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INTRODUCTION 
 

A. Welcome to Exclusive Care 

 
Welcome to Exclusive Care, the health plan for the County of Riverside that creates a partnership 
between physicians and members. 

 
Exclusive Care was established in 1999 and approved by the Riverside County Board of Supervisors as 
a comprehensive health plan with a lower premium option than the other HMOs and PPOs offered by the 
County. Exclusive Care is self-funded, fee for service and not for profit health plan. On January 1, 1999 
Exclusive Care opened with 300 members. The goal was to serve 1500 employees and their eligible 
dependents. 

 
Today Exclusive Care has over 13,000 County employees and their eligible dependents as well as other 
public entity employees. Over the years we have expanded our ancillary services offering our members 
more choices for radiology and physical therapy services. 

 
We are pleased you have chosen to join this partnership. Our providers are guaranteed quick and easy 
turnaround times for their referrals. Exclusive Care allows and encourages the specialty panel to make 
the necessary referrals they need to treat a member by faxing their referral requests directly to Exclusive 
Care instead of going through the Primary Care Physician. Exclusive Care provides prompt claims 
processing to support our partnership with you. Our Member Services and Medical Management teams 
are available during normal business hours to answer your questions and help you in a prompt, 
professional and pleasant manner. The Provider Relations Department can answer your operational, 
credentialing and contracting questions. 

 

Please visit our web site at www.exclusivecare.com and become familiar with all of the advantages 
offered online. This includes our current Referral Request Forms, Direct Referral Forms, Online eligibility, 
EDI and links to the Pharmacy Provider. You will find simple procedures for you to prescribe mail order 
prescription services for our members at a significant cost savings for them, and ease for you. 

 

Please take time now to read through the Exclusive Care Provider Manual. 

Thank you for being part of an exclusive network of providers. 

http://www.exclusivecare.com/
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B. Manual Overview 

 
The Exclusive Care Provider Manual is designed to help Exclusive Careôs contracted Providers 
understand how Exclusive Care works and the rules and regulations. 

 

 
C. Exclusive Care Resources and Contact Information 

SECTION 1:       MEMBERSHIP AND ELIGIBILITY 
 
Member Identification Card 

 
 

All EXCLUSIVE CARE Members receive an EXCLUSIVE CARE identification card within 10-12 days of 
the effective date of coverage along with a welcome packet. The card contains the name of the Primary 
Care Physician (PCP), office telephone number and general co-payment information. 

 
The EXCLUSIVE CARE ID card does not guarantee eligibility or payment. Physicians and their staff 
must contact Member Services to verify eligibility prior to rendering services. 

 

When examining a memberôs identification card it is important to note: 
 

The subscriber and each eligible dependent will have their own ID card with a distinct 
member ID number. 

 

The last two characters of the member ID number identify the contract status, i.e.: 

01 = Subscriber 
02, = Spouse 
03, 04 etcé = Dependent 

 

Specific copayment amounts for the most common services are listed. Copay amounts 
for office visits, physical therapy and inpatient admissions may vary depending on the 
memberôs plan type. Call 800-962-1133 press option one (1) for Member Services to 
verify specific co-pay amounts. Providers with access to online eligibility may view 
specific copayments amounts on the eligibility web portal. 

 
SEE ID CARD SAMPLE ON NEXT PAGE 
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Sample ID Card- (COR Active Employees and Early Retirees) 
FRONT OF ID CARD 

 

BACK OF ID CARD 
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Eligibility Verification 
 
Verifying eligibility is essential to determine coverage. The Exclusive Care Card does not 
guarantee eligibility. This card is issued for Member convenience and identification purposes 
only. Providers are responsible for verifying a memberôs eligibility for each visit prior to 
rendering services. 
In addition to verifying eligibility, the PCP/Provider is encouraged to verify the Memberôs 
identification through secondary means, such as a driverôs license or state identification with 
both a picture and signatures. 

 
Member Services maintains an updated member data base for the convenience of the 
provider. Providers can receive updated eligibility information on members by calling Member 
Services at 1-800-962-1133, between the hours of 8am to 5pm. 

 
The following information is available to the provider: 

 

Name PCP Effective Date 
Member Identification Number Membership Status 
Effective Dates 
Birth date 
Gender 
Assigned PCP 

 

On Line Eligibility Verification 
 

Providers may also access our on-line provider portal to verify a patientôs eligibility and other plan 
coverage information. The portal is secure, requires a login and provides 24/7 access. To review the 
step by step instructions for how to access the Eligibility portal please contact our Provider Relations 
Department at 1-800-962-1133, between the hours of 8am to 5pm for password and sign on 
assistance. For Providers who have already signed up for this service the web sign on location is: 
https://rc-hr.com/exclusivecare 

 

Member Co-Payments 

 
EXCLUSIVE CARE Members are expected to pay a co-payment as outlined in the Summary Plan 
Document (SPD) and the Schedule of Benefits in this Provider Manual for certain services. Collect the 
co-payment at the time of service. 

 

Co-payments apply to the following types of services: 
 

ü Specialist Office Visits 
ü Family Planning 

https://rc-hr.com/exclusivecare
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ü Emergency Room Visits 
ü Urgent Care Services 
ü Mental Health Services 
ü Chiropractic Care 
ü Substance Abuse Services 
ü Voluntary Interruption of Pregnancy 
ü Hearing Aid Benefit 
ü In or out of network Inpatient stay (when authorized) 
ü Durable Medical Equipment 

 

Co-payments do not apply to the following types of services: 
 

ü Periodic Health Evaluations 
ü Well Baby Care 
ü Well Woman Care 
ü Maternity Care 
ü Immunizations 
ü Blood & Blood Plasma Products 
ü Home Health Care 
ü Hospice 
ü Diagnostic Services 

ü Laboratory Services 
ü Vision and Refraction exams 
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Schedule of Benefits 

Summary of Covered Services 

Medical Exclusions and Limitations 
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SECTION 2:       COVERED SERVICES AND EXCLUSIONS 

 
The Schedule of Benefits below summarizes the services that are covered, the amount the Plan will pay, 
and corresponding Copay amounts. This is only a brief summary, for detailed plan coverage information 
please refer to the Summary Plan Document. 
 

Questions regarding covered benefits should be directed to: 
Member Services 1-800 962-1133 

Schedule of Benefits ï EPO Plan 
 

Choice of Physician Any  Participating Primary Care Physician 

Deductible ï Individual None 

Deductible ï Family None 

Out-of-Pocket Maximum $1,500/Member, maximum $3,000/Family per Calendar Year 

Lifetime Maximum Benefit Unlimited 

Pre-existing Condition Fully Covered 

Outpatient/Office Visits Coverage Level 

Physician Office Visits 100% after $15 Copay 

Hospital Clinic Visits 100% after $15 Copay 

Immunizations 100% 

Maternity Care 100% 

Periodic Health Evaluations 100% 

Diagnostic X-ray & Lab 100% 

Well Baby Care 100% 

Well Woman Care 100% 

Vision Exams (screening and 
refraction) 

100% 

Hospital & Emergency 
 
Room Follow-Up Care 

If a Member requires additional services following stabilization of an emergency condition, they 
should obtain these services from their Primary Care Provider or from a provider authorized by 
Exclusive Care. 

Ambulance 100% 

Ambulatory Surgical Center 100% at Network facility only 

Physician Hospital Visits 100% 

http://www.exclusivecare.com/Portals/19/SPD/EPO%20SPD%20Active%202018%20final%20v2.pdf?ver=2017-12-14-092209-567
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Inpatient Hospital Services $100 per admission at Network or non-Network facilities; non- 
Network facility coverage for emergency only (services subject to 
medical review) 

Outpatient Hospital Services 100% at Network facility only; non-Network facilities not covered 

Hospital Emergency Room 
(Copay waived if admitted) 

100% after $100 Copay at Network or Non-Network facilities; non- 
Network facility coverage for emergency only (services subject to 
medical review) 

Urgent Care/Urgently Needed 
Services 

100% after $20 Copay at Network or non-network facility. 

(services subject to medical review) 

Severe Mental Health Treatment 

Inpatient Care $100 per admission at Network or non-Network facilities; non- 
Network facility coverage for emergency only (services subject to 
medical review) 

Outpatient Care 100% after $15 Copay 

Non-Severe Mental Health Treatment 

Inpatient Care $100 per admission at Network or non-Network facilities; non- 
Network facility coverage for emergency only (services subject to 
medical review) 

Outpatient Care - Individual 100% after $15 Copay 

Outpatient Care - Group 100% after $15 Copay 

Substance Abuse Treatment 

Inpatient Care $100 per admission at Network or non-Network facilities; non- 
Network facility coverage for emergency only (services subject to 
medical review) 

Inpatient Detoxification $100 per admission at Network or non-Network facilities; non- 
Network facility coverage for emergency only (services subject to 
medical review) 

Outpatient Hospital Services 100% at Network facility only 

Outpatient Office Visit 100% after $15 Copay 

Other Benefits 

Allergy Testing & Treatment 100% after $15 Copay 

Chiropractic Care 100% after $15 Copay; benefits limited to 12 visits/Calendar Year 

Durable Medical Equipment 50% Copay  (services subject to medical review) 

Other Medical Equipment (As 
defined in Section 4 of SPD: 
Outpatient Services) 

100% 
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Family Planning 

Elective Pregnancy 
Termination 

 
Infertility Services 

 
Tubal Ligation 

Vasectomy 

 
 

100% after $50 Copay for 1st trimester; $100 Copay for 2nd 

trimester; (3rd trimester only covered if pregnancy life threatening to 
mother) 

50% Copay; up to a maximum of $10,000 lifetime benefit (services 
subject to medical review) 

100% 

100% 

Home Health Care 100% 

Hospice Care 100% 

Physical Therapy 100% after $15 Copay up to 30 visits/Disability within a 90-day 
period 

Skilled Nursing Facility $100 per admission up to 100 days/Disability 

Hearing Aid Instrument $3,000/Member; once every 36 months 

Bariatric Surgery $100 per admission at Network facility only (services subject to 
medical review) 

 
 

Summary of Covered Services 
 
The following services are covered when provided by an EXCLUSIVE CARE participating physician or 
medical group or a provider pre-authorized by EXCLUSIVE CARE. EXCLUSIVE CARE shall pay the 
applicable amount of allowable charges for these services, subject to any co-payments and 
deductibles. 

 
Inpatient Services 

 

Room and Board 
Semi-private room 
Intensive care unit (as medically necessary) 
Private room (as medically necessary) 
Operating, recovery and special treatment rooms 

 
Additional Inpatient Services 

 

Laboratory and X-Ray 
Drugs, anesthesia, medications and biologicals 
Physical, speech, occupational and respiratory therapy 
Hemodialysis 
Administration of blood and blood plasma including the collection and storage of autologous blood 
Nursing care, Durable Medical Equipment 

Physician, Surgeon and Anesthesiologist Services 

Skilled Nursing Facility or Convalescent Care 
Administration of Blood and Blood Plasma 
The processing and storage of autologous blood for scheduled medical procedures 
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Maternity Care 
Physician and medical services (includes prenatal and postnatal care) 
Normal vaginal delivery 
Caesarean Section and complications of pregnancy 
Hospital and other related services 
The plan will not restrict Benefits for any hospital length of stay in connection with childbirth for the 
mother or newborn child to less than forty-eight (48) hours following a normal vaginal delivery, or less 
than ninety-six (96) hours following a Caesarean Section, or require that a provider obtain authorization 
from the Plan for prescribing a length of stay not in excess of the above periods. 

 
Newborn Care 
If the memberôs employer covers spousal dependent coverage, newborns who are born while the 
mother is covered under the Plan are also covered by the Plan for up to 30 days after birth. These 
newborns will be identified using the motherôs Member ID. Newborn dependent coverage will only be 
extended beyond the first 30 days after birth if the child is enrolled in the Plan as a dependent within the 
first 60 days after birth. 

 
Breast Reconstructive Surgery (contact Medical Management) 

Emergency Care/Urgent Care/ Urgently Needed Services 

Ambulance Service 

Land or air 
 
Emergency Care Services 
Emergency Care Services are medical, emergency room or hospital services required as the result of a 
medical condition, manifesting itself by the sudden onset of sufficient severity, which may include severe 
pain, such that a reasonable person would expect the absence of immediate medical attention to result 
in: 

V Placing the memberôs health in serious jeopardy; 

V Serious impairment to bodily functions; or 

V Serious dysfunction of any bodily organ or part. 

Examples of emergencies include heart attacks, strokes, poisonings, and sudden inability to breathe. 

 
In the event of an emergency, Members are instructed to call 911 or to go to the nearest emergency 
room. Members should inform their PCP as soon as possible regarding an emergency room visit. 
Emergency services are covered in a non-network hospital as long as the emergent condition exists 
and a transfer would be medically inappropriate. 

 
 
Notification Requirements ï Exclusive Care requires notification and authorization within 24 hours (of 
the next business day) of admission at 1-800-962-1133 option 3 or 1-951-955-0033. 

 
Urgent Care/ Urgently Needed Services 

 

Urgent Care or Urgently Needed Services are Medically Necessary service required after regular 
business hours to prevent serious deterioration of the memberôs health resulting from unforeseen illness 
or injury manifesting itself by acute symptoms of sufficient severity which may include severe pain, such 
that the treatment cannot be delayed until the memberôs Primary Care Provider is available. 



 

Urgent Care or urgently needed services are provided for less serious medical conditions than 
Emergency Care Services, such as: 

V Nonlife-threatening cuts which nevertheless require immediate suturing to ensure proper 
healing 

V Acute illnesses when a delay in care would result in a serious deterioration in the memberôs 
health. 

 
Follow-Up Care 

 

If a Member requires additional services following stabilization of an emergent condition, they should 
obtain these services from their Primary Care Provider or from a provider authorized by Exclusive Care. 
Additional services or referrals to specialists must be coordinated by the memberôs Primary Care 
Provider. 
*Follow-up care provided in an emergency room is not a covered expense. 

Non-Qualifying Services (EPO Plan Only) 

Medical or Hospital services which do not qualify as Emergency Care or Urgent Care/ Urgently Needed 
Services received from non-Participating Providers are not covered by the Plan. 

 
 
Outpatient Services 

 

PCP Office visits 

Periodic Health Evaluations (gender-specific, age-specific), Well Baby Care and Well Woman Care 
visits; 
Annual pelvic examination and PAP smear based on current recommendations from the US 
Preventative Services Task Force and the PCPôs assessment of need (subject to medical review) 

 

Specialist/consultant visits 

Home Health Care Visits 

Prenatal and Postnatal Care 

Allergy testing and treatment 

Hearing screening when performed in a Physicianôs office 

Ambulatory Surgical Center 

Diagnostic X-Ray and Laboratory Services 
Procedures consistent with established medical practices. 

 

Durable Medical Equipment- contact Medical Management 
 

Physical and Occupational Therapy 
Limited to treatment only where short-term therapy is expected to result in near-term significant 
improvement 
Charges for Second Medical Opinion 
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Immunizations 
Childhood immunizations, Hepatitis B and certain adult immunizations when Medically Necessary or 
when required for employee safety in the workplace. 

 

Medical Exclusions and Limitations 
 
All services and benefits for care and conditions as described below shall be excluded from 
coverage under this plan: 

 

Specific Exclusions 

Acupuncture, Acupressure, Biofeedback 

Ambulance Service 
Except when Medically Necessary or necessitated by a life threatening emergency. 

 
Bone Marrow Transplants 
Bone marrow transplants when Experimental or Investigational. 

 
Cosmetic Surgery 
V Services or supplies related to cosmetic surgery, unless it is required as a result of an illness or 

injury sustained while covered under the Plan or to correct a functional defect resulting from a 
congenital abnormality or developmental anomaly; 

V Complications of cosmetic surgery or drugs prescribed for cosmetic purposes. 
V Surgery used to alter or to improve physical appearance or 
V Self-esteem which provides no improvement to a functional impairment. 

 
Custodial or Domiciliary Care 
Homemaker services, respite care, convalescent care or extended care not requiring skilled nursing. 
Dental Care, Dental Appliances 
Includes all services required for prevention and treatment of diseases and disorders of the teeth, 
including but not limited to: 
V Oral exams, X-Rays, routine fluoride treatment, plaque removal, tooth decay, 

dental embryonal tissue disorders, periodontal disease, 
V Anesthesia, repair, and restoration, tooth extraction, replacement of missing teeth, dental 

implants, dentures, and other oral prosthetic devices. 
V Dental services rendered more than six months after an accidental injury to sound natural teeth, 
V Treatment, prevention or relief of pain for dysfunction of the temporomandibular joint or the 

muscles of mastication. 
 
Disabilities Connected To Military Services 
Treatment for disabilities connected to military service for which the Member is legally entitled to 
services through a Federal Governmental Agency, and to which the member has reasonable access. 

 
DNA Testing 
If not related to a specific medical diagnosis for a covered Member (i.e. paternity, family history of 
potential illness or disease) 

 
Durable Medical Equipment, Corrective Appliances, Prosthetics 
V Replacement of  lost Durable Medical Equipment, corrective appliances, or prosthetics 
V Additional optional accessories to Durable Medical Equipment, corrective appliances, or 

prosthetics which are primarily for your comfort or convenience 
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V Personal comfort items (see Summary Plan Document for details or contact Medical 
Management) 

 
Emergency Care Services- Non-Network Facility 
Members enrolled in the EPO plan are covered in a non-Network facility only as long as a life 
threatening condition exists, and a transfer to a Network facility would be medically inappropriate. 

 
Experimental or Investigational Treatment 
Unless otherwise dictated by Federal or state law, decisions as to whether a particular treatment is 
experimental or investigational, and therefore not a covered benefit, are determined by EXCLUSIVE 
CAREôs Medical Director or his or her designee based upon established criteria. (See Summary Plan 
Document or Contact Medical Management) 

 
Eye Surgery 
Surgery to correct refractive error (such as, but not limited to radial keratotomy, refractive keratoplasty) 

 
Foot Care 
Routine foot care, such as removal or reduction of corns and calluses, clipping of toenails, treatment for 
flat feet, fallen arches, and chronic foot strain, except as determined to be Medically Necessary. 

 
Institutional Services and Supplies ï Non-Eligible 
Any services or supplies furnished by a non-eligible institution, which is defined as other than a legally 
operated Hospital, Ambulatory Surgical Center, or Medicare-approved skilled nursing facility (SNF), or 
which is primarily a place of rest, a place for the aged, a nursing home, or any similar institution, 
regardless of how denominated. 

 
Non-Licensed Professionals 
Treatment for any illness or injury when not attended by a licensed physician or surgeon or licensed 
Health Care professional. 

 
Nursing-Private Duty 
Unless determined to be Medically Necessary and ordered by the Primary Care Physician and 
approved by the EXCLUSIVE CARE Medical Director. 

 
Nutritional Supplement Formulas 
Phenylketonuria (PKU) formula is limited to age thirteen (13), or as medically necessary. 

 
Organ Donor Services 
Medical and Hospital services and other costs of a donor or prospective donor when the recipient is not 
a Member of the Plan. 

 
Organ Transplants 
Organ transplants not medically necessary and organ transplants considered Experimental or 
Investigational as defined in the Summary Plan Document. 

 
Out-Of-Area Emergency Services 
For EPO members refer to the Emergency care and Urgent care sections of the Provider Manual. 

 
Physical Examinations 
Routine physical examinations for insurance licensing, employment, school, camp, recreational or 
organizational, including appearances at hearings or court proceedings, examinations precedent to 
engaging in travel, or other non-preventive purposes or for pre-marital and pre-adoption purposes 
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Pregnancy of Covered Dependent 
Services related to a non-spousal dependentôs pregnancy are limited to prenatal care of the dependent. 
Charges for all services related to the birth/delivery of the dependentôs newborn are excluded, including 
pediatric services. 

 
Private Rooms and Comfort Items 
Personal or comfort items and private rooms during inpatient hospitalization unless medically 
necessary. 

 
Public Facility Care 
Care of conditions for which state or local law requires treatment in a public facility. However, 
EXCLUSIVE CARE will reimburse for out-of-pocket expenses incurred by the Member for any covered 
services delivered at such a public facility. 

 

Injuries or illnesses sustained while incarcerated in a State or Federal prison. 
Emergency Care and Urgent Care/Urgently Needed Services required after participating in a criminal 
act are (covered only until the Member is stabilized and placed on a police hold). 

 
Notwithstanding the foregoing, in compliance with Health & Safety Code section 1374.12, nothing in this 
provision shall be deemed to restrict the liability of EXCLUSIVE CARE with respect to covered services 
solely because such services were provided while the Member was in a State hospital. 

 
Random Drug Testing 
All drug testing for a non-medical diagnosis regardless if court ordered. 

 
Recreational, Educational or Hypnotic Therapy 
All treatment and related diagnostic testing, except as provided as part of an otherwise covered 
inpatient hospitalization. 

 
Rehabilitation 
Long term, maintenance, or chronic level rehabilitation services such as physical, occupational, and 
speech therapy provided on an inpatient or outpatient basis. 

Reversal of Voluntary Sterilization 

Sexual dysfunction 
Treatment for sexual dysfunctions or inadequacies unless pre-authorized by EXCLUSIVE CARE. 

 
Skilled Nursing Care/Transitional Care 
Skilled Nursing Facility room and board charges are incurred beyond one hundred (100) days for each 
qualifying condition. A qualifying condition is a medical condition which requires skilled nursing services, 
which as a practical matter ï determined by EXCLUSIVE CARE and the Memberôs Primary Care Provider 
cannot be delivered in a setting other than a Hospital or a Skilled Nursing Facility. A medical condition 
will not be considered a qualifying condition if during the 60 days preceding the medical condition the 
Member has received skilled nursing services. 

 
Social Disorders 
Services which are primarily oriented towards treating a social, or learning disorder, rather than a 
medical diagnosis, including treatment for dyslexia, and behavioral modification therapy 

 
 
Surrogate Pregnancy 
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Third-Partly Liability Services- See Summary Plan Document 
 
Vision Care 
Corrective lenses and frames, contact lenses, contact lens fitting and measurements (except post 
cataract extraction, keratoconus, aphakic or corneal bandages) 

 
Weight Control Programs (Inpatient or Outpatient) 
Eating disorder programs for dietary control or other treatment of obesity such as food supplements, 
vitamins and laboratory tests in association with weight reduction programs; the plan does cover 
medically necessary Bariatric Surgery procedures ordered by the Primary Care Provider and approved 
by the Planôs Medical Director. 

 
Limitations: 

 
Circumstances beyond Control 
If, due to circumstances not reasonably within the control of EXCLUSIVE CARE, such as complete or 
partial destruction of facilities, war, riot, civil insurrection, or similar causes, the provision of covered 
services is delayed or rendered impractical, neither EXCLUSIVE CARE nor its Participating Providers 
have any liability or obligation for such delay or failure to provide services. 

 
Major Disaster or Epidemic 
In the event of any major disaster or epidemic, Participating Providers shall render or attempt to arrange 
for the provision of covered services insofar as is practical, according to their best judgment, within the 
limitations of such facilities and personnel as are then available, but neither EXCLUSIVE CARE nor its 
Participating Providers have any liability or obligations for delay or failure to provide any such services or 
personnel if such is the result of such disaster or epidemic. 
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SECTION 3:       NETWORK PROVIDERS POLICIES AND PROCEDURES 
 
 
Primary Care Physician (PCP) requirements and scope of services description 

 
The Primary Care Physician (PCP) is responsible for providing initial and primary care to patients, for 
maintaining the continuity of patient care, and for initiating referrals for specialist care. This means 
providing care for the majority of health care problems, including but not limited to, preventive services, 
acute and chronic conditions, and psycho-social issues. 

 
EXCLUSIVE CARE has expectations regarding the scope of services delivered by Primary Care 
Physicians. EXCLUSIVE CARE recognizes that no single physician is expected to provide the full scope 
of services. Rather, each EXCLUSIVE CARE Primary Care Physician is expected to meet the intent of 
the definition by initiating care, maintaining continuity of care, and providing care for the majority of health 
care problems. 

 
It is acknowledged that physicians with varying levels of education and experience may require continuing 
education focused on specific skills or topics to retain the designation of Primary Care Physician. 

 
 
The primary responsibility of the Primary Care Physician shall be to provide high quality medical care to 
all members eligible to receive such care from EXCLUSIVE CARE. The primary physicianôs services are 
personal, and his responsibility continuous. The scope of the responsibility is comprehensive (i.e., all 
required services, including preventive services). 

 

General duties and responsibilities of all Exclusive Care Primary Care Physicians 
 

Each EXCLUSIVE CARE Primary Care Physician is credentialed and must provide verifiable 
documentation of appropriate and current education and training in the field of primary care to include 
evidence of significant primary care experience as described in the clinical skill list, which follows. Primary 
Care Physician may include the specialties of Family Practice, Internal Medicine, Pediatrics, Obstetrics 
and Gynecology, as well as General Practice. 

 
Each EXCLUSIVE CARE Primary Care Physician is responsible for providing the majority of 
healthcare and coordinating all the services required by each member, except when emergencies 
preclude the EXCLUSIVE CARE Primary Care Physicianôs role. 

 

ü The EXCLUSIVE CARE Primary Care Physician is expected to provide periodic 
evaluation of all body systems, preventive services, acute and chronic care 
and to address psychosocial issues. 

 
The Primary Care Physicianôs responsibility is continuous. 

 

ü When care by one of more specialists is required, the responsibility of the 
Primary Care Physician is to coordinate all services, not only his/her own, but also all 
services rendered by one or more specialists. 

 

The EXCLUSIVE CARE Primary Care Physician is expected to provide those services, which can be 
provided within his or her skills and to obtain consultation when additional knowledge or skills are required. 

 
The EXCLUSIVE CARE Primary Care Physician is expected to understand the primary concept of benefit 
coverage. EXCLUSIVE CARE Primary Care Physicians are expected to relay the Planôs decisions to 
members in a positive manner. 
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ü When the primary purpose of the visit is for a non-covered service, the 
EXCLUSIVE CARE Primary Care Physician must inform the member and obtain 
written acknowledgement and acceptance of financial responsibility. Once accomplished, the 
physician has the option of passing the cost of the service on to the member. 

 
Provide primary ambulatory medical care to the members of EXCLUSIVE CARE including: 

 

ü Definitive diagnosis 
ü Definitive treatment 
ü Post-treatment follow-up 
ü Follow-up and feedback on referrals to consultants-specialists 
ü Care of individual as a whole considering medical, psychological, social, and emotional issues 
ü Coordination of medical services and supplies, including ancillary services, consultation 

referrals, and follow-up 
ü Preventive medicine, including periodic physicals and tests, as benefits allow or as health risks 

are identified 
ü Health education 
ü Maintenance of a close and continuing relationship with patients 
ü Service by appointment or walk-in based on urgency of illness 
ü Respond to emergencies by telephone triage or in person 
ü Participate in monitoring and evaluation activities, which are part of the Quality 
ü Management and Utilization Management Programs of EXCLUSIVE CARE 
ü Comply with EXCLUSIVE CARE policies and procedures 
ü Participate in Continuing Medical Education as required 

KNOWLEDGE AND SKILLS REQUIRED 

ü Doctor of Medicine or Doctor of Osteopathy degree from a fully accredited school 
ü Current, valid and unencumbered license to practice medicine in the state of California 
ü Current, valid DEA certificate 
ü Board certification, board eligibility, acceptable postgraduate training in a primary care specialty 

or other specialty (such as OB/GYN) as approved, and/or attestation of current competency by 
virtue of training and experience to provide the majority of medical care required by patients. 
Well-developed communication skills with patients and peers 

ü Documentation of current professional competency 
ü Documentation of appropriate, ethical professional conduct 

 
 

REQUIRED CLINICAL SKILLS FOR EXCLUSIVE CARE PRIMARY CARE PHYSICIANS 
 
Each EXCLUSIVE CARE Primary Care Physician is expected to be able to manage an array of clinical 
problems. It is understood that EXCLUSIVE CARE Primary Care Physicians will diagnose, treat, and/or 
refer patients based on the severity of the illness and the medical skills and resources required. 
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GENERAL CARE  
History and Physical 
Routine screening 
Follow-up 

 

Diagnostic dilemmas and hospital care may be referred as per EXCLUSIVE CARE policy and 
procedure. 
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Provider Credentialing/Recredentialing/Contracting  
 
All participating providers must be credentialed and contracted through a direct contract with 
EXCLUSIVE CARE. 

 
Exclusive Care is responsible for the credentialing and recredentialing of all contracted physicians, nurse 
practitioners, physician assistants, certified midwives, certified registered nurse anesthetics and licensed 
behavioral health practitioners. All of these participating providers are recredentialed every three (3) 
years. All providers must comply with EXCLUSIVE CAREôs credentialing and re-credentialing 
requirements. All verifications including but not limited to education, licenses, board certification, 
malpractice and hospital privileges will be verified in writing. The Medical Director makes the final 
decision. Exclusive Care members will not be referred and/or assigned to a Provider/Practitioner until the 
credentialing process has been completed. The Provider Relations Department uses the California 
Participating Physician Application (CPPA). This application is considered the ñuniversal application.ò 

 
Allied Health Professionals (AHP) within EXCLUSIVE CAREôs network are required to complete an 
application similar to the CPPA. This includes nurse practitioners, physician assistants, certified nurse 
midwives, certified registered nurse anesthetists and behavioral health Practitioners. 

 

All providers have the responsibility of producing adequate information for a proper evaluation of their 
experience including but not limited to, background, training, demonstrated ability to perform as a 
Provider/Practitioner, without limitation. Should the application be incomplete in any way, the Provider 
Relations Department will send a request in writing for any missing information. Failure to provide the 
requested information within the required time may result in administrative termination from the 
EXCLUSIVE CARE network as a non-compliant Provider/Practitioner. The Provider will receive a letter 
notifying him/her of successfully completing the credentialing process. 

 

Verification of Application Information 
 

ü The Provider Relations Department will verify the following information from primary 
sources: 

 
ü Current, valid license to practice 

 

ü Other certification appropriate to the services offered by the Provider/Practitioner 
 

ü Current, valid Drug Enforcement Administration (DEA) registration of Controlled 
Dangerous Substance (CDS) certification 

 
ü Board certification or education from highest level of learning 

 

ü Professional liability claims history for the last seven (7) years on initial credentialing and 
three (3) years, if applicable, on recredentialing. Providers must have a limit of liability of 
not less than $1,000,000 per occurrence and $2,000,000 annual aggregate. 

 

ü Clinical privileges are in good standing at the hospital designated by the physician on the 
credentialing application. 
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ü Identify any disciplinary actions and/or sanctions 
 

ü Query the National Practitioner Data Bank, OIG Exclusions Database, American Medical 
Association, American Board Medical Specialties, California Medical Board, and/or 
California Board of Behavioral Sciences 

 

Disputes of Information 
 

If a provider believes that erroneous information has been obtained by EXCLUISVE CARE they may 
correct this information by submitting written notification to the Medical Director or EXCLUSIVE CAREôs 
Provider Relations Department.  This information must be received within five (5) days of credentials file 
review date and/or the date EXCLUSIVE CARE notified the provider of the discrepancy. 

 
EXCLUSIVE CARE will re-verify the primary source. If the primary source has changed, an immediate 
correction will be made to the providerôs credential file. If the primary source information remains the 
same the provider will be notified via letter. 

 
 

Hospital Privileges 
Each provider must indicate his or her primary admitting hospital on the credentialing application. It is 
the responsibility of the network physician to coordinate admissions with one of the contracted 
hospitals. In the event a network provider has a change in status regarding his/her privileges or the 
delineation of privileges, it is the responsibility of the provider to notify EXCLUSIVE CARE 
immediately. 

 

Contracting 
 

Once the Provider has successfully completed the credentialing process the contracting process will 
begin. The provider will receive two original contracts for signature. The provider shall maintain one 
copy for his or her files and return the copy to Exclusive Care. The contract becomes effective 
according to the effective date stated in the contract. One contract must be returned back to 
EXCLUSIVE CARE for execution. 

 
 

Physician Non-Availability 
 
EXCLUSIVE CARE members have the right to ask to be seen by the attending physician(s) or their 
Primary Care Physician rather than Physician Assistants, Nurse Practitioners, Residents or Interns. 

 

If a provider is not going to be available to treat members for longer than 30 days they must provide 
EXCLUSIVE CARE with advance notice, in writing and explain the nature of the non-availability, the 
coverage arrangement and the date they plan to return. This information should be sent to the attention 
of Provider Relations. However, if the provider will be absent for greater than 60 days the members will 
be transferred to another PCP. 

 

Providers planning on not being available 60 days or greater must notify EXCLUSIVE CARE by writing 
to the Provider Relations Department two weeks in advance of the non-availability. Coverage plans must 
be given to the Provider Relations at the time of notification. Provider Relations can be reached at 800-
962-1133 press option 1 for Member Services and ask to be transferred. 
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Information needed: 

ü Name and location of the EXCLUSIVE CARE contracted PCP who will 
provide coverage. 

 
ü If the covering provider is not physically at the same location as the non- 

available provider, the coverage plan must include method of informing Members 
of the new location and phone number, (may include answering machine 
message, maps, etc.) 

 
ü The expected timeframe the coverage is needed. 

 
 

Provider Directory Updates 
 
In accordance with California Health and Safety Code Section 1367.27, effective July 1, 2016 Health 
Plans are required to publish and maintain current and accurate Provider Directories. Contracted 
providers play an important role in ensuring that our Provider Directory contains up to date information.   
The following section outlines providersô responsibilities in reporting practice changes and Provider 
Directory inaccuracies.  
 
Providers must notify Exclusive Care in writing of status changes. The requested change will become 
effective on the mutually accepted date. This effective date shall be determined on several factors 
including but not limited to access of members to care, the type of provider and the need within the 
network. 

 
Providers must notify the Plan if the following changes occur: 

 

¶ Change in providerôs panel status  
 

¶  Provider leaves (terminates) or joins a participating medical group or practice 
 

¶ New or additional office Location 
 

¶ New or modified billing or mailing address 
 

¶ Federal Tax Identification Number (TIN) change 
 

¶ Re-directing referral to specialists based on access 
 

¶ Any other information that affects the content or accuracy of the provider directory or 
directories 

 
Notice of the change and the applicable effective date shall be directly submitted to the Provider Relations 
department via email at ecproviderrelations@rivco.org or via fax to 951-955-3790. 
 

Tax Identification Number (TIN) changes 
 
TIN changes shall be submitted in writing with a current version of the federal W-9 form attached 
(available at the IRS website, www.IRS.gov). The County of Riversideôs Auditor Controllerôs Office 
requires this form before new payments can be made using the new TIN.  
 
 

mailto:ecproviderrelations@r
http://www.irs.gov/
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Change in providerôs panel status 
 
Providers may close their panel to new members with notice provided within five (5) business days, based 
on excessive patients which are generating member complaints to EXCLUSIVE CARE, as they impact 
access to care issues. 
The closed panel will be noted in the next printing of the Provider Directory and the next scheduled 
update of the on-line directory. The Provider shall notify Exclusive Care in writing within five (5) business 
days when he/she elects to reopen the panel to new Members. If a network provider is contacted by a 
member seeking to become a new patient and the network provider is not accepting new patients, the 
provider or his/her staff shall direct the member to Exclusive Care Member Services for additional 
assistance in finding a provider. 
 
PROVIDERôS RESPONSE TO DIRECTORY VERIFICATION INQUIRIES 
Exclusive Care will contact provider groups (annually) and independent providers (every six months) to 
verify provider information listed in the Planôs directories. Providers must respond affirmatively or with 
changes within thirty (30) business days or risk deletion from the next edition of the Provider Directory. 
Exclusive Care will notify Providers ten (10) days prior to deletion from the directory, but will revoke the 
action if the contracted provider responds within the ten (10) day notification period. 
 
 

Termination of Provider from Exclusive Care Network 
 
EXCLUSIVE CARE reserves the right to conduct site visits to audit medical records, office procedures, 
facility standards, billing procedures and member complaints. All EXCLUSIVE CARE participating 
providers and facilities shall meet all Federal, State and Local requirements as health care providers. 
Providers may be removed from the EXCLUSIVE CARE network for the following reasons but not limited 
to: 

 
ü Provider does not meet his/her contractual requirements with EXCLUSIVE CARE 

 

ü Provider does not meet EXCLUSIVE CARE facility standards 
 

ü Provider fails to provide healthcare services to Members 
 

ü Loss of Licensing 
 

ü Loss of Insurance Coverage 
 

ü Failure to become or remain credentialed by Exclusive Care 
 

Medical Management or Contracting shall report to the EXCLUSIVE CARE Medical Director any findings 
which indicate that quality of care delivery may be compromised. The Medical Director may recommend 
the termination of a provider based on the investigation of the provider. 

If a provider is terminated the provider shall be notified of the termination date and the reason for the 
termination. The provider does have the right to one appeal of the decision and the Medical Director has 
the option of rescinding the termination, placing the provider on 180 days probation and reviewing the 
provider at that time, or mandating the termination. 

 
Terminated providers may not re-apply for re-instatement through EXCLUSIVE CARE. 
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Open Access to Chiropractic Care 

Network Hospital 
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SECTION 4: STANDARDS OF CARE 
 

 
Urgent Care Centers 

 
Urgent Care or Urgently Needed Services are Medically Necessary services required after regular 
business hours to prevent serious deterioration of the memberôs health resulting from unforeseen illness 
or injury manifesting itself by acute symptoms of sufficient severity, which may include severe pain such 
that the treatment cannot be delayed until the memberôs Primary Care Provider is available. 

 
Urgent Care or urgently needed service situations refer to less serious medical conditions than 
Emergency Care situations.  Examples include: 

 

ü Non-life-threatening cuts which nevertheless require immediate suturing 
to ensure proper healing; and 

ü Acute illnesses when a delay in care would result in a serious 
deterioration in the memberôs health. 

 

1. EXCLUSIVE CARE provides primary health care to Members through Primary Care 
Physicians contracted with EXCLUSIVE CARE. 

 
2. In the event the memberôs Primary Care Physician is not available, members should be referred 

to a contracted Urgent Care Center for treatment. The Urgent Care does not need authorization 
from EXCLUSIVE CARE to treat an EXCLUSIVE CARE member. 

 
3. Urgent Care Centers are not to be used in place of the Primary Care Physician and should not be 

used to schedule follow up appointments for the member. 
 

4. Primary Care Physicians must provide after business hours telephone access to either a PCP or 
a triage system staffed by specific licensed personnel (R.N., N.P., or P.A.) with physician back up 
to provide advice, triage and direction for needed level of care. 

 
Missed or Broken Appointments 

 

EXCLUSIVE CARE providers must maintain procedures to identify and follow-up on missed or 
broken appointments including staff training. 

 
 

Access Standards 
All providers must meet the standards of access delineated below to participate in the 
EXCLUSIVE CARE Network. EXCLUSIVE CARE reserves the right to perform annual access 
studies to verify that providers meet the delineated standards. 

 
All physicians are required to provide for or ensure that 24-hour, seven days a week access 
standards for availability of services to Members, including after business hours telephone 
access to a PCP or a triage system utilizing specific personnel (R.N.s, N.P.s or P. A.s) with 
physician back up. 



 

Medical Records 
 

Physician(s) are responsible for maintaining confidentiality and security of information contained 
in the medical records of Exclusive Care members, in compliance with federal and state 
requirements, including Health Insurance and Portability and Accountability Act Privacy ï 
Security Standards. 

Primary Care Office Hours 
 

Generally office hours are from 9:00 a.m. 5:00 p.m. However, the Provider/Practitioner has 
flexibility to maintain his/her own reasonable and regular office hours. All primary care sites are 
required to post their regular office hours and be available to the members at least twenty (20) 
hours a week at the site. 

 

Access to Care for the Disabled Member 
 

Access for the Disabled ï EXCLUSIVE CARE facilities and providers are required to maintain 
access in accordance with the requirements of Title III of the Americans with Disabilities Act of 
1990. Each physicianôs office is responsible for providing designated parking spaces, wheelchair 
access, restroom and drinking fountain access for wheelchair-bound Members, handrails near 
toilets, appropriately placed telephones, and appropriate handicapped signage. 

 

Access to Sensitive Services for Minors and Adults 
 

The following information outlines the standards for special access needs for Members 
including sensitive services, mental health, special programs, and hearing impaired: 

 

a. Provider must have procedures to ensure that minors and adults have access to sensitive 
and confidential services. Minors and adolescents have the right of access to treatment 
and/or referral for sensitive services without parental consent. Sensitive services include: 
access to family planning, STD, and HIV testing and counseling service from qualified 
family planning providers or the Local Health Department (LHD). 

 

b. Access for the Hearing Impaired ï EXCLUSIVE CARE must provide sign language 
interpreters for the hearing impaired if so requested by the member. 

 
Sensitive services for minors include: 

 
Sexual assault 
Drug or alcohol abuse 
Pregnancy 
Family planning 
Sexually transmitted diseases 
Mental Health Care 

 
 

Adult, adolescent, and minor consent sensitive services include services related to the 
following: 

 
Drug or alcohol treatment services for children 12 years of age or older 
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Pregnancy 

Family Planning 

Termination of the pregnancy 

Sexually transmitted diseases 

HIV testing and counseling 

Mental health care for children 12 years of age or older who are mature enough 

to participate intelligently and which is needed to prevent the children from 

seriously harming themselves or others, or because the children are the alleged 

victims of incest or child abuse. 

 
Specific authorization or access requirements include: 

 
a. Sexual Assault ï No prior authorization is required. 

 

b. Drug or Alcohol Treatment Services ï Must be pre-authorized by County 
of Riverside EAS. 

 
c. Pregnancy Related Services ï No prior authorization is required; services 

can be provided by any network prenatal provider. 
 

d. Voluntary interruption of pregnancy ï No prior authorization required. 
 

e. Family Planning ï No prior authorization is required; services can be obtained through 
any contracted qualified provider. 

 
f. Sexually Transmitted Disease Diagnosis and Treatment - No prior authorization is 

required; services can be obtained through the PCP. 
 

g. HIV Testing ï No prior authorization is required; services can be obtained through the 
PCP by using a contracted laboratory or any contracted qualified family planning 
provider if part of a family planning visit. 

 

Mental Health Care ï PCP is responsible for mental health care within 
his or her scope of practice otherwise the member may self-refer to: 

 
 

Employee Assistance Services 
 

Greater Riverside (888) 829-8999 
Desert Region (888) 829-8999 

 
Available 24 hours a day, seven days a week. 

 

For more specific information regarding authorization requirements and other details contact the 
EXCLUSIVE CARE Medical Management Unit at 877-755-0033. 

 
 

Open Access to OB/GYN 

 
In accordance with current law, EXCLUSIVE CARE does not require authorization for annual 
well woman exams, OB/GYN consultations and office visits to a network OBGYN. 
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Access to Chiropractic Care 

 
All EXCLUSIVE CARE Members may self-refer for the maximum of 12 visits per calendar year 
to a participating chiropractor. 

 
 

Network Hospitals 

 
EXCLUSIVE CARE network hospitals must provide access to appropriate triage personnel and 
emergency services 24-hours a day, seven days a week. 

 

Emergency care services are medically necessary or hospital services required as the result of 
a medical condition, manifesting itself by the sudden onset of sufficient severity, which may 
include severe pain, such that a reasonable person would expect the absence of immediate 
medical attention to result in: 

 

a. placing the memberôs health in serious jeopardy; 
 

b. Serious impairment of bodily function; or 
 

c. Serious dysfunction of any bodily organ or part 
 
 

All EXCLUSIVE CARE Members are required to use one of the Network Hospitals contracted with 
EXCLUSIVE CARE. Non-emergency services obtained at non-network hospitals are not covered 
unless prior authorized by EXCLUSIVE CARE. 

 
 

Lab and Ancillary Services 

 
1. All lab services required for the EXCLUSIVE CARE Member should be completed by: 

A. Any County of Riverside Family Care Center with ancillary lab services; 
B. Ancillary laboratories located at Network hospital, or; 
C. Contracted laboratories 

 
2. All Ancillary Services (X-Ray, Diagnostic Services, etc.) ordered for EXCLUSIVE CARE 

Members are required to be completed at one of the contracted facilities. 
 

3. If the provider is unsure which facilities are contracted, they should contact Medical 
Management or Membership Services at 800-962-1133 or refer to the EXCLUSIVE CARE 
website at: www.exclusivecare.com. 

http://www.exclusivecare.com/
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SECTION 5: UTILIZATION MANAGEMENT 
 

Hospital Admissions and Continued Stay 

 
The Medical Management Department authorizes inpatient admissions in accordance with the current 
Summary Plan Document (SPD) and Interqual Care Guidelines. 

 

For scheduled admissions, the Providerôs office faxes a request for authorization accompanied by 
clinical data to EXCLUSIVE Careôs Case Manager. 

 
The Medical Management Case Manager and Medical Director will determine whether or not the 
admission is approved. 

 
Member must be admitted to a contracted hospital. 
Hospital Admissions Departments will fax a face sheet to Exclusive Care Medical Management Team 
for each admit. 

 
If services are not available in network, special arrangements may be made with approval from 
Exclusive Care Medical Director. Contact Medical Management for complete details. 

 
 

The following information needs to be included: 
 

1. Member name and date of birth 
2. Member ID 
3. Diagnosis, procedure requested 
4. Admitting physician 
5. Date of admission 

 

Concurrent/Continued Stay Review 

 
Concurrent/Continued Stay Review is a process coordinated by the Medical Management Case 
Manager during a memberôs course of hospitalization to assess the medical necessity and 
appropriateness of continued stay at the requested level of care. The Hospital Case Manager 
should call or fax in continued stay updates to: 

 

Exclusive Careôs Medical Management Case Managers (800) 962-1133 option 3 
Fax: (951) 955-0035/0045 

 

Discharge Planning Review 

 
Discharge planning begins as early as possible during an inpatient admission. Such planning is 
designed to identify and initiate cost-effective, quality-driven treatment intervention for post- 
hospital care needs. It is a cooperative effort between the attending Physician, hospital discharge 
planner, Exclusive Care Case Manager, and the Medical Director, ancillary 
Providers/Practitioners and community resources to coordinate care and services. 



 

Emergency Admissions 

 
Emergency Hospital Admissions Departments will fax face sheet to Medical Management Case 
Manager to 951-955-0035/0045. 

 
 

Emergent Care Guidelines 

 
Per Federal and State requirements, Exclusive Care has adopted the ñprudent laypersonò 
definition of an emergency medical condition effective June 1, 1998. Exclusive Care has adopted 
the following definition for an emergency medical condition: 

 
Emergency Care Services 

Emergency Care Services are medical, emergency room or hospital services required as 
the result of a medical condition, manifesting itself by the sudden onset of sufficient 
severity, which may include severe pain, such that a reasonable person would expect the 
absence of immediate medical attention to result in: 

V Placing the memberôs health in serious jeopardy; 

V Serious impairment to bodily functions; or 

V Serious dysfunction of any bodily organ or part. 

V Examples of emergencies include heart attacks, strokes, poisonings, and sudden 
inability to breathe. 

Retrospective Review 

 
Retrospective Review is a review process performed by the Exclusive Care Medical 
Management Manager and Medical Director after services have been rendered, to determine: 

 

If unauthorized services were medically necessary/appropriate, 
 

If services were rendered at the appropriate level of care and in a timely manner, 

If any quality of care issues exist, 

If Provider/Practitioner claims appeals are in order. 
 

Prior authorization is not required for the medical screening exam (COBRA) performed at an 
emergency department, or for services necessary to treat and stabilize a life threatening 
emergency. 

 
Other than the items above, emergency department personnel must direct member to PCP for 
services. 

 
Exclusive Care may subject emergency department/urgent care bills to medical review. If medical 
review determines that an emergent/urgent medical condition was not present, Exclusive Care 
may deny the claim. 
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Referral Authorization Guidelines 
 

It is the policy of the Medical Management Department to authorize services in accordance with 
the current Summary Plan Document and Interqual Care Guidelines. 

 

Prior approval is required, and a referral request form with a copy of the attached specific 
supportive clinical documentation must be submitted for: 

 
Services that are beyond the normal Primary Care Provider (PCP) scope of practice, requiring 
treatment by a specialist, except routine screenings as listed below: 

 
ü All diagnostic procedures not listed below 
ü All surgery requests 
ü All out-of-network requests 

 

Prior authorization is not required and a direct referral form may be submitted for: 
 

ü All x-rays, including barium enema, barium swallow, KUB, and upper GI 
ü EEG 
ü EKG 
ü Ultrasound (except transvaginal) 
ü Mammogram (40 and over) 
ü Pulmonary function study 
ü Colonoscopy (screening, 50 years and older) 
ü Annual diabetic eye exam 
ü Family planning (birth control, tubal ligation, vasectomy) 
ü Global OB care 
ü TAB (up to 24 weeks only at Planned Parenthood) 

Members may self-refer for: 

ü OB/GYN 
ü Chiropractic Care (12 visits per calendar year) 

 

Retroactive Referral Request 
 

Notify Medical Management of all retroactive referral requests, before submission. Once 
notification has been made, fax the claim to the attention of Medical Management along with the 
pertinent forms and documentation, at 951-955-0035. The claim will be forwarded to the Claims 
Department for processing. 

 

The Medical Director will make the final determination of the claim. 

Retrospective Payment Review 

 
Retrospective billing adjustment does not require Member notification. This request should be made 
directly to Exclusive Care in writing along with a copy of the claim and any pertinent information. 

http://www.exclusivecare.com/Portals/19/DirectReferralrev081015%202nd%20version.pdf?ver=2015-08-19-071814-090
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SECTION 6: QUALITY MANAGEMENT 
 
Member Grievance & Appeal Resolution Process 

 
EXCLUSIVE CARE has been especially designed to meet its Memberôs health care needs by providing 
high quality, affordable health care coverage. If a Member has questions or concerns about the delivery 
of care, the Member is encouraged to communicate those questions or concerns to the Exclusive Care 
Member Services Department by calling 800-962-1133 prompt 1 or by writing to: 

 

Exclusive Care 
P.O. Box 1508 
Riverside, CA 92502 

 
 

 
Physician Grievance Resolution Process 

 
Physicians with grievances regarding any type of allegation made by EXCLUSIVE CARE must contact 
EXCLUSIVE CAREôs Provider Relations Department for the initial grievance resolution   process. 

 
Physicians must submit written grievances to Provider Relations within thirty (30) days of development 
of an issue requiring resolution. Justification and supporting documentation must be provided with the 
written grievance. 

 
Physicians may appeal payment or denial decisions on adjudicated claims, including payment denials 
for procedures, referrals or services by following the process outlined in CLAIMS PROCESSING, 
ñClaims Appealsò. 
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SECTION 7: PHARMACY 
 
Drug Formulary 

 
Exclusive Care provides benefits for Outpatient prescription drugs on the Navitus (The Planôs 
Pharmacy Benefit Manager) Formulary (ñDrug Formulary or Formularyò), when prescribed by a 
Participating Physician or licensed dentist, or a non-Participating Physician in certain emergency 
situations. The complete formulary is available at Navitusô website: 
https://prescribers.navitus.com/logon.aspx?ReturnUrl=%2f 

 

The Drug Formulary is a list of Outpatient prescription drugs that will be covered by the Plan without 
preauthorization when a prescription is filled at a Participating Pharmacy. The Formulary is extensive and 
covers all therapeutic classes of drugs, including medications that treat both acute and chronic conditions. 
Acute conditions include, but are not limited to the flu, the cold, and other short-term illnesses. Chronic 
conditions include, but not limited to glaucoma, diabetes, high blood pressure, heart disease, and asthma. 

 
The difference between co-payment levels is determined based on whether a medication is generic or 
brand name, preferred or non-preferred and retail purchased or eligible to be purchased via mail-order. 

 
Physicians who prescribe Plan-preferred medications can help control health care costs while 
maintaining high-quality care.  The Formulary includes: 

 

ü Federal Legend Drugs: Any medicinal substance which bears the legend: ñCaution: Federal law 
prohibits dispensing without a prescription.ò Including but not limited to oral contraceptives, 
prescribed diaphragms, insulin, EPIPENS and anaphylactic kits. 

 
ü State Restricted Drugs: Any medicinal substance that may be dispensed by prescription only 

according to state law. 
 

ü Compounded Medication: Any medicinal substance that has at least one ingredient that is Federal 
Legend or State Restricted in a therapeutic amount. 

 
ü Generic Drugs: Comparable Generic Drugs will be automatically substituted for Brand-name 
Drugs if available, unless the Physician has indicated ñDispense as Writtenò on the prescription. 

 
ü Supplies required for the administration of prescribed drugs, but not considered durable 

equipment (i.e. insulin syringes, blood glucose test strips, lancets and inhaler extension 
devices). 

 

Pre-Authorization of Non-Formulary Drugs 
 

The outpatient prescription drug benefit is designed to encourage the use of generic drugs, which usually 
costs substantially less than brand name drugs. When a generic drug is available and the member 
purchases a brand name drug, the higher co-payment will be assessed in addition to the difference in 
cost between the brand name drug and the generic drug. 

 
If a non-Formulary drug is prescribed, it will not be covered unless the non-Formulary drug is 
pre-authorized. All pre authorization requests for non-Formulary drug treatments may be initiated by 
the Primary Care Physician.   
 
 
 
 
 
 
 

https://prescribers.navitus.com/logon.aspx?ReturnUrl=%2f


 

Non-Formulary drugs that are not otherwise excluded from coverage will be authorized in the 
following instances: 

 
Á No Formulary alternative is appropriate and Exclusive Care determines the drug is 

medically necessary for the memberôs individual needs; 
 

Á The Formulary alternative has failed after therapeutic trial.  The prescribing Physician  will 
be asked to provide a copy of the patientôs medical chart notes that specifically state 
treatment failure with the  Formulary drug; 

 

Á The member has been under treatment and remains stable on a non-Formulary 
prescription drug and  conversion to a  Formulary drug would be medically inappropriate; 

 
Á The member has suffered a typical allergic reaction or medically established adverse 

reaction which are effects related to the chemical properties of the Formulary drug. These 
allergies and/or adverse effects are attributed to formulations or differences in absorption, 
distribution or elimination and; 

 
Á The Prescribing Physician provides evidence in the form of documents, records or clinical 

tests, which demonstrate that use of the non-Formulary drug over the Formulary drug is 
medically necessary, as determined by Exclusive Care. 

 

Once the Exclusive Care Medical Director, or designee, determines the medical necessity of a Non- 
Formulary drug, authorization of a Non-Formulary Drug will be given for an initial time period of six (6) 
months. Subsequent authorizations may be based solely on member eligibility or for another limited time 
period. 

 

Exclusive Care reserves the right to expand the authorization requirement for any drug product to assure 
adherence to FDA approved indications and national practice standards. The Formulary has medications 
added and deleted throughout the year based on the recommendations of the Pharmacy and Therapeutic 
Committeeôs quarterly review. 

 
For further information on Non-Formulary Drug authorizations, please contact Medical 
Management at 800-962-1133 press option 3. 

 

Maintenance Drug Dispensing 
 

Maintenance drugs may be dispensed for up to a 30-day supply through Exclusive Careôs Pharmacy 
Benefit Manager (PBM) Participating Pharmacies. Maintenance drugs must be dispensed up to a 90- 
day supply through the Rubidoux Pharmacyôs mail order program. 

 

Å Antiarthritics 
Å Antiasthmatics 
Å Anti-clotting drugs 
Å Antiepileptic drugs 
Å Antihypertensives 
Å Antiparkinson drugs 
Å Birth control pills 
Å Cardiac drugs 
Å Cholesterol and lipid lowering agents 
Å Diuretics 
Å Gastrointestinals 
Å Glucose test strips 
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Å Hormones 
Å Insulin and Insulin syringes 
Å Oral contraceptives 
Å Oral hypoglycemics 
Å Prenatal vitamins 
Å Psychotropics 
Å Thyroid suppressants or replacements 

 
An initial 30-day supply of these medications can be received for one member copayment at a an 
EXCLUSIVE CARE participating pharmacy, or a 90-day for the price of 60-day supply of these 
medications through the mail order service for two member copayments (saving the member one 
copayment by using the mail order service). 

 
Mail order is MANDATORY for maintenance medications after the first 30-day prescription 
trial. 

 
Co-payments are the memberôs financial responsibility and a co-payment is charged each time a 
prescription is filled. 

 
All prescriptions are automatically filled with a Generic Drugs when a generic equivalent is available, 
unless the prescribing Physician indicates that a brand-name drug must be dispensed. If the prescribing 
physician does not indicate ñDispense as Writtenò on the prescription yet the member specifically 
requests the brand-name drug, the member will be responsible for any difference in cost between the 
brand-name and generic drug, plus the applicable co-payment if less than the retail cost of the drug. 
Members must obtain a written prescription from the physician for each prescription the member would 
like to have filled using the mail order service. A new prescription must be provided in order to fill any 
mail order request. 

 

Mandatory Mail Order Service 
 

Instructions For providers 
 

You may send the prescription to the Rubidoux Pharmacy through the following options: 
 

¶ Call 1 (877) RIVCO RX (877-748-2679) 

¶ E-prescribe 

¶ Fax (951-955-0899) your prescription directly to the Rubidoux Pharmacy. 

¶ Mail: 5256 Mission Blvd. Rubidoux, CA 92509 

¶ Click here to download the mail order form 

 
Please indicate on the memberôs prescription if they can obtain a 90-day supply with additional refills. 

 

For the nearest participating pharmacy in the memberôs area, or additional information regarding  the 
mail order service, please call Navitus Customer Care at (866) 333-2757 or the EXCLUSIVE CARE 
Member Services Department at 800-962-1133 ext. 1. 

 
Exclusive Care encourages itôs physicians to encourage Exclusive Care members to use the mail order 
service. 
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Exclusions and Limitations 

 
The outpatient prescription drug benefit exclusions are drugs, medications and/or related items which 
are not covered by the Plan. These items are the memberôs financial responsibility. The following are 
excluded: 

 

¶ Drugs or medicines not on the Formulary, unless pre-authorized by EXCLUSIVE CARE. Pre-
authorization must be obtained prior to the medication being filled, no retro- authorizations will 
be allowed; 

¶ Drugs or medicines purchased and received prior to members effective date or subsequent 
to members coverage termination date; 

¶ Therapeutic devices or appliances including hypodermic needles, syringes (except insulin 
syringes, other diabetic supplies and syringes for self-injected drugs), support garments and 
other non-medicinal substances; 

¶ All non-prescription (over-the-counter) contraceptive jellies, ointments, foams and devices; 

¶ Medications to be taken or administered to the member while the member is a patient in a 
hospital, rest home, nursing home or sanitarium; 

¶ Drugs or medicines delivered or administered to the member by a prescriber or the 
prescriberôs staff; 

¶ Dietary supplements including vitamins (except prenatal vitamins), fluoride supplements, 
health or beauty aids and anorexiants  (i.e. diet pills); 

¶ Medication for which the cost is recoverable under any workerôs compensation or occupational 
disease law, any state or government agency, or medication furnished by any other drug or 
medical service for which no charge is made to the member; 

¶ Immunizations - Vaccinations ï for the purpose of travel/ vacation. 

¶ Medications limited to investigational use or medications prescribed for experimental or non- 
FDA approved indications, unless prescribed in a manner consistent with: 

a) A specific indication in Drug Information Specifications for the Health Care 
Professional, published by the United States Pharmacopoeia Convention; 

b) The American Hospital Formulary Services edition of Drug Information; 

c) Any other source which reflects community practice standards. 
 

¶ Medications available without a prescription (over-the-counter) or for which there is a non- 
prescription equivalent available, even if ordered by a physician; 

¶ Drugs, medicines or cosmetic aids prescribed to primarily improve or otherwise modify 
external appearance; 

¶ Medications prescribed by non-participating physicians (except for prescriptions required as 
a result of an Urgent Care/Urgently needed service for an acute condition or prescribed by a 
licensed dentist); 

¶ Smoking cessation products are limited to one treatment course each calendar year when 
enrolled in a smoking cessation program; 

¶ Injectable drugs (except as listed under Covered Benefits) or; 
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¶ All durable medical equipment that can be obtained without a prescription. 
 

Dispensing Quantity Limitations 

 
The amount of drug that may be dispensed with each prescription or refill will be in quantities normally 
prescribed for up to a 30 day supply. Prescriptions requiring greater amounts will be completed on a 
refill basis, except as explained under the ñMaintenance Drug Dispensingò section of this Provider 
Manual. 

 

Exclusive Care Quick Reference Formulary 
 
The goal of Exclusive Careôs pharmacy program is to provide high quality drugs in the most cost- 
effective manner. 

 

The quick reference formulary on the following page is for reference only and does not include all drugs 
approved by the FDA. The formulary includes drugs approved by a committee of prescribers and 
pharmacists that determine which drugs may be prescribed for Exclusive Care members. Generic 
drugs are dispensed when acceptable generic equivalents are available. 

 

The listing of a drug on this formulary does not guarantee it is covered. 
Please contact Navitus at 866-333-2757 for specific drug coverage information or visit Navitus at 
https://www.navitus.com/prescribers/prescribers-main.aspx 

https://www.navitus.com/prescribers/prescribers-main.aspx


47 

 

 



 

 
 
 

48 

 






























