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Disclaimer:

1. Policies are subject to change without notice.

2. Policies outline coverage determinations for Select Health Commercial, Select Health Advantage (Medicare/CMS), and
Select Health Community Care (Medicaid/CHIP) plans. Referto the “Policy” section for more information.

Description

To qualify for benefits, services must be medically necessary. Certain services also require
preauthorization before the member receives services, and the process used to review a
preauthorization request involves determinations of medical necessity.

For certain services, the applicable method of determining medical necessity may include some
consideration of the geographic location of the services. This Policy provides guidance on consideration
of geographic location when determining medical necessity of services.

COMMERCIAL PLAN POLICY

If the criteria for determining medical necessity consider the geographic location of the services as a
factor in determining medical necessity, then all facts and circumstances relevant to the medical necessity
determination shall be considered in evaluating whether the particular member would benefit from
services in a particular geographic location.

The determination that a member might benefit from services in a particular geographic location is nota

determination that the member is entitled to in-network coverage for out-of-network services (i.e., “failed
access”).

SELECT HEALTH ADVANTAGE (MEDICARE/CMS)

Select Health Advantage will follow the Commercial Plan Policy.

SELECT HEALTH COMMUNITY CARE (MEDICAID)

Select Health Community Care will follow the Commercial Plan Policy.

Disclaimer

This document is forinformational purposes only and should notbe relied on in the diagnosis and care of individual patients.
Medical and Coding/Reimbursement policies do notconstitute medical advice, plan preauthorization, certification, an explanation of
benefits, ora contract. Members should consult with appropriate healthcare providers to obtain needed medical advice, care, and
treatment. Benefits and eligibility are determined before medical guidelines and payment guidelines are applied. Benefits are
determined by the member's individual benefit plan that is in effect at the time services are rendered.

The codes fortreatments and procedures applicable to this policy are included forinformational purposes. Inclusion or exclusion of
a procedure, diagnosis or device code(s) does not constitute orimply member coverage or provider reimbursement policy. Please
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referto the member's contract benefits in effect at the time of service to determine coverage ornon-coverage of these services as it
applies to an individual member.

Select Health® makes no representations and accepts no liability with respect to the content of any external information cited or
relied upon in this policy. Select Health updates its Coverage Policies regularly, and reserves theright to amend these policies
without notice to healthcare providers or Select Health members.

Members may contact Customer Service at the phone numberlisted on theirmemberidentification card to discuss their benefits
more specifically. Providers with questions about this Coverage Policy may call Select Health Provider Relations at (801)442-3692.

No part of this publication may be reproduced, stored in a retrieval system or transmitted, in any form orby any means, electronic,
mechanical, photocopying, or otherwise, without permission from Select Health.

"Intermountain Healthcare” and its accompanyinglogo, the marks of “Select Health” and its accompanying marks are protected and
registered trademarks of the provider of this Service and or Intermountain Health Care, Inc., IHC Health Services, Inc., and Select
Health, Inc. Also, the content of this Service is proprietary and is protected by copyright. You may access the copyrighted contentof
this Service only for purposes set forth in these Conditions of Use.

© CPT Only — American Medical Association
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