached and medical management is needed. 
Limited information is requested during the registration process. 
 
Registration with WHN is accomplished by using the Authorization Submission 
transaction in NaviNet, which routes the request to WHN Care Registry. Once the 
member is registered, an “auto-approval” is entered that allows eligible claims for 
the initial eight (8) visits in a calendar year to process according to the member’s 
benefit plan. Registration is required for physical therapy and occupational therapy 
services provided primarily by physical therapists (PTs), occupational therapists 
(OTs), and doctors of chiropractic (DCs).  
 
Members must be re-registered at the beginning of every calendar year in 
which they seek services. The Physical Medicine Management Program 
applies on a calendar year basis even if the member’s benefit plan runs on a 
contract year that does not coincide with the calendar year.  
 
During the submission process via NaviNet, the request will be automatically 
routed to the WHN Rapid Response System® (RRS) for Care Authorization if WHN’s 
records indicate that there is already a Care Registry on file for the member for the 
current calendar year. If the member’s plan does not require registration and 
authorization, a NaviNet response will advise that WHN does not provide 
utilization management for the member.   
 
Please see the Care Registration Process section of this guide for more detailed 
information about care registration. 

 
Care 
Authorization 
basics 

In a given calendar year, any treatment you provide beyond the eight (8) visits 
auto-approved through Care Registry will require preauthorization from WHN.   
 

You should submit an authorization request when it is determined that 
additional visits will be needed after the member has used all or most of the 
visits auto-approved through care registration. The number of visits requested 
for authorization should be for any additional visits that you anticipate are needed 
for continued treatment of the patient within this episode of care. 
 

Information about the patient’s history and the proposed treatment plan are 
submitted to WHN through NaviNet using the Authorization Submission  
transaction. The request is routed through the WHN Rapid Response System® 

Continued on next page 
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PROGRAM GUIDELINES, Continued 

 
Care 
Authorization 
basics 
(Continued) 

(RRS) prescreening process and benchmarked against clinical decision support 
pathways. The provider is immediately aware of the prescreening outcome, which can 
be either approval; an opportunity to modify the treatment plan to meet guidelines; 
or pended for peer clinical review. If the provider elects to modify their treatment plan 
following prescreening and prior to submitting their authorization request, the final 
outcome is considered an approval.   
 
In addition to the NaviNet response, WHN will send a written notification to the 
provider’s office within approximately twenty (20) minutes.  

• If an approval can be provided through the automated prescreening process, 
WHN will send an approval notification to the provider.  

• If a determination (approval) cannot be made in the prescreening process, WHN 
will send the provider a bar-coded form requesting medical records for clinical 
review. 

 

WHN uses an electronic document management process which includes the barcode 
technology to link submitted medical records to the member’s file within the system. 
When WHN receives the requested information from the provider, clinical review will 
be initiated. The review will be conducted by an appropriately licensed clinician skilled 
in the applicable discipline and completed in one (1) to two (2) business days; 
retrospective reviews are completed within five (5) business days. The decision 
notification is sent to the provider.*    
 

The provider can expect one of three possible decisions from the clinical review 
process: approval, modification (partial approval), or denial. For additional details, 
please see the section in this guide titled Clinical Review Process and 
Determinations. 
 

Please see the Care Authorization Process section of this guide for more detailed 
information about care authorization.  
 
* For helpful information outlining the supporting documentation needed for clinical review, please see the 
“Medical Records Documentation” section in this guide. 

 
IMPORTANT! 
New auth 
required for 
practice 
change 

If providers are transferring patients from one practice to another and a prior 
authorization was already approved under the previous practice, the provider will have 
to obtain new authorizations under the new practice Blue Shield ID number. 

Continued on next page 
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PROGRAM GUIDELINES, Continued 

 
Options 
available for 
notifications 
from WHN 
 

Providers can receive WHN notifications, such as approval determinations and requests 
for medical records, by email or fax. You can set or change your preferred method of 
communication via the WHN Physical Medicine Portal in NaviNet.  For more information, 
please see the next section of this administrative guide titled WholeHealth Networks, 
Inc. Portal in NaviNet. 

 
Step-by-step 
instructions 

For step-by-step instructions with screen prints of the submission process through 
NaviNet, please see Submitting Registrations/Authorizations Via NaviNet in the 
Appendix of this guide. 

 

IMPORTANT! 
Your fax 
machine 
settings… 

To assure timely receipt of WHN notifications by fax, please have your fax machine 
set to answer in no more than four (4) rings. WHN’s system attempts to fax the 
provider notification a total of ten (10) times, waiting at least twelve (12) minutes 
between attempts. If all attempts to send the fax fail, the notification will be mailed to 
the provider. 

 
If NaviNet is 
not available 

NaviNet is the preferred method for registration and submission of authorization 
requests for the Physical Medicine Management Program and is available to you at no 
cost. If you are not registered for NaviNet, click here to register.   
 

If NaviNet is not available, you can submit your request by calling WHN at 1-866-656-
6072. 

 
IMPORTANT! 
Authorization 
is not a 
guarantee  
of payment 

Authorization is a determination of medical necessity; it is not a guarantee of 
payment. Payment is dependent upon the member having coverage at the time the 
service is rendered and the type of coverage available under the member’s benefit plan. 
It is the provider’s responsibility to verify that the member’s benefit plan provides the 
appropriate benefits for the anticipated date of service prior to rendering service.   

 
If an 
authorization 
expires 

If an authorization expires before all visits are used, the WHN Utilization Management 
(UM) Department Request Form can be used to request an extension in the time allotted 
for care. (This form is also available on the Physical Medicine Management Program 
page of the Provider Resource Center, under CARE MANAGEMENT PROGRAMS). 
 

Complete the appropriate section of the form and fax the form to WHN at 
1-888-492-1029. You must include an explanation to support your request for a change of 
the date by which approved visits are to be completed. 

Continued on next page 

https://navinet.secure.force.com/
https://www.wholehealthpro.com/PublicDocument/DisplayName/HM-%20UM%20Department%20Request%20Form
https://www.wholehealthpro.com/PublicDocument/DisplayName/HM-%20UM%20Department%20Request%20Form
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PROGRAM GUIDELINES, Continued 

 
Concurrent 
treatment for 
two separate 
conditions 

More than one condition or diagnosis may be treated under the same care 
authorization. If a patient is currently receiving therapy and a new condition 
emerges that requires additional treatment, the provider should not submit a new 
authorization request at that time. To avoid creating overlapping authorizations in 
Highmark Delaware’s systems, the provider should treat the patient within the 
number of visits/duration approved under the current authorization. 
 
When all or most of those visits have been used and the patient requires additional 
care (for the initial condition, the new condition, or both), the provider should 
submit a new care authorization request clearly indicating the additional diagnosis 
and overall current clinical status of the patient for all conditions being treated. 
 
EXAMPLE:  
An authorization is issued for 10 visits from June 5 through July 20 for treatment of 
a shoulder condition. On June 25, with five visits remaining on the authorization, 
the patient presents with a new condition of low back pain. If an evaluation 
determines treatment is also required for the back pain, the provider should 
continue treating the patient for both the shoulder and low back pain under the 
existing authorization. The patient’s medical record should be documented for 
both conditions.  
 

By July 15, the patient has used nine visits and has one visit remaining; the 
shoulder condition has been resolved but the low back pain will require additional 
care. The provider should submit a continuation of care authorization request for 
additional treatment of the patient’s low back pain. 

 
Consultations 
and appeals 

If clinical review results in an adverse determination (modification* or denial), the 
provider has two options available for reconsideration by WHN: 

• Peer-to-peer discussion with a WHN peer reviewer; or  
• An appeal in which a WHN reviewer other than the person who made the 

initial determination will review the request. 
 
PLEASE NOTE: For Medicare Advantage, a peer-to-peer discussion is offered 
to providers prior to a pending adverse determination being finalized. 
 
The possible outcomes for these reconsideration options are: approval, 
modification, or denial. If a peer-to-peer discussion results in an adverse 
determination, the provider then has the option of requesting an appeal from 
WHN. If an appeal results in an adverse determination, the provider’s 
reconsideration rights with WHN will be exhausted; however, WHN will coordinate 
and collaborate with Highmark Delaware in administering the external appeal 
process as required by state and federal regulations.   

Continued on next page 
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PROGRAM GUIDELINES, Continued 

 
Consultations 
and appeals 
(continued) 

In addition, the member has the right to appeal an adverse determination through 
Highmark Delaware’s member appeal process.     
 
* Regulations require modified approvals to be categorized as denials or “adverse 
determinations.” 

 

FOR MORE 
INFORMATION 

For additional information about reconsiderations and appeals, please see the 
section within this guide titled Peer-to-Peer Discussions and Appeals. 

 
Claims, 
payment,  
and member 
responsibility 

Highmark Delaware will continue to process claims for services managed under 
the Physical Medicine Management Program and reimburse providers for eligible 
services. Highmark Delaware encourages electronic submission of claims via 
NaviNet or the applicable HIPAA transactions. 
 
Claims for services performed without required registrations and authorizations 
will be rejected; the member will be held harmless and will not be responsible for 
payment. If a claim is denied for no authorization, an authorization request can be 
submitted. However, untimely requests will pend for retrospective review; medical 
records will be required. 
 
Your requests for retrospective review can be submitted electronically via 
NaviNet, including those with a start date for services more than ten (10) days 
before the date you are submitting your request. For more information, please 
see the Retrospective Review Requests section in this guide. 
 
The member would be financially liable if an authorization was requested and 
denied, and then the member still chose to receive the service after being 
informed that it was not approved. The member must agree in writing to assume 
financial responsibility before receiving the service; and the signed agreement 
should be maintained in the provider’s records. 

 

FOR MORE 
INFORMATION 

For details of specific topics and processes, please see the applicable sections 
within this guide. 
 

Additional information related to the program, including links to WHN’s forms and 
Highmark communications, is available on the dedicated page of the Provider 
Resource Center. Select CARE MANAGEMENT PROGRAMS, and then Physical 
Medicine Management Program. 
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WHOLEHEALTH NETWORKS, INC. PORTAL IN NAVINET 

 
Overview  The WholeHealth Networks, Inc. (WHN) provider portal can be conveniently 

accessed through NaviNet®. The portal is intended to improve your experience 
with WHN by providing a more interactive, efficient, and easy to navigate online 
resource for Highmark Delaware participating providers. 
 
This portal provides new functionality for Highmark Delaware participating 
provider interaction with WHN that includes: 

• Communication with WHN; 
• Authorization searches; and 
• Ability to upload medical records and view/download documents. 

 
NOTE: The registration/authorization submission process remains unchanged; 
requests are submitted via the Authorization Submission transaction in NaviNet as 
per the instructions in this administrative guide. 

 
Accessing  
in NaviNet 

To access the WHN portal through NaviNet, select Auth Inquiry and Reports, and 
then click on Physical Medicine Portal on the fly-out menu. 

 

 

 
Welcome The portal opens to the WHN Welcome screen, with the menu on the left providing 

options for accessing the Message Center and Authorization Search. 
 

 

Continued on next page 
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WHOLEHEALTH NETWORKS, INC. PORTAL IN NAVINET, Continued 

 
Choice of 
communication 
method 

The portal allows you to choose your preferred method of communicating with 
WHN – through email or fax. Email will allow you to receive your utilization 
management messages directly to your computer or mobile device.  
 

The first time you access the portal, you will choose your communication 
preference. If you choose email, a confirmation email will be sent to the email 
address you have provided. 
 

 
 

Your communication preference can be changed at any time through 
Communications Settings for your account. 
 
PLEASE NOTE: The email address entered here will be linked to the practice’s 
Highmark Blue Shield ID number. Multiple email addresses cannot be used; only 
one email address can be used per each group practice’s Blue Shield ID. 

 
Message 
Center 

The Message Center is your email box for WHN authorization notifications and 
medical records requests. You will be able to read utilization management 
messages from WHN and respond to them directly through your inbox. 

 

 

Continued on next page 
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WHOLEHEALTH NETWORKS, INC. PORTAL IN NAVINET, Continued 

 
Message 
Center 
(continued) 

To view a message, select the applicable message and it will open in a new 
window. 
 

 
 

 
Authorization 
Search  
and Details 

The Authorization Search allows you to view authorizations for details and status, 
as well as view documents associated with authorization requests.   
• Enter the search criteria, and then click on the Search button. 
• In the search results, click on the Detail button for the selected authorization. 

 

 
 
 
 

Continued on next page 

Click on the Authorization # 
here to go directly to the 

Authorization Details. 
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WHOLEHEALTH NETWORKS, INC. PORTAL IN NAVINET, Continued 

 
Authorization 
Search  
and Details 
(continued) 

The Authorization Details provides all information and documents related to the 
authorization. You can upload medical records from this page by clicking on the 
Upload Files button. 
 

The details include an Authorization Timeline that has a record of all events 
associated with the authorization, including documents that can be viewed or 
downloaded. 
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WHOLEHEALTH NETWORKS, INC. FORMS  

 
WHN forms 
available 

WholeHealth Networks, Inc. (WHN) provides forms for your use in the care 
registration and authorization process. These forms are also available on the 
Physical Medicine Management Program page on the Provider Resource Center 
(under CARE MANAGEMENT PROGRAMS). 

 
FORM DESCRIPTION 

Preauthorization 
Request for 
Physical/Occupational 
Therapy 

It is recommended that you complete this form before using NaviNet® 
to submit your authorization request for physical or occupational 
therapy. It outlines the clinical and demographic information that will 
be requested when submitting an authorization request for physical 
or occupational therapy. 
 
Click on this link for helpful instructions for completing the form:    
Preauthorization Request Instructions for Physical/Occupational 
Therapy 

Patient-Specific 
Functional Scale (PSFS) 
 

The Patient Specific Functional Scale (PSFS) is the preferred outcomes 
measure tool for all physical medicine services. Although using the 
PSFS is not mandatory, its use is strongly encouraged due to its broad 
applicability, ease of administration, and proven validity. 
 
This questionnaire is used to quantify the patient’s activity limitations 
and measure functional outcome. The patient is asked to identify 
important activities he or she finds difficult or is unable to do. The 
clinician records the patient’s self-determined difficulty level on a 
scale from 0 to 10.   
 
At the initial assessment, the clinician administers the questionnaire at 
the end of history-taking and prior to physical examination. The 
patient is asked to again rate the difficulty level of their activities at 
follow-up visits for re-assessment. Copies should be maintained in the 
patient’s file. 
 
The patient’s most recent PSFS score will be requested when 
submitting an authorization request for physical therapy or 
occupational therapy. The WHN Rapid Response System® (RRS) will 
only accept a PSFS score. If a PSFS score is not available, you may leave 
the field blank. 
 
Click on the link for additional information:  
Patient-Specific  Functional Scale Description 

Continued on next page 

https://www.wholehealthpro.com/PublicDocument/DisplayName/RRS%20Template_PT-OT
https://www.wholehealthpro.com/PublicDocument/DisplayName/RRS%20Template_PT-OT
https://www.wholehealthpro.com/PublicDocument/DisplayName/RRS%20Template_PT-OT
https://www.wholehealthpro.com/PublicDocument/DisplayName/RRS%20Template_PT-OT
https://www.wholehealthpro.com/PublicDocument/DisplayName/RRS%20Template%20Instructions_PT-OT
https://www.wholehealthpro.com/PublicDocument/DisplayName/RRS%20Template%20Instructions_PT-OT
https://www.wholehealthpro.com/PublicDocument/DisplayName/WHN%20-%20Patient%20Specific%20Functional%20Scale
https://www.wholehealthpro.com/PublicDocument/DisplayName/WHN%20-%20Patient%20Specific%20Functional%20Scale
https://www.wholehealthpro.com/PublicDocument/DisplayName/psfs-description-references
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WHOLEHEALTH NETWORKS, INC. FORMS, Continued 

 
FORM DESCRIPTION 

Utilization Management 
(UM) Department 
Request Form 

The applicable section of this form is completed and faxed to WHN to 
request reconsideration of a determination. It is to be used for both 
peer-to-peer discussions and appeals.  
 
This form is also used to request an extension in the time allotted for 
care. You must include an explanation to support your request for a 
change of the date by which approved visits are to be completed. 
 
The completed form is faxed to WHN at 1-888-492-1029. 

 

https://www.wholehealthpro.com/PublicDocument/DisplayName/HM-%20UM%20Department%20Request%20Form
https://www.wholehealthpro.com/PublicDocument/DisplayName/HM-%20UM%20Department%20Request%20Form
https://www.wholehealthpro.com/PublicDocument/DisplayName/HM-%20UM%20Department%20Request%20Form
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VERIFICATION AND APPLICATION OF BENEFITS 

 
Overview  When an authorization number is provided, it serves as a statement about medical 

necessity and appropriateness; it is not a guarantee of payment. Payment is 
dependent upon the member having coverage at the time the service is rendered 
and the type of coverage available under the member’s benefit plan. It is the 
provider’s responsibility to verify that the member’s benefit plan provides the 
appropriate benefits for the anticipated date of service prior to rendering service.   
 
The NaviNet® Eligibility and Benefits transaction or the appropriate HIPAA electronic 
transaction can be used to determine if a member’s plan requires registration and 
authorization through WholeHealth Networks, Inc. for physical therapy and 
occupational therapy. 

 
NaviNet® 
Eligibility  
& Benefits 

The Physical Medicine Management Program indicator will display in the Group 
Information section of the Eligibility and Benefits Details screen in NaviNet.   
 
If the member’s coverage requires registration and authorization under the 
Physical Medicine Management Program, the indicator will say “YES.” 
 

 
 

To determine the member’s coverage for physical medicine services, please select 
Additional Benefit Provisions and access the applicable benefit category based 
on your provider type: Professional Therapy and Rehabilitation Services or 
Outpatient Facility Services. 

 
IMPORTANT! 
Benefit plan 
visit limits still 
apply 

If a member’s benefit plan has limits on the number of visits for physical therapy 
and occupational therapy, the visit limits will still apply. For example, a member 
has a twenty (20) visit limit per calendar year benefit period for 
physical/occupational therapy combined and has already had eight (8) visits for 

Continued on next page 
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VERIFICATION AND APPLICATION OF BENEFITS, Continued 

 

IMPORTANT! 
Benefit plan 
visit limits still 
apply 

physical therapy in the calendar year. If a provider requests and receives approval 
for sixteen (16) visits for occupational therapy, only twelve (12) of those visits will 
be eligible for payment under the member’s benefit plan.   

 
If NaviNet is 
not available 

For inquiries about eligibility and benefits, Highmark Delaware encourages 
providers to use the electronic resources available to them -- NaviNet and the 
applicable HIPAA transactions -- prior to placing a telephone call to Highmark 
Delaware’s Provider Services. 
 
If NaviNet or other applicable HIPAA transactions are unavailable, you may call 
Highmark Delaware Provider Services at 1-800-346-6262 to speak to a customer 
service representative. 

 

IMPORTANT! 
 

Many of Highmark Delaware’s benefit plans are administered on a contract year 
which is not necessarily a calendar year. The Physical Medicine Management 
Program is administered on a calendar year basis even if the member’s 
benefit plan runs on a contract year that does not coincide with the calendar 
year. 

 
When 
Highmark 
Delaware 
coverage is  
not primary 

The authorization requirements under a member’s benefit plan apply if a claim will 
be submitted to Highmark Delaware for any portion of payment. If the member’s 
primary coverage is with another insurer and you anticipate submitting a claim to 
Highmark Delaware for a portion of payment, you must register the member and 
request authorization for the applicable physical medicine services when the 
Physical Medicine Management Program applies under the member’s Highmark 
Delaware coverage. 
 
However, if traditional Medicare is primary, registration and authorization is 
required only if the member’s Medicare benefits have been exhausted. 
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CARE REGISTRATION PROCESS 

 
Introduction  Highmark Delaware members with coverage requiring registration and 

authorization of physical therapy and occupational therapy services under the 
Physical Medicine Management Program must be registered with WholeHealth 
Networks, Inc. (WHN) at their initial visit each calendar year in which they seek 
services. Limited information is needed for care registration.  
 
Registration of physical medicine services is accomplished by selecting 
Authorization Submission from Highmark Delaware’s Plan Central menu in 
NaviNet®.  Providers then select the option from the fly-out menu based on their 
provider type – professional providers click on Auth Submission, and facilities 
must select Inpatient Auth Submission. 

 
Timely 
submissions 

The registration must be submitted within ten (10) calendar days of the 
patient’s initial evaluation to be considered timely. The member can be 
registered up to ten (10) calendar days before their initial visit. Registrations must 
be submitted no later than ten (10) calendar days after the initial evaluation to be 
considered timely.  

 
NaviNet hours 
of availability 

NaviNet has extended hours of system availability for all your inquiry and 
transaction needs: 

• Monday through Friday from 5 a.m. to 3 a.m. 
• Saturday from 5 a.m. to 11 p.m. 
• Sunday from 5 a.m. to 9 p.m. 

 
Before you 
begin… 

Before beginning your registration submission in NaviNet, please be sure to verify 
the member’s eligibility and benefits via NaviNet’s Eligibility and Benefits Inquiry.  
 
Please have the following information readily available to enter during the 
registration process: 

• Member ID; patient name and date of birth; 
• Type of care (physical therapy and/or occupational therapy); 
• Start date for the services related to this request; 
• Primary diagnosis code (up to two additional codes can be entered); 
• Number of visits you are requesting for services for this episode of care; and 
• Name and phone number of the person at your office who can be 

contacted about this request. 

Continued on next page 
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CARE REGISTRATION PROCESS, Continued 

 
NaviNet® 
registration 
submission 
process  

To register a Highmark Delaware member for care, sign in to NaviNet using your 
NaviNet username and password, and then follow these steps: 
 
1. Select Authorization Submission from the Highmark Delaware Plan Central 

menu, and then click on the applicable option on the fly-out menu based on 
your provider type: 

• Professionals: Click on Auth Submission on the fly-out menu.   
• Facilities: Click on Inpatient Auth Submission on the fly-out menu. 

 

2. Complete the required fields on the NaviNet Selection Form as instructed in 
the table below, and then click Submit.  

Step 1 Select the applicable provider from the drop-down options, and 
enter the proposed date of service (both fields are required). The 
proposed date of service is the start date for services related to 
this request. It is not the date the member was first seen at your 
office. 
 

Note: NaviNet can accept a proposed date of service up to ten (10) days 
in the past. If your proposed date of service is more than 10 days prior to 
the date you are submitting your request, enter the current date. You will 
be able to edit the start date later. 

Step 2 The Member ID alone will be accepted. If the Member ID is not used, 
you must enter the member’s first name, last name, and date of birth. 

Step 3 • From the Category dropdown, select Physical Medicine. 
• From the Service dropdown, select the applicable discipline:  

Physical Medicine and/or Occupational Therapy.* 
  *Providers who provide both physical and occupational therapy can select both options 
   if necessary – select one discipline, and then click on the Add Category/Service button to 
   enter the other.  
 

Note: If the member’s benefit plan does not require registration and authorization 
under the Physical Medicine Management Program, you will receive a message 
from NaviNet after you submit the Selection Form. The screen message will indicate 
that WHN does not provide utilization management for the member.  
 

3. Complete only the required fields highlighted in yellow on the NaviNet 
Request Form. (Any information entered in the Comments boxes will not be 
used in this process.) Once all required information is entered, click Submit. 

Continued on next page 
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CARE REGISTRATION PROCESS, Continued 

 
NaviNet® 
registration 
submission 
process 
(continued) 

4. When the NaviNet Request Form is submitted, your request is directed to the 
WHN system. The first WHN screen allows you to edit the start date. Edit the 
start date here if necessary, and then click on Continue. 
 

   Note: Helpful tips are available on WHN’s screens by clicking on the question 
   mark symbol ( ). 
 

5. Select your office location from the drop-down, and then click on Continue. 
 

6. Information entered on this screen will help WHN to identify the type of provider 
rendering the services and the type(s) of procedures anticipated: 

  QUESTION 1: Select the type of provider who will render the services. 

  QUESTION 2: Click on the applicable radial button to select the type(s) of 
procedures  anticipated for the patient’s plan of care: Therapy Procedures – 
Group A and/or Therapy Procedures – Group B (both can be selected if 
applicable).  
 
Your procedure type selections can be determined based on the procedures you 
anticipate performing/billing as categorized in the tables on the screen and 
below: 
 

Therapy 
Procedures 
- Group A 

97010 97022 97033 97110 97139 97799 98929 
97012 97024 97034 97112 97140 98925 G0283 
97014 97026 97035 97113 97150 98926  
97016 97028 97036 97116 97164 98927  
97018 97032 97039 97124 97750 98928  

 

Therapy Procedures – Group B 
97129 97530 97537 97755 
97130 97533 97542 G0515 
97168 97535   

 
Manipulative Therapy Procedures 

(Doctors of Chiropractic Only) 
98940 98942 
98941 98943 

 
 

After answering both questions, click on the SUBMIT ANSWERS button. 
 

7. The request will be routed to the WHN Care Registry and a screen with the Care 
Registration tab will appear. You must click Next. 
NOTE: If the member has already reached the visit threshold for the discipline, 
the system will automatically direct the submission to the WHN Rapid Response 
System (RRS) for Care Authorization. If this occurs, you will see a screen with a 
Fax tab. (See the next section in this guide, Care Authorization Process.) 

Continued on next page 
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CARE REGISTRATION PROCESS, Continued 

 
NaviNet® 
registration 
submission 
process 
(continued) 

8. For Care Registrations, you will receive an immediate response from NaviNet. 
The Response Form is your confirmation that the member has been registered 
with WHN and the requested visits have been “auto-approved.” An 
authorization number is provided. This auto-approval will allow claims to 
process. WHN will not provide written verification for registrations. 

 

The registration submission is now complete. The registration confirmation will 
be available in NaviNet’s Referral/Auth Inquiry and the Ref/Auth Log. 

 

FOR MORE 
INFORMATION 

For step-by-step instructions with screen images of the submission process 
through NaviNet, please see Submitting Registrations/Authorizations Via 
NaviNet in the Appendix of this guide. 

 
If NaviNet is 
not available 

NaviNet is the preferred method for registration and submission of authorization 
requests for the Physical Medicine Management Program.  
 
However, if NaviNet is not available, you can submit your request by calling WHN 
at 1-866-656-6072. 
 
NaviNet is available to you at no cost. If you are not already enrolled, click here to 
enroll today.   

 
NaviNet® 
authorization 
inquiries 

Care registrations for physical medicine services under the Physical Medicine 
Management Program will be available for viewing in NaviNet. 

• The Referral/Auth Inquiry function is recommended for accessing all 
registration/authorization information for a particular member.  

• The Referral/Auth Log makes it easy to review what you have recently 
submitted in NaviNet. 

 
For more information, please see the NaviNet Authorization Inquiries section in 
the Appendix of this guide. 

 

https://nanthealth.com/payers/navinet-open/support/
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CARE AUTHORIZATION PROCESS 

 
Overview  After a member has used the eight (8) auto-approved visits through care 

registration for the calendar year, the Physical Medicine Management Program 
requires preauthorization for any additional visits for physical and/or occupational 
therapy services in that calendar year. 
 
The Authorization Submission transaction in NaviNet® is used to transmit the 
information to WHN. By automating the authorization request process, WHN 
expects to shorten the response time needed to initiate care and provide 
consistent decisions.  

 
Types of 
authorizations 
for an episode 
of care 

An “episode” of care begins with the first treatment of the patient at the onset of 
care in your office and ends after a break of sixty (60) days or more for treatment of 
the presenting condition.   
 
There are two types of authorizations you may request for an episode of care:  
initial (or “new”) and continuation of care.  

• An initial request is your first request for authorization to treat an episode 
of care in the given calendar year.  

• A continuation of care request is a request for additional visits beyond 
those previously approved for the same condition(s) and must include the 
same primary diagnosis as the initial authorization request. 

 
If a patient returns to your office for treatment of a new or recurring condition after 
being without care from you for sixty (60) days or more, an authorization request 
would be filed as an initial (or “new”) request for a new episode of care. The 
authorization submission process is the same for initial authorizations and for 
continuation of care requests. 

 
Timely 
submissions 

Untimely requests will be pended for retrospective review and medical 
records will be requested. Authorization requests can be submitted to WHN up 
to ten (10) calendar days before the proposed start date of the authorization 
request; requests must be submitted no later than ten (10) calendar days after 
the start date to be considered timely.   

 

IMPORTANT! 
Authorization 
is not a 
guarantee  
of payment 

When an authorization number is provided, it serves as a statement about medical 
necessity and appropriateness; it is not a guarantee of payment. Payment is 
dependent upon the member having coverage at the time the service is rendered 
and the type of coverage available under the member’s benefit plan. It is the 
provider’s responsibility to verify that the member’s benefit plan provides the 
appropriate benefits for the anticipated date of service prior to rendering service.   

Continued on next page 
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CARE AUTHORIZATION PROCESS, Continued 

 
Assessment 
tool 

The Patient-Specific Functional Scale (PSFS) is a self-reported, patient-specific 
measure designed to assess functional change in patients presenting with 
musculoskeletal conditions and other types of disorders. The questionnaire should 
be completed at initial evaluations and again at patient re-assessment. It is 
administered by providers to assess the patient’s activity level. You will be asked to 
enter the patient’s most recent PSFS score when submitting an authorization 
request.* 
 

The advantages of the PSFS include its wide applicability and ease of use clinically, 
both desirable attributes in an outcome measure tool. The PSFS tool and 
supporting documents are available on the Physical Medicine Management 
Program page on the Provider Resource Center (under CARE MANAGEMENT 
PROGRAMS). 
 
* You may use an assessment tool of your choice; the PSFS is not required. If you choose to use 
another assessment, do not enter a value when requested to enter a PSFS score on an 
authorization request; the field should be left blank. 

 

Before you 
begin… 

Before using NaviNet to submit your authorization request, it is recommended that 
you complete the standardized template that outlines the required clinical and 
demographic information that will be requested: * 

• Preauthorization Request for Physical/Occupational Therapy  
 
Helpful instructions for completing the forms are also provided: 

• Preauthorization Request Instructions for Physical/Occupational 
Therapy 

 
Completing the form in advance will enable you to quickly enter the information 
into NaviNet without having to search through the patient’s medical records to 
find the information you need. 
 
* These forms and instructions are also available on the Physical Medicine Management 
Program page on the Provider Resource Center (under CARE MANAGEMENT PROGRAMS). 

 
NaviNet hours 
of availability 

NaviNet has extended hours of system availability for all your inquiry and 
transaction needs.  

• Monday through Friday from 5 a.m. to 3 a.m. 
• Saturday from 5 a.m. to 11 p.m. 
• Sunday from 5 a.m. to 9 p.m. 

Continued on next page 

https://www.wholehealthpro.com/PublicDocument/DisplayName/WHN%20-%20Patient%20Specific%20Functional%20Scale
https://www.wholehealthpro.com/PublicDocument/DisplayName/RRS%20Template_PT-OT
https://www.wholehealthpro.com/PublicDocument/DisplayName/RRS%20Template%20Instructions_PT-OT
https://www.wholehealthpro.com/PublicDocument/DisplayName/RRS%20Template%20Instructions_PT-OT
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CARE AUTHORIZATION PROCESS, Continued 

 
NaviNet® 
authorization 
submission 
process 

To submit an authorization request, sign into NaviNet using your NaviNet 
username and password, and then follow these steps: 
 

1. Select Authorization Submission from the Highmark Delaware Plan Central 
menu, and then click on the applicable option on the fly-out menu based on 
your provider type: 
• Professionals: Click on Auth Submission on the fly-out menu. 
• Facilities: Click on Inpatient Auth Submission on the fly-out menu. 
 

2. Complete the required fields on the NaviNet Selection Form as instructed in  
the table below, and then click Submit.  

Step 1 Select the applicable provider from the drop-down options, and enter 
the proposed date of service (both fields are required). The proposed 
date of service is the start date for services related to this request. 
It is not the date the member was first seen at your office. 

NOTE: NaviNet can accept a proposed date of service up to ten (10) days 
in the past. If your proposed date of service is more than 10 days prior to 
the date you are submitting your request, enter the current date. You will 
be able to edit the start date later. 

Step 2 The Member ID alone will be accepted. If the Member ID is not used, 
you must enter the member’s first name, last name, and date of birth. 

Step 3 • From the Category drop-down, select Physical Medicine. 
• From the Service drop-down, select the applicable discipline: 

Physical Medicine and/or Occupational Therapy.* 

     * Providers who provide both physical and occupational therapy can select both options  
        if necessary – select one discipline, and then click on the Add Category/Service button  
        to enter the other.  
 

     Note: If the member’s benefit plan does not require registration and  
      Authorization under the Physical Medicine Management Program, you will  
     receive a message from NaviNet after you submit the Selection Form. The screen  
     message will indicate that WHN does not provide utilization management for the 
      member. 
 

3. Complete only the required fields highlighted in yellow on the NaviNet  
Request Form. (Any information entered in the Comments boxes will not be 
used in this process.) And then click Submit. 

Continued on next page 
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CARE AUTHORIZATION PROCESS, Continued 

 
NaviNet® 
authorization 
submission 
process 
(continued) 

4. When the NaviNet Request Form is submitted, your request is directed to the WHN 
system. The first WHN screen allows you to edit the start date. Edit the start date 
here if necessary, and then click on Continue. 
   IMPORTANT: If the requested start date is more than 10 days in the past, your 
   authorization request will be pended for retrospective review, which will  
   require submission of clinical records. 

 

5. Select your office location from the dropdown, and then click on Continue. 
 

6. Information entered on this screen will help WHN to identify the type of provider 
rendering the services and the type(s) of procedures anticipated: 

  QUESTION 1: Select the type of provider who will render the services. 

  QUESTION 2: Click on the applicable radial button to select the type(s) of  
  procedures anticipated for the patient’s plan of care: Therapy Procedures – 
Group  
  A and/or Therapy Procedures – Group B (both can be selected if applicable). 
Your procedure type selections can be determined based on the procedures you 
anticipate performing/billing as categorized in the tables on the screen and below: 

Therapy 
Procedures 
- Group A 

97010 97022 97033 97110 97139 97799 98929 
97012 97024 97034 97112 97140 98925 G0283 
97014 97026 97035 97113 97150 98926  
97016 97028 97036 97116 97164 98927  
97018 97032 97039 97124 97750 98928  

 

Therapy Procedures – Group B 
97129 97530 97537 97755 
97130 97533 97542 G0515 
97168 97535   

 
Manipulative Therapy Procedures 

(Doctors of Chiropractic Only) 
98940 98942 
98941 98943 

 
     After answering both questions, click on the SUBMIT ANSWERS button. 

 
7. The request will be routed to the WHN Rapid Response System (RRS) for Care 

Authorization. On the Fax tab, you can edit the fax number that WHN has on file 
for your office. Update the fax number if necessary, and then click on the 
ENTER/EDIT FAX & CLICK TO UPDATE bar. Click on Next to continue. 
 
Note: If you see a screen with a Care Registration tab, there is no registration on 
file for the member for the services within the current calendar year. Your request 
will be processed as a registration. (See the previous section in this guide, Care 
Registration Process.) 

Continued on next page 
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CARE AUTHORIZATION PROCESS, Continued 

 
NaviNet® 
authorization 
submission 
process 
(continued) 

8. You will now complete the required information on the following screens: 
Condition, Treatment Plan, and History. Click on Next after completing each 
screen. On the Summary tab, you will review the information you have entered 
that is populated in the Summary Preview panel on the right side of the screen. 
You may make any necessary corrections on previous screens by clicking on the 
appropriate tab. Click on the Review Complete button to verify that the 
information is correct. 
 

9. By clicking on Submit for Prescreening on the next screen, you are submitting 
your request into the WHN RRS automated prescreening process where the 
information you have entered will be compared to clinical guidelines. 
 

10. Once the automated prescreening process is complete, you will be notified 
immediately of the outcome. NaviNet will display one of the following WHN 
responses: (1) approval; (2) opportunity to modify treatment plan to meet 
guidelines; or (3) pended for clinical review. Please see the next page for 
additional information about these responses. 

 
WHN will send written notification to the provider’s office within approximately 
twenty (20) minutes of the NaviNet prescreening response. 

 

IMPORTANT! 
Check your  
fax settings 

To assure timely receipt of WHN’s notifications by fax, please have your fax 
machine set to answer in no more than four (4) rings. WHN’s system attempts to 
fax the provider notification a total of ten (10) times, waiting at least twelve (12) 
minutes between attempts. If all attempts to send the fax fail, the notification will be 
mailed to the provider. 

 

FOR MORE 
INFORMATION 

For step-by-step instructions with screen prints of the submission process through 
NaviNet, please see Submitting Registrations/Authorizations Via NaviNet in the 
Appendix of this guide. 

 
Prescreening 
response:   
Approved 

If the full number of requested visits is appropriate for automated approval, the 
provider will receive a response via NaviNet with the status “Approved.” The 
notification will indicate the approved number of visits and the date by which the 
plan of care is to be completed (see Prescreening Outcome Responses in the 
Appendix). The provider will also receive written notification of the decision outcome 
from WHN within twenty (20) minutes of the prescreening response. 

Continued on next page 
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CARE AUTHORIZATION PROCESS, Continued 

 
Prescreening 
response: 
Modification 
option 

If the NaviNet response advises that a modified number of visits can be approved 
through the automated prescreening process, the provider may elect to: 1) accept 
visits and modify the treatment plan prior to submission; or 2) send the request for 
review (see Prescreening Outcome Responses in the Appendix).  

• If the provider modifies the treatment plan to meet guidelines, WHN will 
send a notification to the provider with the approved number of visits and 
the date by which treatment is to be completed. (If it is determined that 
more visits are needed after the approved visits are completed, a new 
authorization request can be submitted for continuation of care.) 

• If the provider wishes to have the pre-authorization request reviewed by a 
clinical peer reviewer, the request will be pended. WHN will send a bar-
coded notification to the provider requesting medical records. The bar-
coded form must be used as a cover sheet when faxing medical records to 
WHN. Medical records must be submitted to WHN within twelve (12) days of 
receipt of the request. 

 
Prescreening 
response: 
Pended 

If a determination cannot be made in the automated prescreening process, the 
response via NaviNet will indicate the status as “Pended” with zero (0) visits 
approved (see Prescreening Outcome Responses in the Appendix). 
 
WHN will send a determination notice to the provider within twenty (20) minutes 
of the prescreening response with a request for medical records. The bar-coded 
form is specific to the patient and must be used as a cover sheet when faxing the 
medical records to WHN. Medical records must be submitted to WHN within twelve 
(12) days of receipt of the request.  
 
For an example of a bar-coded form, please see the Appendix. 

 
Clinical review 
for pended 
requests 

For requests that are pended following the automated prescreening process, WHN 
will initiate the clinical review process once the requested medical records are 
received from the provider. Clinical reviews are completed within one (1) to two (2) 
business days of receipt of medical records.   
 
Please see the next section of this guide, Clinical Review Process and 
Determinations, for more detailed information about the clinical review process 
and determinations. 

Continued on next page 
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CARE AUTHORIZATION PROCESS, Continued 

 
If the NaviNet 
option is not 
available 

NaviNet is the preferred method for registration and submission of authorization 
requests for the Physical Medicine Management Program. 
 
However, if NaviNet is not available, you can submit your request by calling WHN 
at 1-866-656-6072. 
 
NaviNet is available to you at no cost. If you are not enrolled, click here to entroll 
today.  

 
WHN’s 
availability 

A WHN clinical peer reviewer or Medical Director is available twenty-four (24) hours 
per day/seven (7) days per week. During the hours when NaviNet is not available, 
or outside the standard business hours for the Clinical Services phone line, 
providers may telephone WHN at 1-866-656-6072. 

 
NaviNet® 
authorization 
inquiries 

Care authorizations for physical medicine services under the Physical Medicine 
Management Program will be available for viewing in NaviNet. 

• The Referral/Auth Inquiry function is recommended for accessing all 
registration/authorization information for a particular member.  

• The Referral/Auth Log makes it easy to review what you have recently 
submitted in NaviNet. 

 
For more information, please see the NaviNet Authorization Inquiries section in 
the Appendix of this guide. 

 

https://nanthealth.com/navinet-contact-us/


OCTOBER 2022 

                                                                        PHYSICAL MEDICINE MANAGEMENT PROGRAM ADMINISTRATIVE GUIDE                        35 | P a g e  
 

RETROSPECTIVE REVIEW REQUESTS 

 
Overview Registrations and authorization requests for physical medicine services can be 

submitted to WHN up to ten (10) calendar days before the proposed start date of 
the request; requests must be submitted no later than ten (10) calendar days after 
the start date to be considered timely.  
 
If the requested start date for authorization requests is more than ten (10) 
days in the past, your request will be pended for retrospective review which 
will require submission of clinical records. Retrospective reviews are completed 
by WHN within five (5) business days. 

 
Submit 
retrospective 
review 
requests via 
NaviNet® 

NaviNet® is the preferred method for submitting registration and authorization 
requests for the Physical Medicine Management Program. All your requests can be 
submitted electronically via NaviNet, including those with start dates more than 
ten (10) days in the past that will require retrospective review. 
 
Retrospective review requests are accepted with start dates up to 365 days prior to 
the date you are submitting the request. However, the start date can be no 
earlier than the program’s implementation date of March 1, 2014. 

 
Submission 
process for 
retrospective 
review 

If the treatment start date is more than ten (10) days prior to the date you are 
submitting a request, you will follow the same submission process as for other 
requests. However, because the NaviNet Selection Form and Request Form will not 
accept a treatment start date more than ten (10) days before the date you are 
submitting your request, you will need to edit the start date when you reach the 
WHN screens. 

• On the NaviNet Selection Form, enter the current date for the Proposed Date 
of Service. 

• On the NaviNet Request Form, enter the current date for the Discipline  Start 
Date. 

• When the NaviNet Request Form is submitted, your request is directed to the 
WHN system and you are able to edit the start date on the first WHN screen. 

 

FOR MORE 
INFORMATION 

For step-by-step instructions with screen prints of the submission process through 
NaviNet, please see Submitting Registrations/Authorizations Via NaviNet in the 
Appendix of this guide. 
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CLINICAL REVIEW PROCESS AND DETERMINATIONS 

 
Overview  If an authorization request submitted for services under the Physical Medicine 

Management Program is pended as a result of the prescreening process, additional 
clinical information must be submitted for medical necessity review. Clinical review 
determinations are made based on WHN clinical care guidelines, Highmark Delaware’s 
Medical Policy, and the information presented for review.  

 

IMPORTANT! 
Bar-coded 
cover sheet 
must be used 

WHN will send written notification to the provider’s office within twenty (20) minutes 
of the prescreening response from NaviNet®. For pended requests, the provider will 
receive a bar-coded notification containing a 6-digit reference number and a request 
for medical records.  
 
The barcode is unique to the patient and the current request; the bar-coded notice 
must be used as a cover sheet (placed on top of the medical records) and be the first 
page scanned if sending by fax. Fax the bar-coded cover sheet and medical records to 
WHN at 1-888-492-1025.  

 
Timely 
submission of 
medical records  

Medical records must be submitted within twelve (12) calendar days of receipt of the 
request for medical records from WHN. An untimely submission of medical records 
may result in denial of the request for pre-authorization.  

 
WHN clinical 
review staff 

The WHN physical medicine management process is supported by their skilled clinical 
and professional staff. Clinical reviews are managed by clinical managers, nurse review 
specialists, peer reviewers, physicians, and contracted clinical peer reviewers. All 
clinicians involved in utilization review are credentialed, receive ongoing training, and 
are regularly monitored for quality and performance.  
 
The WHN Clinical Oversight Committee (COC) oversees the utilization management 
process and staff. The COC may delegate projects and functions to the Clinical Peer 
Review Committee (CPRC) as necessary. 

 
WHN’s 
utilization 
management 
process 

WHN utilizes like-licensed clinical reviewers at specific points within the utilization 
review process. Initial clinical reviews may be performed by registered nurse reviewers 
for physical therapy and occupational therapy services when medical necessity criteria 
are met and the request can be fully approved.  
 
If the nurse reviewer cannot approve a request, the request is reviewed by a like-
licensed peer reviewer (e.g., physical or occupational therapist reviewer). If the peer 
reviewer is unable to approve the request based on WHN’s guidelines and Highmark 
Delaware Medical Policy, a physician will also review the case and render a medical 
necessity determination. 

Continued on next page 
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CLINICAL REVIEW PROCESS AND DETERMINATIONS, Continued 

 
Time frame  
for reviews 

Authorization determinations will be made in compliance with regulatory 
guidelines. Once medical records have been received, clinical reviews are typically 
completed within the following time frames: 

• Two (2) business days for initial requests. 
• One (1) business day for continuation of care requests. 
• Five (5) business days for retrospective requests. 

 
Data elements 
evaluated 

When considering an initial or continuation of care request for authorization of 
physical medicine services, the following data elements are evaluated by WHN’s 
peer reviewers to ensure correlation to the presenting diagnosis and proposed 
plan of care: 

• Chief complaint(s); 
• Past medical history; 
• Mechanism of onset; 
• Duration of symptoms (acute or chronic); 
• Severity of condition (mild, moderate, or severe); 
• Examination findings; 
• Results of diagnostic testing; 
• Co-morbidities or complication factors (conditions or circumstances that 

may affect the patient’s response to care); 
• Prior and/or concurrent history of treatment; 
• Prognosis and provider comments; and 
• Changes in outcome assessment tools. 

 
Assessment  
of patient 
response 

The patient’s response to treatment is assessed for clinically significant 
improvement as measured by:   

• Clinical and functional improvement in a patient’s net health as reflected by 
a decrease in symptoms, positive correlation in reduction of objective 
findings, and an increase in function. 

• Assessment questionnaire scores that indicate qualitative and/or 
quantifiable improvement in the patient’s ability to perform functional tasks 
and/or activities of daily living. 

 
It is taken into consideration that the expected level of improvement, rate of 
change, and required duration and frequency of care vary by diagnosis in concert 
with the age of the patient, mechanism of onset, duration of condition, 
contributing past history, and the presence or absence of complicating factors. 

Continued on next page 
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CLINICAL REVIEW PROCESS AND DETERMINATIONS, Continued 

 
Initial  
requests 

Determinations for initial requests are dependent on the following: 
• The diagnosis should be substantiated by history, symptoms, and clinical 

information. 
• The diagnosis should be for a condition which the provider of record can 

effectively treat based on scope of license. 
• All body regions of treatment must coincide with a diagnosis established 

and supported within the clinical record. 

 
Continuation 
of care 
requests 

When a provider determines that additional or continued treatment is indicated 
within an episode of care, the following criteria are reviewed: 

• Initial and current symptoms as described by the patient including severity, 
frequency, and character; 

• Examination and re-examination findings, results of diagnostic tests, daily 
office notes, and other objective data submitted by the provider; 

• The complete initial and current diagnostic impression. 
 
Determination of coverage for requested services is based on review of a member’s 
clinical improvement (i.e., response to care) following a course of treatment 
provided under an approved plan of care. A comprehensive review of the clinical 
outcomes specific to the condition for which services are requested is considered 
in making this decision. 

 
Maintenance 
care defined 

Physical medicine services performed repetitively to maintain a level of function 
are not eligible for payment. A maintenance program consists of activities that 
preserve the patient’s present level of function and prevent regression of that 
function. These services generally would not involve complex physical medicine 
and rehabilitative procedures, nor would they require clinical judgment and skill 
for safety and effectiveness. Maintenance begins when the therapeutic goals of a 
treatment plan have been achieved, or when no additional functional progress is 
apparent or expected to occur.  

 
Care 
management 
worksheet 
available 

WHN’s Physical Medicine Care Management Worksheet provides an overview of 
key care management components. Reviewing this information will help to 
develop an understanding and expectation of how information is to be used in the 
clinical review process. (This worksheet is also available on the Physical Medicine 
Management Program page on the Provider Resource Center.) 

Continued on next page 

https://www.wholehealthpro.com/PublicDocument/DisplayName/WHN%20Physical%20Medicine%20Worksheet
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CLINICAL REVIEW PROCESS AND DETERMINATIONS, Continued 

 
Review 
outcomes 

One of three general outcomes can be expected from the peer review process: 
approved, modified, or denied.  

• Approval (or “certification”): The request for authorization is approved as 
submitted or with an increase in total intensity (same treatment in a shorter 
time frame). 

• Modification (or “partial approval”): The request is partially approved with 
a modification to the number of visits requested. The reviewer determined 
that the request exceeded a reasonable treatment plan based on the 
clinical condition and patient history. 

• Denial (or “non-certification”): The request cannot be authorized based on 
WHN’s clinical guidelines. 

 
Notification  
of decision 

The requesting provider will receive prompt written notification from WHN about 
the outcome of the clinical peer review process. 

• If the requested care plan can be authorized, WHN will send a determination 
notice to the requesting provider. 

• If the requested care plan can be partially authorized with a modification in 
the number of visits approved, WHN sends an adverse determination* notice 
to the requesting provider indicating the number of visits that are approved 
and the time frame for treatment. 

• If the requested care plan cannot be authorized, WHN will send an adverse 
determination notice to the requesting provider indicating denial. 

 
* Regulations require modified approval plans to be categorized as denials or “adverse 
determinations.” 
 
WHN will also notify the member of the outcome of the clinical review. 
 
The information that the requesting provider will receive from WHN in the 
determination notice is listed in the table below: 

 

TYPE OF NOTICE 
In the “Authorization Request Decision” field, 
the response will be listed as… 

And “Visits” will be listed with… 

Approval Approval Number of visits approved and the 
dates in which the visits must be 
completed. 

Modification  
(partial approval) 

Unable to Certify Decision Number of visits approved and the 
dates in which the visits must be 
completed. 

Denial Unable to Certify Decision Field will be marked as “0” (zero) 
since no visits have been approved. 

 

Continued on next page 
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CLINICAL REVIEW PROCESS AND DETERMINATIONS, Continued 

 
Options for 
reconsideratio
n of an adverse 
determination 

If a clinical peer review results in an adverse determination (modification or denial), 
the requesting provider has two options for reconsideration: peer-to-peer 
discussion and appeal. For additional information on these options, please see the 
Peer-to-Peer Discussions and Appeals section in this guide. 
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MEDICAL RECORDS DOCUMENTATION 

 
Overview  When a provider is required to submit additional clinical information for peer 

review for physical medicine services, the submission should include medical 
records pertinent to the episode of care pertaining to the current authorization 
request. 

 
Medical 
records 
submission 

When requested, the medical records submission should include the current 
evaluation and treatment plan for the patient as well as office notes for any care in 
the past three to six months. This includes, but is not limited to, the following: 

• Chief complaint(s); 
• Patient’s case history; 
• Findings of all medical examinations performed; 
• Clinical impression (including rationale for changes in diagnosis); 
• Treatment plan (including rationale for changes in duration or frequency); 
• Progress notes for each patient encounter in a Problem-Oriented Medical 

Record (POMR), or similar charting format – manually dated and signed by 
the provider who rendered the services. Electronic signatures will be 
accepted as long as the rendering provider is identifiable; 

• Details of (and rationale for) supportive procedures or therapies when 
administered, dispensed, or prescribed; 

• Specific description of anatomical sites or regions of all treatment services; 
and 

• Initial Patient-Specific Functional Scale (PSFS) score and any follow-up PSFS 
scores, if available. 

 
Interim 
narrative 
reports 

In addition to clinical records, the submission may also include a medical record 
summary or an interim narrative report outlining the following: care rendered to 
date; diagnostic tests or referrals associated with the episode of care; the goals 
achieved; complications and compliance problems; expected outcomes of the care 
plan submitted; and the initial and any follow-up PSFS form(s). 
 
This report should be comprised of the following elements: 

• A summary of the history of onset along with the patient’s initial and 
current subjective complaints; 

• PSFS form(s); 
• Initial and current objective findings; 
• Diagnostic test results (radiology, laboratory, neurology, vascular, etc.); 
• Complete diagnosis; 
• Discussion of any relevant complicating factors to case management; 
• Documentation of any exacerbation or re-injury summary of care plan to 

include identification of all services, procedures, and supply items; 

Continued on next page 
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MEDICAL RECORDS DOCUMENTATION, Continued 

 
Interim 
narrative 
reports 
(continued) 

• Discussion of the patient’s progress to date; 
• An estimate of future care requirements; and 
• A response to any specific questions asked by the WHN utilization 

management clinician’s comments in making the request 
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CLAIM SUBMISSION AND REIMBURSEMENT 

 
Overview  Highmark Delaware will process claims for services managed by WHN under the 

Physical Medicine Management Program and providers will receive payment from 
Highmark Delaware for eligible services. Registration and prior authorization are 
requirements for reimbursement. 

 
Claim 
submission  

Highmark Delaware encourages electronic submission of claims via NaviNet® or the 
applicable HIPAA transactions. Providers will follow normal procedures for 
submission of claims for physical medicine services managed by WHN. 
 
Highmark Delaware’s claims processing system does not require the provider to 
enter an authorization number when submitting a claim. Authorizations are 
entered in Highmark Delaware’s systems and the claim is matched with the 
applicable authorization on file during processing. 

 
If no auth  
on file 

Authorizations for services approved by WHN are entered into Highmark 
Delaware’s systems. An “authorization” is also entered for the registration (“auto-
approval”) of the initial eight (8) visits in the calendar year. 
 
Any claims submitted for services performed without the required registration or 
authorization will be rejected with the following message: “The patient’s coverage 
required an authorization for the reported service. Since the appropriate managed care 
record was not on file, no payment can be made.” The member will be held harmless 
and will not be responsible for payment.  
 
If a claim is denied because services were not registered or the required 
authorization was not obtained in a timely manner, an authorization request can 
be submitted for retrospective review; medical records will be required.        
 
NOTE: Please see the Retrospective Review Requests section of this guide for 
direction on submitting requests via NaviNet for services with treatment start dates 
greater than ten (10) days in the past. 

 
Medical 
necessity 
denials 

If a claim is submitted for services for which WHN denied authorization, the claim 
will reject for “Authorization denied.” 
 
The member will be held harmless and will not be responsible for payment. 
However, the member would be financially liable if an authorization was requested 
and denied, and then the member still chose to receive the service after being 
informed that it was not approved. The member must agree in writing to assume 
financial responsibility before receiving the service; and the signed agreement 
should be maintained in the provider’s records. 

Continued on next page 
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CLAIM SUBMISSION AND REIMBURSEMENT, Continued 

 
Claim denials 
for other 
reasons 

If the claim has denied for reasons other than medical necessity or required 
authorization not on file, the provider should submit an inquiry via NaviNet. 

 
Appeal  
rights 

For any service that is not approved for payment, Highmark Delaware will offer all 
appropriate rights of appeal. 
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PEER-TO-PEER DISCUSSIONS AND APPEALS 

 
Overview  If clinical peer review results in an adverse determination, WHN offers providers 

two options for reconsideration: peer-to-peer discussion (not applicable to 
Medicare Advantage) and appeal. These are administered by WHN with 
communication of outcome to both the provider and the member. 
 
Member appeals of adverse determinations are administered by Highmark 
Delaware. WHN coordinates with Highmark Delaware in administering the external 
appeals process as required by state and federal regulations. 
 
PLEASE NOTE: For Medicare Advantage preauthorization requests, a peer-to-peer 
discussion is offered to providers prior to a pending adverse determination being 
finalized. 

 
Time  
frame 

Providers must request a peer-to-peer discussion or appeal within one hundred 
eighty (180) days from receipt of an adverse determination. Providers must request 
an appeal within sixty (60) days from receipt of an adverse determination for 
Medicare Advantage products. 

 
Peer-to-peer 
discussions 

If you receive an adverse determination (modification* or denial), you may discuss 
the outcome of the clinical review with the WHN clinical peer reviewer who made 
the initial determination (or with another peer reviewer skilled in the applicable 
discipline if the original reviewer cannot be available).   
 
To request a peer-to-peer discussion, please complete the Utilization 
Management (UM) Department Request Form and fax to WHN’s Appeals & 
Grievance Unit at 1-888-492-1029.  
 
A reviewer will be available to discuss the case within one (1) business day of 
receipt of the request. The WHN peer reviewer will attempt to accommodate the 
best days and times you indicate on the form. The requesting provider and the 
member will be notified of the outcome. 
 
The possible outcomes from the peer-to-peer discussion are as follows: 

• Approved: A determination notice indicating the outcome of the 
discussion is faxed to the provider. 

• Modified: You will receive a determination notice indicating the outcome.  
At this point, you will have the option of requesting an appeal which will be 
outlined in the letter. 

Continued on next page 
  

https://www.wholehealthpro.com/PublicDocument/DisplayName/HM-%20UM%20Department%20Request%20Form
https://www.wholehealthpro.com/PublicDocument/DisplayName/HM-%20UM%20Department%20Request%20Form
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PEER-TO-PEER DISCUSSIONS AND APPEALS, Continued 

 
Peer-to-peer 
discussions 
(Continued) 

• Denied: You will receive a determination notice indicating that the request 
has been denied either for the same or for a different reason. The appeal 
option is also available following this determination. 

 
* Regulations require modified approval plans to be categorized as denials or “adverse 
determinations.” 

 
Provider 
appeal  
process 

If you disagree with a clinical review outcome or receive an adverse determination 
following a peer-to-peer discussion, you have the right to appeal the medical 
necessity determination. The review will be completed by a WHN reviewer who 
was not involved in the initial review and determination. You may provide 
additional information to support your request. WHN will send notification of the 
decision to both the provider and the member. 
 
To request an appeal, please complete the Utilization Management (UM) 
Department Request Form and fax to WHN’s Appeals & Grievance Unit at  
fax# 1-888-492-1029.   
 
All reconsiderations and appeal reviews of adverse determinations for physical 
therapy and occupational therapy services will be reviewed by a physician prior to 
the rendering of a decision. 
 
Clinical standard appeals are reviewed within thirty (30) calendar days of receipt of 
all necessary information. WHN acknowledges receipt of the appeal by phone or in 
writing within one (1) business day of receiving a request for a clinical appeal.  
 
WHN also maintains a process for expedited (fast-track) appeals, if the patient’s 
condition warrants, which are processed and completed within seventy-two (72) 
hours. 
 
The possible outcomes of a formal appeal include: 

• Approved: A determination notice indicating the outcome is faxed to the 
provider. 

• Modified: You will receive a determination notice indicating the outcome.  
At this point, your reconsideration rights through WHN are exhausted; 
however, the member has the right to appeal. Highmark Delaware retains 
responsibility for the member appeal process.   

• Denied: You will receive a determination notice indicating that the request 
has been denied either for the same or for a different reason. At this point, 
your reconsideration rights through WHN are exhausted; however, the 
member has the right to appeal through Highmark Delaware.   

Continued on next page 
  

https://www.wholehealthpro.com/PublicDocument/DisplayName/HM-%20UM%20Department%20Request%20Form
https://www.wholehealthpro.com/PublicDocument/DisplayName/HM-%20UM%20Department%20Request%20Form
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PEER-TO-PEER DISCUSSIONS AND APPEALS, Continued 

 
Provider 
appeal  
Process 
(Continued) 

WHN coordinates with Highmark Delaware in administering the external appeals 
process as required by state and federal regulations. 

 
Member 
appeals 

The member’s appeal rights are communicated in the notice they receive advising 
of an adverse determination (modifications or denials). Member appeals of adverse 
determinations are administered by Highmark Delaware.  
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IMPROVE YOUR EXPERIENCE WITH THE PROGRAM 

 
Helpful  
tips 

To help improve your experience with the Physical Medicine Management 
Program, WHN provides these helpful tips for submitting requests and 
documenting your patient’s care: 
 
Submitting Authorization Requests 

1. Submit requests on a timely basis -- within ten (10) days of the Care 
Authorization's requested start date.  

2. Ensure that your request aligns with the plan of care. Avoid requesting more 
visits than the treating provider states is medically necessary in the plan of 
care.  

3. If it is the first time submitting medical records for an episode of care, be sure 
to include the initial evaluation. For example, if you receive eight visits 
approved via the care registration, and then four visits auto-approved via the 
Rapid Response System (RRS), when you submit records for a clinical review 
of visits 13+, please include the initial evaluation as progress will be 
measured from the baseline documentation.  

4. Please make sure to submit all relevant medical records related to the 
episode of care. In addition to an initial evaluation, providers should submit 
all progress notes and any daily notes that are not covered by a progress 
note. For Medicare Advantage members, submit complete progress notes at 
least every 10 visits. 

5. The Highmark Physical Medicine Management Program is a calendar-year 
program. When requesting authorizations near the end of the year, request 
only those visits needed through December 31.  

6. If you are performing a PT or OT initial evaluation without rendering any 
treatment, no authorization is required; however, if you are providing 
treatment with the initial evaluation, an authorization is required.  

7. If a patient is currently receiving treatment and a new condition emerges 
that requires additional treatment, you may treat the new condition utilizing 
the visits that have been approved for the previous condition.  
When all or most of those visits have been used and the patient requires 
additional care (for the initial condition, the new condition, or both), submit 
a new care authorization request clearly indicating the additional diagnosis. 
The medical records should clearly reflect the addition of the new diagnosis. 

 
Documentation and Patient Care 

1. Ensure that your medical records reflect the recommendations, as applicable, 
found in the following: 

a. The American Physical Therapy Association’s (APTA) Defensible 
Documentation for Patient/Client Management;  

Continued on next page 

http://www.apta.org/DefensibleDocumentation/
http://www.apta.org/DefensibleDocumentation/
http://www.apta.org/DefensibleDocumentation/
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IMPROVE YOUR EXPERIENCE WITH THE PROGRAM, Continued 

 
Helpful  
Tips 
(continued) 

b. The American Occupational Therapy Association’s (AOTA) Guidelines 
for Documentation of Occupational Therapy;  

c. Rationale for the Use of a Chiropractic-Specific SOAP Acronym in 
Clinical Documentation. Frank RG, Wakefield TS. Chiropractic 
Techniques 1996; 8(4): pps. 171-7;  

d. Maximizing the Effectiveness of Clinical Documentation. Mootz RD. 
Topics in Clinical Chiropractic 1994; 1(1) 60-65. Adaptation accessible 
here; and/or  

e. Code of Federal Regulations (CFR): Plan of treatment requirements for 
outpatient rehabilitation services, available through the U.S. 
Government Publishing Office (GPO) website: 

i. http://www.ecfr.gov/cgi-bin/text-
idx?SID=157f60a613406bcf1e6e35fb4c1fdc29&node=42:2.0.
1.2.10.2.35.46&rgn=div8 

ii. https://www.govinfo.gov/content/pkg/CFR-2018-title42-
vol2/pdf/CFR-2018-title42-vol2-part410-subpartB.pdf  

2. Use functional outcome tools and use the same tool throughout the episode 
of care. Ensure that outcome tools are scored and interpreted correctly.  

3. Patient goals should be specific, measurable, and updated on a regular basis.  
4. If you do not have a current progress note showing the current goal status, 

the medical records should include daily notes that have objective data 
related to the goals. It is important to use measurable data to demonstrate 
the patient’s progress from care (e.g., objective measures, standardized 
testing measures, functional status, range-of-motion findings, and Patient-
Specific Functional Scale [PSFS] scores).  

5. When using electronic medical records, ensure that the information is not 
simply reiterated from visit to visit if not applicable. For example, “walking 
with a cane for the first time” reiterated across eight visits gives an incorrect 
picture of true status for seven of the eight visits.  

6. As a patient progresses, guidelines state that it is appropriate to reduce 
treatment frequency. Reduce visit frequency when the patient can continue 
to make progress with less visits and more independent rehab with a home 
exercise program, community exercise programs, and self-care.  

7. For Medicare Advantage patients, outpatient therapy treatment with a 
frequency of more than 2-3 times per week is not typically medical necessary. 
Treatment frequency of greater than three times per week requires 
documentation to support this intensity. 

 

https://www.aota.org/practice/manage/official.aspx
https://www.aota.org/practice/manage/official.aspx
https://www.aota.org/practice/manage/official.aspx
https://chiro.org/documentation/ABSTRACTS/Maximizing_the_Effectiveness.shtml
http://www.ecfr.gov/cgi-bin/text-idx?SID=157f60a613406bcf1e6e35fb4c1fdc29&node=42:2.0.1.2.10.2.35.46&rgn=div8%20
http://www.ecfr.gov/cgi-bin/text-idx?SID=157f60a613406bcf1e6e35fb4c1fdc29&node=42:2.0.1.2.10.2.35.46&rgn=div8%20
http://www.ecfr.gov/cgi-bin/text-idx?SID=157f60a613406bcf1e6e35fb4c1fdc29&node=42:2.0.1.2.10.2.35.46&rgn=div8%20
https://www.govinfo.gov/content/pkg/CFR-2018-title42-vol2/pdf/CFR-2018-title42-vol2-part410-subpartB.pdf
https://www.govinfo.gov/content/pkg/CFR-2018-title42-vol2/pdf/CFR-2018-title42-vol2-part410-subpartB.pdf
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET® 

 
Introduction  NaviNet® makes it easy to register and request authorizations for members in the 

Physical Medicine Management Program. The workflow in NaviNet is the same 
for both registration and authorization submissions.   
 
There is no need to try to determine whether registration or authorization is 
needed -- the system will automatically route your submission. If the patient 
has not yet been registered for the current calendar year, your request will be 
directed to the WHN Care Registry. If a Care Registry has already been established 
for the patient for the current calendar year, your request will be automatically 
routed to the WHN Rapid Response System® (RRS) for Care Authorization.   

 
Before you 
begin… 

Before beginning the NaviNet submission process, please be sure to verify the 
member’s coverage through NaviNet’s Eligibility and Benefits Inquiry.    
(For more information on eligibility and benefit verification, please see the section 
of this guide titled Verification and Application of Benefits.) 
 
For registration submissions, minimal information will be requested. Please 
have the following information readily available to enter for member registration: 

• Patient name and Member ID; 

• Type of care (physical therapy and/or occupational therapy); 

• Start date for the services related to this request; 

• Primary diagnosis code (up to two additional codes can be entered); 

• Number of visits you are requesting for services for this episode of care; and 

• Name and phone number of the person at your office who can be 
contacted about this request. 

 
The system will automatically direct your submission to the authorization 
process if our records show that the member has a Care Registry on file for the 
current calendar year. If you anticipate that authorization may be required, it is 
recommended that you complete and have available the WHN form below that 
outlines the required clinical and demographic information that will be requested 
for authorizations.  

• Preauthorization Request for Physical/Occupational Therapy 

• Preauthorization Request Instructions for Physical/Occupational 
Therapy 

Continued on next page 

https://www.wholehealthpro.com/PublicDocument/DisplayName/RRS%20Template_PT-OT
https://www.wholehealthpro.com/PublicDocument/DisplayName/RRS%20Template_PT-OT
https://www.wholehealthpro.com/PublicDocument/DisplayName/RRS%20Template_PT-OT
https://www.wholehealthpro.com/PublicDocument/DisplayName/RRS%20Template%20Instructions_PT-OT
https://www.wholehealthpro.com/PublicDocument/DisplayName/RRS%20Template%20Instructions_PT-OT
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 
Before you 
begin… 
(continued) 

Completing the form in advance will enable you to quickly enter the information 
into NaviNet. The form and instructions are also available in the WholeHealth 
Networks, Inc.  Forms section of this guide and on the Physical Medicine 
Management Program page on the Provider Resource Center. 
 
A word about pop-up blockers… 

A pop-up is a graphical display area, usually a small window, which suddenly 
appears ("pops up"). It is initiated by a single or double mouse click or rollover.  A 
pop-up blocker is a program that prevents pop-ups from displaying in a user’s Web 
browser. Pop-up blockers work in a number of ways – some disable the command 
that calls the pop-up and some close the window before it appears.  
 

Because pop-up windows must be enabled to use many online services, you may 
have to turn off your pop-up blocker or adjust your pop-up settings to allow pop-
ups from specific websites.  
 

To avoid issues that could occur when submitting registration/authorization 
requests for physical medicine services, we recommend you disable your pop-up 
blocker or adjust your pop-up blocker settings to allow pop-ups from NaviNet.  
This setting is commonly found under the Tools, Internet Options, or Privacy tabs 
in your Internet browser. 
 

To allow pop-ups from NaviNet, add the following address (URL) to your list of 
websites that you want to see pop-ups from:  

https://navinet.navimedix.com/Main.aspx 
 

Please contact your Information Technology (IT) department or your office’s IT 
support staff for assistance in adding the URL to the Privacy tab. 
 
A word about fax machine settings… 

For authorization submissions, WHN will send notification of the prescreening 
outcome to your office. To assure timely receipt of the notifications by fax, please 
have your fax machine set to answer in no more than four (4) rings. WHN’s system 
attempts to fax the provider notification a total of ten (10) times, waiting at least 
twelve (12) minutes between attempts. If all attempts to send the fax fail, the 
notification will be mailed to the provider. 
 
Now that you are ready… 
Step-by-step instructions for submitting your registration/authorization 
requests for physical medicine services in NaviNet begins on the next page. 

Continued on next page 

https://navinet.navimedix.com/Main.aspx
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 
NaviNet® 
Plan Central 

IMPORTANT! The workflow in NaviNet is the same whether the member 
requires registration or authorization. You will use the Authorization Submission 
transaction in NaviNet and complete the NaviNet Selection Form and the NaviNet 
Request Form. Based on the member’s history, the system will then automatically 
route your request to either the WHN Care Registry or through the WHN Rapid 
Response System® (RRS) for Care Authorization.  
 
You will begin your submission by signing into NaviNet using your NaviNet 
username and password. On Highmark Delaware’s Plan Central, hover over 
Authorization Submission in the main menu on the left to display the options on 
the fly-out menu (see below). You will then click on the applicable option on the fly-
out menu based on your provider type: 

• Professionals: Click on Auth Submission. 
• Facilities: Click on Inpatient Auth Submission. 

 

 
 

 
NaviNet® 
Selection Form 

You will complete the NaviNet Selection Form by entering the required 
information.   
 

Step 1 Select the applicable provider from the drop-down options, and enter the 
proposed date of service (both fields are required). The proposed date of 
service is the start date for services related to this request. It is not the 
date the member was first seen in your office. 

Step 2 The Member ID alone will be accepted. If the Member ID is not used, you 
must enter all of the following:  member’s first name, last name, and date of 
birth. 

Step 3 • From the Category drop-down, select Physical Medicine. 
• From the Service drop-down, select the applicable discipline –  

Physical Medicine or Occupational Therapy.*  
 

Continued on next page 
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 

NaviNet® 
Selection Form 
(continued) 

• Once the information is entered, click Submit.   
• You will be advanced to the NaviNet Request Form (see next page).     

Providers who provide both physical and occupational therapy can select both options if necessary – 
select one discipline, and then click on the Add Category/Service button to enter the other. 

 

IMPORTANT! If a member’s plan does not require registration and authorization, 
you will receive a message from NaviNet after you submit the Selection Form. The 
screen message will indicate that WHN does not provide utilization management 
for the member.    
 

                                   

 
NaviNet® 
Request Form 

Enter the required information on the NaviNet Request Form. You must use the 
scroll bar to view the entire Request Form. NOTE: This image is an example and 
may not appear exactly as shown based on your provider type and the services 
being requested. 
 

IMPORTANT! Complete only the required fields highlighted in yellow. It is not 
necessary to enter information in the Comments text boxes – information entered 
in those fields is not used in this process for physical medicine services. 
• Once the information is entered, click Submit.  
• The system will now automatically route your request to WHN. 

 
See the next page for an example of this screen. 

Continued on next page 

IMPORTANT!  NaviNet will accept a Proposed 
Date of Service that is up to 10 days in the 
past. If your proposed date of service is more 
than 10 days in the past, enter the current 
date here and you will be able to edit the 
Start Date later in the process. 

 

NOTE: This image is an example and may 
not appear exactly as shown based on your 
provider type; however, the steps and 
information requested will be the same. 
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 
 

 

Continued on next page 

Use the scroll bar to 
view the entire page. 
 

IMPORTANT! Be sure to enter the name and 
phone number for the person in your office 
who should be contacted about this request. 
 

• The Discipline Start Date is the date services related to 
this request are expected to begin for this discipline. 
And it is included in the total Number of Visits you are 
requesting for this discipline.  

• If you are requesting services for one discipline, the 
Discipline Start Date is the same as the Proposed Date of 
Service on the Selection Form.  

• If you chose two disciplines (PT and OT), the discipline 
start date for each may be different but one should 
match the Proposed Date of Service.  

 

Please enter the primary 
diagnosis in this box.  
Click on the Add Diagnosis 
Code button to enter up to 
two additional codes. 
 

Select applicable address 
from drop-down options. 
 

IMPORTANT!  NaviNet will accept a 
Discipline Start Date that is up to 10 days 
in the past. If your start date for services is 
more than 10 days in the past, enter the 
current date here and you will be able to 
edit the Start Date later in the process. 
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 

You are now 
entering the 
WHN system… 

Once you submit the NaviNet Request Form, you will be directed automatically 
from NaviNet into the WHN system. The first WHN screen provides an opportunity 
to edit the start date for services related to your request if necessary. 
 

Helpful tips are available on the WHN screens by clicking on this symbol. 

 

Edit the  
start date 

You may edit the start date on this screen if the NaviNet Selection Form and Request 
Form could not accept the start date for the requested services (if the start date is 
more than ten [10] days in the past). You must click on the Continue button to 
advance to the next screen. 
 

Please remember: 
• Retrospective submissions are accepted with start dates up to 365 days prior 

to the date you are submitting the request. 
• If the requested start date is more than 10 days in the past, authorization 

requests will be pended for retrospective review and will require submission 
of clinical records (does not apply to registrations). 

  

 

Continued on next page 

Click Continue to advance 
to the next screen. 
 

The start date can be edited 
here to provide an accurate start 
date for the requested services. 
 

Retrospective submissions are accepted 
with start dates up to 365 days prior to the 
date you are submitting the request. 
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 
Choose  
Office  
Location 

You will now see Choose Office Location added to the screen. Select your office 
location from the options available, and then click Continue to advance to the 
next screen. 

 

 

 
Identifying 
Provider Type  
and  
Type(s) of 
Procedures 

Information entered on this screen will help WHN to identify the type of provider 
rendering the services and the type(s) of procedures being performed.  
 

Providers must select each anticipated modality to be performed that will be 
included under the authorization.  
 

QUESTION 1: Select the type of provider who will render the services. 
 
QUESTION 2: Click on the applicable radial button to select the type(s) of 
procedures anticipated for the patient’s plan of care: Therapy Procedures – 
Group A and/or Therapy Procedures – Group B (both can be selected if 
applicable). 
 
Your procedure type selections can be determined based on the procedures you 
anticipate performing/billing as categorized in the tables on the screen. 
 

After answering both questions, click on the SUBMIT ANSWERS button. 
 
See the next page for an example of this screen.  

Continued on next page 

Select your office location from the 
options available in the drop-down, 
and then click Continue. 
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 
  

 

 
WHN’s system 
determines  
the next step… 

Once you submit your answers to the questions about the type of provider and 
type(s) of service, the WHN system automatically routes your request to either 
the Care Registry or the WHN Rapid Response System (RRS) for Care 
Authorization. 

 

Registration 
pathway – 
Care 
Registration 
tab 

 If you receive the screen shown on the next page with the “Care Registration” 
tab, the member has not yet reached the visit threshold for the services requested 
and your submission has been entered into WHN Care Registry.   
• You must click the Next button.  
• You will then receive a Response Form confirming your registration and 

providing an authorization number for the “auto-approved” visits (see next 
page).  

• Your submission will be available for viewing immediately in the NaviNet 
Referral/Auth Log and will be available promptly in the Referral/Auth 
Inquiry. 

Continued on next page 

IMPORTANT! To prevent unnecessary claim denials, 
please remember to select each procedure type 
category that includes procedure codes you anticipate 
performing/billing: Therapy Procedures – Group A 
and/or Therapy Procedures – Group B.  
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 
 

IMPORTANT! If you did not receive the screen below after submitting your answers to 
the questions about provider type and type(s) of service, and received instead a 
screen with a “Fax” tab, authorization will be required. Further guidance to assist you 
in  continuing your submission through the Care Authorization pathway appears later 
in this guide. 

 

 

 

 

 
Registration 
pathway – 
Response Form 

The Response Form* is your confirmation that the member has been registered 
with WHN and the requested visits have been “auto-approved.” An authorization 
number is provided. The registration submission is now complete. 
 
* The Response Form may vary slightly from what appears here depending on your browser. 
 
See the next page for an example of this screen.  

Continued on next page 
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 

 

Continued on next page 

Note: If our records show 
that a registration is not 
on file, 8 visits will be 
automatically approved 
even if your request is for 
less than 8 visits. 
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 
Authorization 
pathway 

If you see a screen with a Fax tab after submitting the form indicating your 
provider type and anticipated service(s), your submission has been routed to the 
WHN Rapid Response System (RRS) for Care Authorization. The member has 
reached the visit threshold for the services you are requesting, and authorization is 
required.  
 

You will enter information on four tabs: Fax, Condition, Treatment Plan, and 
History. The information entered will populate in the Summary Preview panel on 
the right side of the screen. 

 
Authorization 
pathway – 
Fax tab 

If the fax number populated on this screen is not the correct number for your office 
location, enter the correct fax number, and then click on the ENTER/EDIT FAX & 
CLICK TO UPDATE bar to update. Click Next to advance to the next screen. 

NOTE: This is the fax number that WHN will use to fax written notification to the 
provider’s office following the NaviNet prescreening response and for additional 
communication as needed if the provider’s communication preference is set at fax. 
Please make certain that the fax number is accurate. 

 

 

Continued on next page 
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 
Authorization 
pathway – 
Welcome to 
WHN 

After you click Next on the Fax tab, the screen below will appear that says 
Welcome to the WHN pre-authorization system. 

• You must click the Next button. 
• The system will advance to the Condition tab. 

 

 

 
Authorization 
pathway – 
Condition 
tab 

On the Condition tab, you will be asked questions about the patient’s condition.   
• Answer all questions. 
• Click Next. 
• The submission will advance to the Treatment Plan tab. 

 
 Helpful tips are available by clicking on this symbol for each question. 

 
NOTE: This image of the Condition tab (see next page) is an example and may not 
appear exactly as shown. The questions on this tab may vary based on the services 
being requested. 

Continued on next page 
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 

 

 
Authorization 
pathway – 
Treatment Plan 
tab 

On the Treatment Plan tab, you will be asked questions about the patient’s 
diagnosis and the proposed treatment. 

• Answer all questions. 
• Click Next. 
• The submission will advance to the History tab. 

 

 Helpful tips are available by clicking on this symbol for each question. 
 

Special Note about the Patient Specific Functional Scale: 
The Patient Specific Functional Scale (PSFS) is a tool used by physical medicine 
providers to assess patient outcomes. The most recent PSFS score is requested 
when authorization requests are submitted for physical therapy and occupational 
therapy services. If a PSFS score is not available, you may leave the field blank. 
 

NOTE: This image of the Treatment Plan tab (see next page) is an example and 
may not appear exactly as shown. The questions on this tab may vary based on the 
services being requested. 

Continued on next page 
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 

 

 
Authorization 
pathway – 
History 
tab 

On the History tab, you will be asked questions about the patient’s medical 
history. 

• Answer all questions. 
• Click Next. 
• The submission will advance to the Summary tab. 

 
 Helpful tips are available by clicking on this symbol for each question. 

 
NOTE: This image of the History tab (see next page) is an example and may not 
appear exactly as shown. The questions on this tab may vary based on the services 
being requested. 

Continued on next page 
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 

 

 
Authorization 
pathway – 
Summary  
tab 

On the Summary tab, you will review the information in the Summary Preview 
panel on the right side of the screen.  

• Corrections can be made on previous screens by clicking on the 
appropriate tab – Condition, Treatment Plan, and/or History. 

• Click on the Review Complete button to verify that you have reviewed the 
information and that it is correct. 

• The submission will advance to a screen indicating that “Your Review is 
Complete”. 

 
See the next page for an example of this screen.  

Continued on next page 
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 
 

 

 
Authorization 
pathway – 
Submission 

By clicking on Submit For Prescreening (see image below), you are submitting 
your request into the WHN RRS prescreening process where the information you 
have entered will be compared to clinical guidelines. 

 

 

Continued on next page 
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APPENDIX:  SUBMITTING REGISTRATIONS/AUTHORIZATIONS VIA 
NAVINET®, Continued 

 
Prescreening 
outcome 
notification 

You will receive an immediate response from NaviNet indicating the outcome of 
the prescreening process. There are three possible responses:   

• Approved; 
• Opportunity to modify treatment plan to meet guidelines; or 
• Pended.   

 

In the next section of this guide, Prescreening Outcome Responses, examples of 
the prescreening outcome responses that you will receive from NaviNet are 
provided.   
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APPENDIX:  PRESCREENING OUTCOME RESPONSES 

 
Overview  Once the WHN prescreening process is complete, you will receive one of three 

responses from NaviNet: 
• Approved; 
• Opportunity to modify treatment plan to meet guidelines; or 
• Pended.   

 
Approved If your request is approved through the prescreening process, you will receive a 

response via NaviNet that indicates the number of visits approved and the time 
frame for completion of the approved plan of care.  
 
You will also receive a determination notice from WHN within approximately 
twenty (20) minutes of the prescreening response. 
 
NOTE: This image provides an example of the location of the “Approved” status 
and the “Authorization Number” at the top of the form. Information will be 
populated in all necessary fields on the actual responses that you will receive.  

 

 

Continued on next page 
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APPENDIX:  PRESCREENING OUTCOME RESPONSES, Continued 

 
Modified  If the full number of visits initially entered cannot be approved through the 

prescreening process, you may receive the response below indicating how many 
visits can be approved within the guidelines. Prior to completion of the process, 
you may elect to “Accept Visits Allowed Per Guidelines” to modify your treatment 
plan to meet guidelines, or select “Send To Review.”  

• If Accept Visits Allowed Per Guidelines is selected, WHN will send a 
notification to the provider with the approved number of visits and the date 
by which treatment is to be completed. (If it is determined that more visits 
are needed after the approved visits are completed, a new authorization 
request can be submitted for continuation of care.) 

• If Send To Review is selected, the request will be pended. WHN will send a 
bar-coded notification to the provider requesting medical records. The bar-
coded form must be used as a cover sheet when faxing medical records to 
WHN. Medical records must be submitted to WHN within twelve (12) 
calendar days of receipt of the request. 

 
NOTE: This image is an example and may not appear exactly as shown. 

 

 

Continued on next page 
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APPENDIX:  PRESCREENING OUTCOME RESPONSES, Continued 

 
Pended  If a determination cannot be made in the automated prescreening process, the 

request will be pended for clinical review. WHN will send a determination notice to 
you within approximately twenty (20) minutes of the prescreening response with a 
request for medical records.  
 
The bar-coded notification form that you receive is specific to the patient and must 
be used as a cover sheet when faxing the medical records to WHN. The medical 
records must be sent to WHN within twelve (12) days of the request to be 
considered timely. 
 
NOTE: This image provides an example of the location of the “Pended” status at 
the top of the form. Information will be populated in all necessary fields on the 
actual responses that you will receive.  
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APPENDIX:  SAMPLE BAR-CODED NOTIFICATION/COVER SHEET 

 
Bar-coded 
cover sheet 
must be used 
when faxing 
medical 
records 

Following the WHNY Rapid Response System® (RRS) prescreening process, a 
determination notification is sent to the requesting provider. WHN uses barcode 
technology that securely links the member’s medical records to the electronic file.  
 

If an authorization request is pended for clinical peer review, the bar-coded 
notification must be used as the cover sheet when faxing the requested medical 
records to WHN. 
 

NOTE: This image is an example and may not appear exactly as shown. 
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APPENDIX:  NAVINET AUTHORIZATION INQUIRIES 

 
NaviNet®  
Referral/Auth 
Inquiry  
 

Your registration and authorization submissions for services under the Physical 
Medicine Management Program will be available for viewing in NaviNet®. 
 

The Referral/Auth Inquiry function is recommended for accessing all registration 
and authorization information for a particular member. It provides information for 
requests submitted through NaviNet or by telephone. The Referral/Auth Inquiry is a 
real-time look at the information on file in Highmark’s database; the information 
available to providers here is the same information available to Highmark and WHN 
staff. (Please note that there may be a slight delay between the submission to WHN and 
the availability of the information in the Highmark database.) 
 

To access an authorization, hover over Auth Inquiry and Reports in the menu on 
Highmark’s Plan Central. The following search options are available on the fly-out 
menu: Member ID Search, Member Name Search, and Date of Service Search. 

 

 

 
NaviNet® 
Referral/Auth 
Log 

The Referral/Auth Log, accessed by selecting Authorization Submission, makes   
it easy to review what you have recently submitted in NaviNet. This function 
provides numerous search options and is most helpful in accessing incomplete 
authorizations saved prior to submission. It provides a summary of the original 
submission with minimal update. 
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APPENDIX:  WHOLEHEALTH NETWORKS CLINICAL REFERENCE 
SOURCES 

 
Overview  When providers submit their authorization requests for physical medicine services 

via NaviNet®, the proposed treatment plan is routed through the WHN Rapid 
Response System® (RRS), and processed along specific clinical decision support 
pathways. A member’s unique case history is assessed for severity of condition or 
injury, potential clinical red flags, complicating factors, co-morbidities, and cross-
referenced with treatment protocols for specific conditions. 
 
WHN utilizes multiple sources of nationally accepted, evidence-based treatment 
guidelines in addition to ongoing analysis of their own large database of historical 
claims and treatment authorizations to develop their clinical decision support 
pathways and protocols. The program’s clinical guidelines and protocols are 
continually reviewed and updated annually by WHN Clinical Oversight Committee 
to reflect best practice clinical outcomes and industry standards. 

 
Resource 
examples 

WHN’s clinical reference sources include, but are not limited to, the following: 

• Official Disability Guidelines (ODG), Work Loss Data Institute, LLC, 2013. 

• Apollo Managed Care Guidelines, Physical/Occupational/Speech Therapy 
and Rehabilitation Care, 8th Edition. 

• Centers for Medicare & Medicaid Services (CMS): Outpatient Physical and 
Occupational Therapy Services (L26884). 

• Diagnosis and Treatment of Low Back Pain: A Joint Clinical Practice 
Guideline from the American College of Physicians and the American Pain 
Society. 

• Institute for Clinical Systems Improvement (ICSI) Health Care Guideline for 
Adult Low Back Pain, 13th Edition. 

• Clinical Practice Guidelines linked to the International Classification of 
Functioning, Disability, and Health from the Orthopaedic Section of the 
American Physical Therapy Association. 

 
For additional 
sources 

For a more extensive list of clinical reference sources utilized in the WHN RRS and 
clinical reviews, please refer to the Physical Medicine Management Program 
page on the Highmark Delaware Provider Resource Center (under CARE 
MANAGEMENT PROGRAMS). 
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APPENDIX:  PROCEDURE CODES AND DESCRIPTIONS 

 
Applicable 
procedure 
codes with 
descriptions 

The procedure codes listed below require registration and/or authorization under 
the Highmark Delaware Physical Medicine Management Program.  
 

Please Note: Physical/occupational therapy evaluations (97161-97163, 97165-97167) 
do not require registration and authorization. However, physical and occupational 
therapy re-evaluations (97164 and 97168) do require authorization.  

 

PROCEDURE 
CODE DESCRIPTION 

G0283 Electrical stimulation (unattended), to one or more areas for indication (s) other than 
wound care, as part of a therapy plan of care  

G0515 Development of cognitive skills to improve attention, memory, problem solving 
(includes compensatory training), direct (one-on-one) patient contact, each 15 
minutes 

97010 Application of a modality to one (1) or more areas; hot or cold packs 
97012 Application of a modality to one (1) or more areas; traction, mechanical 
97014 Application of a modality to one (1) or more areas; electrical stimulation (unattended) 
97016 Application of a modality to one (1) or more areas; vasopneumatic devices 
97018 Application of a modality to one (1) or more areas; paraffin bath 
97022 Application of a modality to one (1) or more areas; whirlpool 
97024 Application of a modality to one (1) or more areas; diathermy (e.g., microwave) 
97026 Application of a modality to one (1) or more areas; infrared 
97028 Application of a modality to one (1) or more areas; ultraviolet 
97032 Application of a modality to one (1) or more areas; electrical stimulation (manual), 

each 15 minutes  
97033 Application of a modality to one (1) or more areas; iontophoresis, each 15 minutes 
97034 Application of a modality to one (1) or more areas; contrast baths, each 15 minutes 
97035 Application of a modality to one (1) or more areas; ultrasound, each 15 minutes 
97036 Application of a modality to one (1) or more areas; hubbard tank, each 15 minutes 
97039 Unlisted modality (specify type and time if constant attendance)  
97110 Therapeutic procedure, one (1) or more areas, each 15 minutes; therapeutic exercises 

to develop strength and endurance, range of motion, and flexibility 
97112 Therapeutic procedure, one (1) or more areas, each fifteen minutes; neuromuscular re-

education of movement, balance, coordination, kinesthetic sense, posture, and/or 
proprioception for sitting and/or standing activities 

97113 Therapeutic procedure, one (1) or more areas, each 15 minutes; aquatic therapy with 
therapeutic exercises 

97116 Therapeutic procedure, one (1) or more areas, each 15 minutes; gait training (includes 
stair climbing) 

Continued on next page 
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APPENDIX:  PROCEDURE CODES AND DESCRIPTIONS, Continued 

 
PROCEDURE 

CODE 
DESCRIPTION 

97124 Therapeutic procedure, one (1) or more areas, each 15 minutes; massage including 
effleurage, petrissage, and/or tapotement (stroking, compression, percussion) 

97127 Therapeutic interventions that focus on cognitive function (e.g., attention, memory, 
reasoning, executive function, problem solving, and/or pragmatic functioning) and 
compensatory strategies to manage the performance of an activity (e.g., managing 
time or schedules, initiating, organizing, and sequencing tasks), direct (one-on-one) 
patient contact  

97129 Therapeutic interventions that focus on cognitive function (e.g., attention, memory, 
reasoning, executive function, problem solving, and/or pragmatic functioning) and 
compensatory strategies to manage the performance of an activity (e.g., managing 
time or schedules, initiating, organizing, and sequencing tasks), direct (one-on-one) 
patient contact; initial 15 minutes 

97130 Therapeutic interventions that focus on cognitive function (e.g., attention, memory, 
reasoning, executive function, problem solving, and/or pragmatic functioning) and 
compensatory strategies to manage the performance of an activity (e.g., managing 
time or schedules, initiating, organizing, and sequencing tasks), direct (one-on-one) 
patient contact; each additional 15 minutes (list separately in addition to code for 
primary procedure)  

97139 Unlisted therapeutic procedure (specify) 
97140 Manual therapy techniques, (e.g., mobilization/manipulation, manual lymphatic 

drainage, manual traction), one (1) or more regions, each 15 minutes 
97150 Therapeutic procedure(s), group (two [2] or more individuals) 
97164 Re-evaluation of physical therapy  
97168 Re-evaluation of occupational therapy  
97530 Therapeutic activities, direct (one-on-one) patient contact by the provider (use of 

dynamic activities to improve functional performance), each 15 minutes 
97533 Sensory integrative techniques to enhance sensory processing and promote adaptive 

responses to environmental demands, direct (one-on-one) patient contact by 
provider, each 15 minutes 

97535 Self-care/home management training (e.g., activities of daily living [ADL] and 
compensatory training, meal preparation, safety procedures, and instructions in use of 
assistive technology device/adaptive equipment), direct one-on-one contact by 
provider, each 15 minutes 

97537 Community/work reintegration training (e.g., shopping, transportation, money 
management, avocational activities and/or work environment/modification analysis, 
work task analysis, use of assistive technology device/adaptive equipment), direct 
one-on-one contact by provider, each 15 minutes 

97542 Wheelchair management (e.g., assessment, fitting, training), each 15 minutes 
 

Continued on next page 
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APPENDIX:  PROCEDURE CODES AND DESCRIPTIONS, Continued 

 
PROCEDURE 

CODE 
DESCRIPTION 

97750 Physical performance test or measurement (e.g., musculoskeletal, functional capacity), 
with written report, each 15 minutes 

97755 Assistive technology assessment (e.g., to restore, augment, or compensate for existing 
function, optimize functional tasks, and/or maximize environmental accessibility), 
direct one-on-one contact by provider, with written report, each 15 minutes 

97799 Unlisted physical medicine/rehabilitation service or procedure  
98925 Osteopathic manipulative treatment (OMT); one (1) to two (2) body regions involved 
98926 Osteopathic manipulative treatment (OMT); three (3) to four (4) body regions involved 
98927 Osteopathic manipulative treatment (OMT); five (5) to six (6) body regions involved 
98928 Osteopathic manipulative treatment (OMT); seven (7) to eight (8) body regions 

involved 
98929 Osteopathic manipulative treatment (OMT); nine (9) to ten (10) body regions involved 
98940 Chiropractic manipulative treatment (CMT); spinal, one (1) to two (2) regions 
98941 Chiropractic manipulative treatment (CMT); spinal, three (3) to four (4) regions 
98942 Chiropractic manipulative treatment (CMT); spinal, 5 (5) regions 
98943 Chiropractic manipulative treatment (CMT); extraspinal, one (1) or more regions 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Highmark Blue Cross Blue Shield Delaware is an independent licensee of the Blue Cross and Blue Shield 
Association.  
 

NaviNet is a registered trademark of NaviNet, Inc., which is an independent company that provides a secure, 
web-based portal between providers and health care insurance companies.  
 

WholeHealth Networks, Inc., a subsidiary of Tivity Health Support, LLC., is an independent company that 
provides physical medicine management services.  
 

NaviNet, Inc. and WholeHealth Networks, Inc.  are solely responsible for the products and services they provide 
and that are referenced in this administrative guide. 
 
 
© 2014-2020 Highmark Inc. All rights reserved. 
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