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INTRODUCTION 
 
Triple-S Salud, Inc. created this Manual for the providers that render services to the 
beneficiaries of the Government Health Plan.  It constitutes a guide to be used in 
carrying out the Triple-S Salud, Inc. Managed Care Model. 
 
Because of the updated and detailed information, it contains, and in accordance with 
the Managed Care Model, this Manual will become a valuable tool for the rendering of 
health services under the Government Health Plan, hereinafter GHP, through the Health 
Insurance Company, Triple-S Salud, Inc.  The following topics are among the most 
important included herein: 
 

1. Coverages 
2. Risks Assumed 
3. Administrative Aspects 
4. Teleconsulta 
5. Clinical Management and Support 
6. Utilization Management 
7. Billing 
8. Legal Aspects 

 
As previously said, this Manual sets up a guide and does not include, or pretends to 
include, all the situations a provider may face when rendering daily services.  From time 
to time Triple-S Salud will add new topics relevant to the work of the providers or will 
update some of the information included in the manual.  We hope that providers find the 
information included in the Manual to be useful when providing services to the 
beneficiaries. 
 

BACKGROUND 
 
Law No. 72 of September 7, 1993, as amended, created the Puerto Rico Health 
Insurance Administration (PRHIA, or ASES in Spanish) to manage, negotiate, contract 
health insurance plans to provide access to quality medical hospital services to the 
medical indigent population of the Island.  Periodically, and as contracts reach their 
termination date, PRHIA invites the companies that are interested and are authorized by 
the Insurance Commissioner of Puerto Rico to submit service proposals and premium 
quotations.  
 
The proposal application specifies that the objective is to guarantee the beneficiaries’ 
right to choose the health care organizations, primary care physicians as well as other 
physicians and support providers within a managed care framework.1 
 
 
 

                                                 
1
 Puerto Rico Health Insurance Administration (2000). Proposal Application Objective #5,  page. 16. 
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DESCRIPTION OF THE COMPANY 
 

Triple-S Salud, Inc., a subsidiary of Triple-S Management Corporation, will manage the 
contract according guidelines agreed with PRHIA. 
 
The administrative divisions that compose Triple-S Salud, Inc. are the following: 
 

 Executive Division 

 Medical and Dental Affairs 

 Clinical Management 

 Finances 

 Claims 

 Information Systems 

 Provider Services  

 Customer Services 
 

EQUALITY AND CULTURAL SENSITIVITY POLICY 
 

Triple-S Salud is aware of the diversity among our beneficiaries.  It is important that our 
providers and participants are also aware of this fact and know how to deal with ethnical 
diversity, religion, language, race and beliefs of this population and that services are not 
denied only based on these criteria. 
 
Triple-S has available for our plan members, sign language and language translation 
services and a line dedicated for the hearing impaired.  As a provider, you can use 
these tools to ensure the quality of the services rendered to population under his care.  
If you need assistance with any of these services for GHP beneficiaries, you may 
contact Government Health Plan Call Center to coordinate them. 
 

MANAGED CARE MODEL 
 
The rendering of services for Government Health Plan is based on a Managed Care 
Model, which promotes access to primary care physician and preventive services 
through a network of Primary Medical Groups (PMGs), specialists and hospital services 
through the preferred network of Triple-S Salud.  This model promotes the integration of 
physical and mental health and a disease management program for asthma, diabetes, 
congestive heart failure (CHF), hypertension, weight control, depression, care of the 
kidneys and health education.   
 
Primary Medical Groups are composed of: 
 

 family physicians 
 general practitioners 
 internists 
 pediatricians 
 gynecologists 

 



 

These physicians can render services at their private offices, facilities or health center.  
The number of physicians per group will vary according to the number of beneficiaries 
subscribed to that group. 
 
Physicians interested in joining a PMG must be participants’ providers of Triple-S Salud 
and the Government Health Plan (GHP), when requesting admission to the PMG.  The 
enrollees will have available an enhance Preferred Provider Network (ePPN) that 
includes, but is not limited to, specialists, clinical laboratories, radiology services and 
hospitals.  Beneficiaries can access the ePPN without referrals or paying copayments or 
coinsurances.  Prescriptions written by physicians within the ePPN do not need the 
countersignature of PCP.  In addition to the ePPN, beneficiaries will have a 
supplemental network of sub-specialist providers.  In this case, the Primary Care 
Physician (PCP) will be responsible of delivering a Referral Form to the enrollee and the 
enrollee will be responsible of paying the applicable copayments or coinsurances.  
Prescriptions written by providers outside the ePPN require the countersignature of 
enrollee’s PCP. 
 
During the beneficiaries’ enrollment process, the policyholder must choose a PMG and 
a PCP for each family member inside the same PMG, who will be responsible of 
providing and coordinating the services specified in the plan coverage.  The 
policyholder would have the option to choose a pediatrician from the same PMG for his 
direct dependents under age 21.  Female enrollees will have the right to select a second 
PCP, an obstetrician/gynecologist; could be from the same PMG or from Triple-S GHP 
network. 
 
Beneficiaries may receive services from their primary care physicians, Monday to 
Saturday during regular business hours, 8:00 a.m. to 6:00 p.m.  After regular business 
hours, beneficiaries may receive services on extended business hours until 9:00 p.m., 
Monday to Friday. 

 
PRIMARY MEDICAL GROUPS ADMINISTRATION DEPARTMENT (PMG) 

 
The purpose of this department is to serve as intermediary and centralize requests and 
individual needs of each Primary Medical Group (PMG). Among its goals there are to 
establish a PMG and PCP’s network that is adequate to the needs of our beneficiary 
population, facilitate the participation and satisfaction of participating providers and 
promote the financial success of the PMGs. Among its objectives, it also includes 
carrying out workshops on billing processes, reduce adjustment requests from providers 
with a greater difficulty, promote the use of the Electronic System, evaluate fulfillment of 

Plan Compliance, help them get acquainted with the correct billing and reconciliation 
processes and request for adjustment, among others. 
 
Any question or concerns can be address through your Provider Service Executives or 
the Financial Advisors of the PMG. 
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PROVIDER SERVICES DIVISION 
 

The purpose of the Provider Services Division is to serve as intermediary and centralize 

the requests and particular needs of each provider.  Among its goals is to support the 

network of providers whose adequacy to serve the needs of our beneficiary population 

is worked together with Triple-S Salud Network Management Division.  It also orientates 

the Network of Providers on topics such as the managed care model and facilitates the 

participation and satisfaction of participants and providers.  The Division has a 

Professional Relations Department, which specializes in attending to and satisfying the 

needs of our Network of Providers.  Among its objectives are to carry out seminars on 

the billing process, to promote correct billing to decrease adjustment requests from 

providers, promote the use of the Electronic System and provide orientation on the 

correct billing, reconciliation and adjustment requests processes.  
 

Any question or concern that the network providers may have, must be directed to our 

External and Internal Service Executives. 
 

BENEFIT COVERAGE 

The Health Insurance proposed will have broad coverage with minimal exclusions.  
There will not be exclusions, limitations, or waiting periods for preexisting conditions 
when granting coverage to the beneficiary.  The beneficiary’s eligibility date will 
determine the coverage of benefits contracted, even when the required procedure or 
treatment has been medically recommended prior said date.  The Health Insurance 
Administration will review, from time to time, the benefits it will includes in the Health 
Plan contracted.  (See Attachment 1 – Puerto Rico Health Insurance Administration 
Government Health Plan (GHP) Coverage) 
 
The Mental Health coverage for GHP beneficiaries will be provided through company 
contracted by Triple-S Salud, Inc. 
 
For Plan beneficiaries who have Medicare Parts A and B and Medicare Part A only, the 
coverages will be: 
 
 

Code Description 

CP01 Parts A and B 

CP05 Part A 

 



 

 
The table that follows describes the codes that will appear on the coverages: 
 
 

Codes Description 

AD Ambulatory services 

HB Hospital 

MS Medical – Hospital services 

DC Dental 

FA Pharmacy 

MA Maternity 

 
THE GOVERNMENT HEALTH PLAN COVERAGE 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Medicare Coverage 
 
For subscribers that are also eligible to Part A and/or Parts A and B of the Medicare 
Federal Program, medical coverage will be as follows: 
 
 Subscribers with Medicare Part A  

 
 They will be offered GHP regular coverage, excluding the Part A benefits.  

The GHP benefits will be activated once Medicare Part A benefits are used 
up. 
 

Federal 
100 

Federal 
110 

CHIPS 
230 

State 
300 

State 
310 

State 
320 

State 
330 

Maternity 
ELA                
400 

AD12 AD13 AD01 AD14 AD15 AD16 AD17 
 

AD02 

HB12 HB13 HB18 HB14 HB15 HB16 HB17 
 

HB19 

MS12 MS13 MS18 MS14 MS15 MS16 MS17 
 

MS19 

DC12 DC13 DC18 DC14 DC15 DC16 DC17 
 

DC19 

FA12 FA13 FA18 FA14 FA15 FA16 FA17 
 

FA19 

MA01 MA01 MA01 MA01 MA01 MA01 MA01 MA01 CP01 

AD01 AD01 
 

AD01 AD01 AD01 AD01 
 

CP05 

HB18 HB18 
 

HB18 HB18 HB18 HB18 
 

MA01 

MS18 MS18 
 

MS18 MS18 MS18 MS18 
 

 

DC18 DC18 
 

DC18 DC18 DC18 DC18  
 

FA18 FA18 
 

FA18 FA18 FA18 FA18  
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 Part A deductible are not covered by GHP. 
 
 The payment of the deductibles for GHP will be according to the table by 

payment capacity offered to all subscribers of the managed care health plan. 
 

 Subscribers with Medicare Parts A and B  
 

 Will be offered the regular pharmacy and dental coverage of GHP 
 
 Includes the payment of Medicare Part B deductible and coinsurance 

 
 Does not include the payment of the Part A deductible. 
 

COORDINATION OF BENEFITS 
 
The participating provider in Triple-S Salud under GHP coverage is required to 
coordinate benefits with other health plans.  These include, but do not limit to Medicare, 
other health insurance companies, or health maintenance organizations, non-profit 
associations organized under Law 152 of May 9, 1942, health plan sponsored by 
employee organizations, labor unions and any other entity that is responsible for the 
coverage of claims billed to Triple-S Salud for benefits rendered to subscribers.  
 
For the beneficiaries of GHP through Medicaid, always this plan will be the secondary 
payer after any other entity or person held responsible of covering any claim for 
services rendered to a beneficiary.  (See Attachment 2 – Directives to Coordinate 
the Payment of Services / Coordination of Benefits Form). 
 

DEDUCTIBLES 
 
Beneficiaries will pay copayments according to their level of medical indigence, 
distributed by Medicaid, from 0% to 200%. PRHIA will inform Triple-S Salud the levels 
of indigence.  Subscribers with indigence level ranging from 0% to 50% will pay no 
deductibles.  You may find the Deductibles Table in the attachment section. 
(See Attachment 3 – Co-Pays & Co-Insurance – Effective on July 1st, 2013)  
 

THE GOVERNMENT HEALTH PLAN CALL CENTER 
 
This is a health screening telephone service (Triage) to evaluate, provide orientation 
and inform on health topics. It is available to all Triple-S Salud plan members, through 
the toll-free number, 1-800-981-1352, and available 24 hours a day all year through.  
 



 

The call center, located in the annex building, behind Triple-S Salud’s main building, 
has a staff of more than 30 nurses with a currently valid license to exercise the 
profession of nursing in Puerto Rico and an average of 7 years in intensive care as well 
as in emergency room in clinical experience. The main purpose of the Government 
Health Plan Call Center is to direct the person calling to the appropriate level of care, 
according to the symptoms the person presents when calling.  Our experience with the 
service has been that approximately 75% of the persons that call, with the intention of 
visiting an emergency room, require a lower level of care, once the nurse evaluates the 
person according to the clinical criteria. 
 
The evaluation is made though a computer tool called Personal Health Advisor.  The 
tool is based on algorithms and was developed and validated by physicians of all 
specialties and supports consistency in the recommended service levels, increases the 
speed at which an answer is given and decreases the possibility of errors in the 
process.  It is composed of more than 580 algorithms classified in five categories: 
pediatric, adult, elderly, woman health and mental health.  These algorithms or series of 
questions are grouped in order of severity and their objective is to discard possibilities to 
perform a non-diagnostic evaluation and, identify which is the optimal level of care for 
the beneficiary, according to the symptoms the person presents.  The different 
recommendations may be to call 911, go to an emergency room, call your primary care 
physician, make an appointment with your physician or recommend the use self-care 
techniques at home. 
 
Besides, our nurses handle general health information questions on topics such as 
chronic conditions, nutrition, prescription drugs, and diagnostic tests, among others. We 
also provide orientation service through our Health Telephone Library.  The Health 
Telephone Library counts with a number of general health topics such as:  diabetes, 
heart and circulatory problems, respiratory and lung disease, medications, first aid, 
children’s health men’s health, women’s health, elderly health, mental health, foot care, 
eye care, nutrition, exercise, cholesterol, stress, substance abuse, sleep disorders, 
infectious disease, safety, common disease and diagnostic procedures, among others.  
 
When a physician is going to be absent for a determined period, we recommend that 
he/she programs his/her telephone answering machine to direct your Triple-S Salud 
plan members  calls to the Government Health Plan telephone service.  In this way, 
patients will always have access to orientation, evaluation and reliable health 
information. 
 
Our staff is available to offer orientation to the physicians of your PMG on the multiple 
benefits of the Government Health Plan for the beneficiaries and your PMG.  You may 
call (787) 775-1352 to coordinate an appointment.   
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ADDED VALUE OF THE GOVERNMENT HEALTH PLAN CALL CENTER 
TELEPHONE SERVICE  
 

 You patients have access to health information, orientation and evaluation 
24 hours a day, 365 days a year. 

 It saves time to your patients, for they will not have to wait long hours at an 
emergency room unnecessarily, for situations that can be solved with a medical 
appointment or treated at home. 

 The Government Health Plan Call Center nursing professionals support 
physicians by instructing the patients to comply with the medical treatment and 
help maintain the medical-patient relationship. 

 Monthly or annual reports with statistical information are generated for the 
evaluation of the volume of calls and the impact of emergency room services 
utilization.  

 We have strict service levels that have allow us to obtain quality accreditations 
for the Health Information Line Library (NCQA) as well as for the health call  
center Health Call Center (URAC).  All this through McKesson Health Solutions, 
which is our service provider.   

 
 
 
 

 



 

MANAGED CARE MODEL:  HEALTH EDUCATION AND PREVENTION 
 
It is Triple-S Salud, Inc. responsibility to offer its beneficiaries of GHP its Wellness 
Program, which includes health education and prevention services, known as Managed 
Care Program.  The objective of this program is to keep the beneficiary informed on the 
risks related to the most prevalent conditions and promote lifestyles that result in an 
optimal health. Under this model, each PMG will be required to have a Health Educator 
and a Nutritionist as part of its multidisciplinary care team, thus the PMG will be 
responsible for the delivery of these services. 
 
According to Puerto Rico vital statistics, in general, the principal causes of mortality and 
morbidity in Puerto Rico are heart diseases, diabetes, cancer, respiratory disease, 
HIV/AIDS and accidents, among others.  There are other factors that can lead to the 
development of health problems and chronic conditions that can be prevented and it is 
very important to keep beneficiaries informed. 
 
Through the development of group and individual educational activities conducted by 
health educators and other health professionals, they will offer beneficiaries education 
to promote prevention and modification lifestyles not conductive to a healthy life.  An 
essential and important element of these activities is to motivate beneficiaries to make 
voluntary changes to their lifestyles in order to achieve better health.  In the 
implementation of this program, they will also promote the availability and coverage of 
preventive services available according to each life stage. 
 
The program workshops on prevention and health promotion will be offered at the 
PMGs, medical offices and in community activities.  These educational activities are 
developed in response to the vital statistics of the Puerto Rico Department of Health, 
particular situations such as an outbreak of a disease or an epidemic, educational 
needs identified by the PMGs, physicians and according to the educational and 
wellness plan submitted by Triple-S Salud.  
 
Part of the educational and Wellness plan will include collaborative agreements with the 
Puerto Rico Department of Health, the Puerto Rico Lung Association, Cancer American 
Society, Puerto Rican Diabetes Association and the Puerto Rican Heart Association, 
among others.  
 

CARE MANAGEMENT DEPARTMENT 
 
OBSTETRICS PROGRAM – TRIPLE-S PRENATAL 

 
Triple-S Salud designed an Obstetrics Model and a Prenatal Education Program for 
female beneficiaries of the Government Health Plan subscribed by Triple-S Salud, 
certified as pregnant patients, to provide patients orientation on prenatal care and the 
care of infants. 
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The Education and the Disease Management Departments have developed the 
Triple-S Prenatal Program aimed to pregnant beneficiaries.  For beneficiaries with 
high-risk pregnancies, the program offers telephone interventions as well as educational 
group activities.  In which they offered information on the importance of prenatal care, 
the steps to follow for a healthy pregnancy and promote health changes in behavior the 
mother and the unborn child.  The beneficiary may be referred to the Triple-S 
Prenatal Program via fax at (787) 706-2550. 
 
The Primary Medical Group (PMG) does not assume the financial risk of the medical 
services under GHP coverage during pregnancy and post partum stages.  Coverage 
extends up to 56 days after normal delivery or c-section delivery or 30 days after a 
miscarriage.  The obstetrician must be a Triple-S Salud participating provider for GHP 
beneficiaries, but he does not have to be a physician of the Primary Medical 
Group (PMG). 
 
The pregnant beneficiary will choose the obstetrician within the network of providers to 
provide the prenatal care.  During the first prenatal evaluation, the obstetrician will 
inform the beneficiary if he can take charge of her prenatal care and the delivery.  The 
obstetrician will determine if he has space and the capacity to include another pregnant 
woman under his care and management.  If he is able to take charge of the patient’s 
care, the physician will register the patient by filling out the Registration Form for 
Obstetric cases and Referrals to the Educational Program (See Attachment 4 – 
Obstetric Registration Form) and will inform Triple-S, by fax at (787) 774-4835 or 
electronically through our webpage at www.ssspr./sesweb.  
 
Registration requests sent by fax to the Special Coverage Registration Unit will be 
processed and registration evidence will be mailed to the beneficiary.  If the obstetrician 
registers the patient through our webpage, he will be able to give the beneficiary the 
obstetrics registration letter on the beneficiary’s first visit to his office.  This will allow the 
beneficiary to go to the laboratory to make her the test prescribed by the obstetrician 
and get her prescription drugs without having to obtain the authorization or a referral 
from the primary care physician.  Registration cannot be performed unless the physician 
completes the 4P+ Questionnaire. 
 
Certified pregnant beneficiaries will have free access to the necessary obstetrics 
services to guarantee adequacy and quality of prenatal care.  
 
The Disease Management Department has available a nursing staff to coordinate the 
necessary medical services for beneficiaries with high risk pregnancies.  Among these 

services there are: 
 

 Coordination to give glucometers and strips to diabetic pregnant beneficiaries  
 
 Coordination of appointments at high-risk pregnancy clinics. 
 
 Identification of cases at risk of preterm births and coordination for treatment 

with progesterone in case it is ordered the obstetrician. 

http://www.ssspr./sesweb


 

 
Some obstetrics procedures performed at the obstetrician office, require 
Triple-S precertification through its Precertification Department.  These are:  
 

 Biophysical profile 
 Non-Stress Test/NST 

 
To request a payment precertification for these services, the obstetrician must fill out the 
Precertification Request Form of the Obstetrics Program and fax 
Triple-S Salud/GHP at (787) 749-9980 or contact the Precertification’s Call Center at 
1-866-365-9024.  (See Attachment 4 – Obstetric Registration Form) 
 

DISEASE MANAGEMENT PROGRAM 
 

Triple-S Salud offers GHP beneficiaries the Disease Management Program.  This 
program is designed to address the chronic conditions that most affect the country’s 
public health:  diabetes, asthma, hypertension, congestive heart failure (CHF), obesity, 
depression, and stage I and II renal disease.  This program includes services such as 
support to the treatment offered by your primary care physician, follow-up by nurses and 
health educators and instructions on how to know and control your condition. 
 

The objective of the Disease Management Program is to help physicians in the tasks 
of caring for their patients through different strategies such as telephone calls, written 
communication, printed materials, educational workshops, among others, in order to 
reinforce recommendations and motivate the patient to comply with said 
recommendations. 
 

The primary source of contact of the Program is by telephone and is available in a 
schedule convenient for the beneficiary.  Part of the strategies aim to inform primary 
care physicians on the health progress of the beneficiaries and review the guidelines to 
treat the conditions previously mentioned.  
 

Another essential component for the development of this program is Health Education. 
A team of professionals is available to provide group or individual direct education to the 
beneficiaries under the Program.  The staff provides disease self-control techniques 
such as the use of the glucometer, the use of the maximum exhalation meter, among 
others. Beneficiaries identified as eligible to the Program are invited to participate in 
educational activities by mail or telephone call.  The Program also mails them 
information brochures and invites them to participate in community activities such as 
health fairs and special clinics.  
 

The educational program on the management of chronic conditions offers different 
workshops for each of the conditions included in the Disease Management Program: 
 

▪ Heart Failure (for beneficiaries with heart failure who are over age 18) 

▪ Asthma (for beneficiaries with asthma aged 5 to 56) 

▪ Diabetes (for beneficiaries with diabetes who are over age 18) 
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▪ Hypertension (for beneficiaries with hypertension who are over age 18) 

▪ Weight control (for beneficiaries with overweight or obesity problems who are 
over age 18) 

▪ Depression (for beneficiaries with depression who are over age 18) 

▪ Care of the Kidneys (for beneficiaries with stage I and II renal disease who are 
over age 18) 

 
The primary care physician may refer any patient he understands that can benefit from 
the Program.  The beneficiary identified or referred by the primary care physician will be 
evaluated according the utilization claim history, pharmacy utilization, comorbidities and 
complications to determine his enrollment in the Program.  Every primary care physician 
must fill out the referral sheet (See Attachment 5 – Referral for Disease Management 
Program) and send it to the Disease Management Program via fax at (787) 625-8722 
or via email:  manejodeenfermedades@ssspr.com.  After the evaluation, they will inform 
the determination to the physician and the action plan for the referred case.  
Triple-S Salud will provide the primary care physician a report on the health status of all 
the beneficiaries participating in the Program.  
 

CARE MANAGEMENT PROGRAM 
 
Triple-S Salud Case Management Program offers beneficiaries the opportunity that a 
qualify staff can serve as guide and support, and help them coordinate medically 
necessary services or procedures included in their benefit coverage, as applicable. 
 
Triple-S Salud is committed to provide the best care to individuals and organizations 
that acquire its services.  Thus, the Case Management Program has been established 
with the goal of implementing a patient-centered program that follows the case 
management process to promote quality effective outcomes in compliance with local 
and federal regulations.  The mission of this program is to facilitate communication, 
coordination and integration of services to beneficiaries with complex health condition 
among all the members of the health team, to promote adequate use of the health 
resources in order to improve quality of services and promote cost-effectiveness.  
Through the case management process, we can help to identify care options when the 
requested service is not covered or the patient has used up the benefit. The nursing 
staff will identify options to help the beneficiary/representative or provider to find another 
level of care that fulfills the need, with the purpose of improving its quality.  
 
Participation in our Case Management Program is voluntary.  Services offered by the 
Case Management Program target policyholders of Commercial line of business and 
beneficiaries of the Government Health Plan.  The Case Management Program focuses 
on enrollees with special health needs that require individual attention for quality of 
care. Interventions include communication, coordination, support and resource 
management.  Case manager interventions may include but are not limited to: 
telephonic, home visits/security risk assessment, email, and letters.   
 
Triple-S Salud Case Management Program offers enrollees the opportunity to receive 
needed care in a coordinated and effective way and following best existing evidence 
based clinical practice. 

mailto:manejodeenfermedades@ssspr.com


 

 
Some of the home care alternatives that may be coordinated are:   

 Intravenous antibiotic and other intravenous prescription drug therapy 

 Pain management 

 Chemotherapy  

 Hydration 

 Physical, speech and occupational therapy 

 Wound or ulcers care 
 
Note:  To refer other potential conditions to the Case Management Program, the person 
issuing the referral must use Potential Referral Form and sent via fax at (787) 774-4837. 
(See Attachment 6 – Potential Patient Referral – Case Management Department) 
 

PRECERTIFICATION  
 
Triple-S Salud recognizes the need of precertifications or prospective review of high 
cost services or with a high utilization potential to ensure cost-effectiveness and quality 
of the services rendered to the beneficiaries. It also recognizes the need to use clinical 
guidelines to ensure consistency and uniformity when making decisions. 
 
The precertification of certain services and procedures has been assigned to 
McKesson Health Solutions PR, Inc. The nurses work at a call center available 
7 days a week and use the InterQual® Guidelines to be consistent in their 
decision-making.  When the precertification does not comply with the criteria set by 
these guidelines, it is referred to a medical advisor for the final determination.  The 
process of denial, reconsideration and appeal of a determination on a precertification is 
always assigned to independent medical advisors contracted by Triple-S Salud.  A 
preauthorization may be requested by calling the Precertification Call Center at 
1-866-365-9024 or by fax at (787) 749-9980.  To know which are the procedures, and 
their codes, that require precertification, please check the table that details them. 
(See Attachment 7 – Codes that Require a Precertification through Triple-S Salud 
Call Center and See Attachment 8 – Request From for Nuclear Studies). 
 
The nurses, pharmacy assistants and licensed medical specialists from the Utilization 
Review Unit of Clinical Management Division make the determinations on 
precertifications for special coverage, non-emergency transportation, ambulance 
services or procedures and services not covered or limited by the policy.  To be 
consistent in making clinical decisions, they use the criteria, guidelines, protocols and 
policies developed by PRHIA, Triple-S Salud, the FDA and well-known Medical 
Organizations.  
 

SPECIAL COVERAGE 
 
The special coverage is a registry provided to beneficiaries with high cost, complex 
medical conditions to facilitate access to the services of the specialist in charge of 
treating the condition without affecting the financial soundness of the Primary Medical 
Group. 
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To grant a special coverage registry, it is necessary to the primary care physician or the 
specialist in charge of treating the beneficiary requests it.  The physician requesting the 
registry must request must send all the documents required for the registry, as set for 
each condition in the Special Coverage Registry Form (See Attachment 9 – Special 
Coverage Registration Form, Oncology Initial Registration Form, Children with 
Special Needs Form, Obstetrics Registration Form) .  The physician may fax the 
documents to (787) 774-4835 or send them via e-mail to 
cubiertasespeciales@ssspr.com. 
 
Conditions that require the Special Coverage Registry are the following: 

 Aplastic anemia 

 Rheumatoid arthritis 

 Autism 

 Cancer 

 End-stage Renal Disease (stages 3, 4 and 5) 

 Scleroderma 

 Multiple Sclerosis and Lateral Sclerosis 

 Cystic Fibrosis  

 Hemophilia  

 Children with special needs 

 Obstetrics 

 Post Organ Transplants 

 Lupus erythematosus and systemic lupus 

 Tuberculosis 

 HIV/ AIDS 

 Leprosy 
 

PRESCRIPTION DRUGS 
 
Our pharmacy coverage is governed by a formulary established by PRHIA, the Medullar 
Formulary and a Preferred Drug List (PDL).  The PDL will be distributed to the Primary 
Medical Group (PMG) primary care physicians, specialists, emergency rooms and 
hospitals.  The PDL details prescription drugs covered, as established by PRHIA, the 
prescription drugs that need preauthorization for payment (PA) (See Attachment 10 – 
Request for Medical Information Pharmacy Department) those that need step 
therapy or the plan limits the amount to be dispensed (AL) and contracted drugs with 
federal legend. 
 
The PDL has seven lists of preferred drugs: 
 

 Physical Health 
 Dental – For the use of dentists, do not require the countersignature of the 

primary care physician. 
 Emergency – For the use of the emergency room physician without requiring 

the countersignature of the primary physician. The quantities of the 
medication are limited. 

mailto:cubiertasespeciales@ssspr.com


 

 Nephrology – For the use of nephrologists with beneficiaries registered in the 
nephrology special coverage. 

 OBGYN – For the use of obstetricians with female beneficiaries registered in 
the obstetrics special coverage. 

 Oncology – For the use of oncologists with beneficiaries registered in the 
cancer special coverage. 

 HIV/AIDS – For the use of physicians with beneficiaries registered in the 
HIV/AIDS special coverage. 

 
Except those prescription drugs in the Physical Health Category, the prescription drugs 
in the other formularies do not require the countersignature of the primary care 
physician if they are prescribed by the physician in charge of rendering the services or 
of treating the condition.  Prescription drugs prescribed by physician within the preferred 
network of the Primary Medical Group do not require the countersignature of the 
primary care physician. 
 
The pharmacy coverage makes mandatory the use of generic bioequivalent drugs 
classified as “AB” by the Food and Drugs Administration (FDA) as first option.  These 
drugs can be identified in the PDL because they are written in bold. The brand name is 
only used for reference.  The physician must always use the drugs included in the PDL 
as the first option to treat a condition.  Some prescription drugs included in the PDL are 
subject to preauthorization for payment. 
 
 Some of the prescription drugs included in the Formularies are subject to a 

preauthorization for payment. 
 
To preautorize prescription drugs for payment, the provider or the facility must send by 
fax to (787) 625-8698 the Request for Medical Information Pharmacy Department 
(See Attachment 10 - Request for Medical Information Pharmacy Department) 
together with the following documents:  
 

 Prescription and the diagnosis, including the physician’s NPI. 
 Patient’s name and contract number. 
 Clinical instructions and laboratory tests or studies justifying the use of the 

drug prescribed. 
 
PRHIA has established an exception process for prescription drugs that are not 
available in the PDL.  
 
Exception Process established by PRHIAS for the approval of prescription drugs 
not included in the Formularies 
 
The information that follows describes the criteria to use for the approval of a 
prescription drug through the exception process.  
 

1. Any prescription drug prescribed and approved, through this process must have 
the approval of the Food and Drug Administration (FDA). 
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2. The pharmacy coverage does not apply to drugs in their experimental stage or 
for experimental purposes not approved by the FDA. 
 

3. Physicians must check that the drug to be prescribed is included in PRHIA’s 
PDL.  

 
4. If the prescription drug is not included in the PDL, the physician must contact 

Triple-S Salud to ensure the following: 
 
a. The prescription drug does not have a generic bioequivalent available in 

market. 
b. Any drug prescribed must be clinically indicated for the condition to be 

treated. 
c. The prescribing physician must justify and provide evidence that he is 

prescribing the drug for any of the following reasons: 
 
1) There are contra-indications for some of the prescription drugs included in 

the PDL. 
2) Patient’s history of adverse reactions to some prescription drugs included 

in the PDL. 
3) Therapeutic failure of all the options available in the PDL. 
4) There is not a therapeutic option in the PDL. 
5) The patient is epileptic and has been taking a prescription drug approved 

by the FDA that is not included in the PDL, and the disease is under 
control with said drug.  

6) In cases in which the patient has been diagnosed epilepsy for the first 
time, treatment must begin by prescribing the generic drugs available in 
PRHIA’s PDL.  Brand-name drugs will only be prescribed if the patient’s 
condition cannot be stabilized with the generic drug or vice versa. 

7) Once the drug is clinically validated, the physician will proceed to issue the 
prescription to substitute the drug being used for the one requested as an 
exception or by a prescription drug included in the PDL. 

 
If for clinical reasons, they must authorize the prescription drug not included in the PDL, 
the drug must not be in its experimental stage and the FDA must have approved it to 
treat the condition for which it is prescribed. The drug will be authorized, even if it is not 
included in the Medullar Formulary, without delay, through a dispensing exception. 
 
A detailed explanation on the policies and procedures for pharmacy processes and the 
PDL is available in Attachment 11 – Policy and Procedure of Drugs 
Preauthorization of the Health Plan of the Government and Policy and Procedure 
for the Process of Exceptions of Drugs of the Government Health Plan. 
 
 
 
 
 



 

AMBULANCE SERVICE 
 

Transportation in emergencies such as the ones mentioned below, do not need 
precertification: 

 
 from the beneficiary’s home to an emergency room or a hospital 
 from hospital to hospital 
 from emergency room to hospital 
 
Non-emergency ambulance transportation services require preauthorization.  To 
request said preauthorization they must fill out the Certificate of Medical Necessity for 
Ambulance.  (See Attachment 12 – General Guidelines Use of Ground Ambulance 
Service, Certificate of Medical Necessity for Ambulance).  Example of cases in 
which the service is authorized: transportation of beneficiaries to dialysis facilities, 
bedridden beneficiaries or beneficiaries that need mechanical ventilation.  
 
Air Ambulance  
 
Aerial emergency transportation services are provided and paid for ASES under a 
separate contract.  Triple-S shall coordinate the provision of aerial emergency 
transportation on behalf of its enrollees when medicaly necessary utilizing the provides 
designated by ASES. 
 

CLINICAL UTILIZATION REVIEW 
 
Triple-S Salud performs prospective, concurrent, and retrospective reviews in order to 
keep health services cost effective without influencing the medical care decisions of the 
patient.  The InterQual® Guidelines are the guidelines used to carry out this evaluation 
and maintain uniformity in decision-making.  The staff that carries out the evaluation is 
licensed nursing professionals, certified in the use of the guidelines and with broad 
hospital experience.  Denial determinations are always made by medical specialists. 
The processes carried out by the department include hospital admission registry, 
concurrent review, and retrospective review, review of emergency room services, 
appeals process and arbitration process. The information that follows explains all these 
processes in detail. 
 

HOSPITAL ADMISSION REGISTRY 
 
It is required for the payment of the services, that admissions are registered 
electronically through SES Web or through the McKesson Call Center at 
1-800-981-1352, within a term of 24 hours from the date the person was admitted.  This 
does not apply to admissions for deliveries, c-sections or to elective or ambulatory 
surgeries.  Elective or ambulatory surgeries require for payment a referral from the 
Primary Medical Group (PMG).  There must be one registration per admission.  The 
registration number must be included in the claim for the payment process to be fast 
and effective.  This registration number must be the same number the review analyst 
documents in his evaluation.   
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CONCURRENT EVALUATION 
 
It is required that the medical files of all Triple-S Salud admitted at the hospital are 
submitted on the next business day for the analysts assigned to each hospital can 
proceed with the concurrent evaluation.  If the beneficiary is discharged from the 
hospital over the weekend, on a holiday or after the analyst has completed his work 
schedule, it is preferable to keep the file on the floor where the patient was hospitalized 
and be handed to the analyst to complete and close its evaluation. 
 
RETROSPECTIVE EVALUATION 
 
For retrospective evaluations, it is required that the medical record is complete.  The 
medical record must be submitted within a term that does not exceed 15 days from the 
date the person was released from the hospital  
 
EMERGENCY ROOM EVALUATION 
 
The emergency room evaluation is only carried out for those beneficiaries that have 
begun the benefits eligibility process and the process was not completed.  They also 
evaluate mental health diagnostics which have been billed to us, to determine if they 
have received physical health services and Triple-S Salud is responsible for their 
payment. 
 
APPEALS PROCESS   
 
The appeals process is a process to which the beneficiary is entitled, which allows the 
person to request a reevaluation of a determination Triple-S Salud made and with which 
the person does not agree.  It is requested for denials for the payment of procedures 
and admissions.  The appeals process may be initiated by the beneficiary, the provider, 
the facility or by a representative appointed by the beneficiary.  The term to request an 
appeal is 45 days from the date the determination was notified.  When the beneficiary’s 
health condition requires an expedite determination, the appeal process can be begun 
as soon as he receives the determination notice. 
 
The person requesting the appeal must submit comments, written documents or any 
other information related to the appeal.  It must include the patient’s name, the contract 
number, date of service, the place where the service will be rendered, copy of the 
medical file or a document justifying the medical need or any other information relevant 
to the medical condition of the patient that justifies the service. 
 
To request an appeal, the person requesting it must clearly specify that he is requesting 
an Appeal to the prior decision.  The information may be faxed to (787) 774-4839 or 
sent by mail addressed to  
 

CLINICAL REVIEW MEDICAL DIRECTOR 
TRIPLE-S SALUD, INC. 

PO BOX 363628 
SAN JUAN, PR 00936-3628 



 

 
Re-appeal – If the beneficiary, his representative or a provider do not agree with the 
determination on the appeal, they may initiate re-appeal within a term of up to 15 days 
from the date appeal determination was notified.  
 

ARBITRATION PROCESS 
 
This is a mechanism established in the provider’s contract to clarify any controversy 
regarding the denial of days or of a service, after exhausting all the administrative 
processes established:  appeal and re-appeal. 
 

INCORPORATING NEW TECHNOLOGY 
 
New technology refers to any new procedure or medical device for diagnosis or 
treatment that is available on market, which has the due approval of the Food and Drug 
Administration (FDA). 
 
Triple-S Salud, through its Medical Policy Department, performs an ongoing evaluation 
of emerging technology on the market.  The purpose of this ongoing evaluation is to 
recommend or not the inclusion of said technology in the Plan different benefit 
coverages.  As part of this evaluation, Triple-S Salud will consider the determination the 
Blue Cross Blue Shield, as well as CMS determination and those made by well-known 
medical associations.  To consider the inclusion of the new technology evaluated, it 
must comply with corporate criteria and must also be in tune with a payment policy that 
tempers quality and cost effectiveness. 
 

 
CLINICAL QUALITY PROGRAM 

 
DESCRIPTION OF THE PROGRAM 
 
The Clinical Quality Program is in operation since April 1, 1995.  It is supervised by a 
duly licensed physician, in accordance with of Puerto Rico law.  The clinical nursing 
staff, who have a bachelor’s degree or a master’s degree, carry out the evaluations of 
the clinical practice guidelines, as determined by recognized sources among which 
there are the Puerto Rico Health Department, CMS and wel--known professional 
practice Associations.. 
 
The Clinical Quality Program directs its attention and effort to the monitoring, 
measurement, analysis and evaluation of those processes or activities that have the 
greatest impact on the quality of services rendered to the membership.  The program 
has developed a system of quality assessment, addressed to the primary physician, 
participating providers and the medical team, which measure compliance with 
established standards.  
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The work of the Quality Review Specialist is strategically divided by municipalities. 
Every specialist has about 100 primary care physicians under her supervision, and she 
is responsible to check for the implementation of quality assessment, discussion of the 
results of the measures "Healthcare Effectiveness Data and Information Set" (HEDIS) 
and serve as a support agent in the implementation of corrective measures.  The 
Quality Program develops a comparative quality profile of each primary care physician, 
by specialty and a profile for each Primary Medical Group (PMG).  This profile allows us 
to identify areas for improvement, so we are more efficient in the interventions that we 
do. 
 

QUALITY EVALUATIONS TO THE PRIMARY CARE PHYSICIAN 
 
1. Documentation of the Medical Record – The medical record is a medical-legal 

document that gathers the health and illnesses history of the patient.  In the record 
information regarding medical visits, consultations and/or services rendered must 
also be documented.  To ensure this happens, we have developed indicators to 
measure the confidentiality of information, the availability and adequacy, continuity 
and coordination of medical care.  The indicators have been developed in 
accordance with the requirement of regulatory agencies, Law 101 of June 26, 1965, 
related literature and quality indicators accepted as established by the National 
Committee of Quality Assurance (NCQA).  The parameters evaluated are:    

 

a. Availability 

b. Security 

c. Organization 

d. Confidentiality 

e. Documentation: 

 Demographic data 

 Habits 

 History and physical examination 

 Medical problems 

 Medications 

 Progress Notes 

 Diagnostic  

 Consultation 

 Education 

 Ancillary services 

 



 

This evaluation is made to primary care physicians and participating 
providers.  
 

2. Documentation of Preventive Services – When reviewing the medical record, they 
will verify that preventive services for certain health condition and by life cycle are 
adequately documented and are managed according to the set quality standards 
such as the guidelines for Early and Periodic Screening, Diagnostic and Treatment 
(EPSDT), Community and Migrant Health Centers (CMHC) y NCQA.  Preventive 
services cover the following conditions: 

a. Chronic conditions: 

 Diabetes Mellitus 

 Asthma 

 Hypertension 

 Congestive Heart Failure  

b. Life cycle: 

 Prenatal care 

 Childhood (infancy, early and late childhood)  

 Adolescence 

 Adult (feminine cancer, masculine cancer  and cardiovascular risks)  

 Geriatrics 

c. Prenatal care: 

 Laboratory protocol 

 Prenatal care visits 

 Education 

 Biometric profile 

d. Gynecological services: 

 Breast cancer screening 

 Cervical cancer screening 

 Physical exam 

 Immunizations 

 Education 

 Mental health screening 

This evaluation is performed annually to primary care physicians.   
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3. Inspection of physical facilities- To ensure accessibility, privacy and safety of 

physical facilities where health services are rendered to our plan members, we 

developed the inspection of the physical facilities.  The parameters evaluated are 

the following:   

 
1. Physical appearance  

2. Safety 

3. Privacy and confidentiality 

4. Accessibility 

5. Medical emergencies 

6. Control of infections 

7. Storage of samples 

The inspections of primary care physicians and participating providers is carried 
out annually.  
 

4. Compliance with the physical health and mental health integrated model -  One 
of the major changes incorporated as part of GHP Model is the integration of 
physical health with mental health.  Audits of compliance with the integration model 
are addressed in two areas: 
 

i. Compliance with the collaboration phase:  It consists mainly of assessing 
compliance with screening guidelines including but not limited to ASQ-9 (Ages 
and Stages Questionnaire) and TWEAK.  It also measures the communication 
process between mental health and physical health professionals.  
 

ii. Compliance with the collocation phase:  It consists mainly of assessing 
compliance with the process of early treatment of population at risk.  

 
5. Standards for care availability and accessibility - GHP Model incorporates 

additional standards on the availability and accessibility to care.  Standards of the 
medical appointment systems will be considered with special emphasis.  
 

6. Quality standard of medical record documentation, preventive services and 
facilities - A minimum standard of 80 percent of compliance is required.  A 
corrective action plan will be required if a percentage less than eighty is obtained.  It 
is expected, at least 20 perceptual points increase per year until the goal of 
80 percent of compliance is obtained.  If this is not achieved, sanctions are going to 
be applied as per contractual requirements. 

 
7. Autism Screening Standards - It is required that each primary care physician 

performs a screening on autism or its related syndromes screening mainly using 
objective screening instruments such as the M-CHAT.  



 

 
QUALITY EVALUATIONS TO THE PMGS  

 
1. PMGS encounter submission - A bidirectional encounter submission auditing 

process in on place.  This process measures (a) That every encounter documented 
on the medical record appears as a processed encounter claim in Triple-S claims 
system and, (b) That every encounter processed on Triple-S claims system have an 
associated documentation on the medical record and that the documentation is 
appropriate. 

 
2. Management of Vaccination Centers - The Quality Program promotes vaccination 

of the population at risk.  This is a very important preventive indicator, for it 
represents a decrease in the risk of contracting contagious diseases.  The 
evaluation of Vaccination Centers is an initiative that supports quality evaluation of 
the Health Department, Vaccination Department.  Both availability and accessibility 
of services are evaluated annually.  

 
3. Integration of Mental Health and Physical Health - The primary medical Group 

must promote the integration of physical health with mental health, as required by 
GHP Model, including but not limiting to contracting a mental health professional for 
the facilities of the Primary Care Group, who should work at least twice a week.  In 
addition, the medical group must ensure that the mental health professional 
performs the appropriate screening for mental health conditions, as recommended 
by the clinical evidence guidelines.  To this purpose, we have designed a series of 
audits intended to measure compliance with this requirement.  

 
4. Compliance with preventive evaluations - PMG’s will be evaluated to assure 

compliance with preventive services recommendations according to established 
guidelines.  PMG’s will be profiled based on its PCP’s medical record review audits, 
administrative preventive data and utilization of Preventive Centers. 

 
HEDIS MEASURES 

 
HEDIS is a set of standards used to measure the performance of health plans.  It 
consists of measures whose selection criteria are relevance, scientific validity and 
viability.  The categories are: 
  

 Effectiveness of care 

 Accessibility and availability of care 

 Satisfaction with care 

 Utilization of care 

 Cost of care 
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To calculate HEDIS measurements, one can choose two methods: administrative, 
which gathers claims data or hybrid, which gathers data from medical records reviews. 
In addition, the development and improvement of HEDIS measures is a requirement of 
the Health Insurance Administration (ASES, for its acronym in Spanish).   
 
Among other initiatives, every year the Quality Program will inform the PMG’s and the 
primary care physicians, the results they obtained compared to their Region and the 
Mean, the NCQA national average.  The purpose is to work collaboratively to develop 
improvement strategies.  
 

INFORMATION CONFIDENTIALITY POLICY 
 
The PMG and Triple-S Salud have the responsibility to protect the confidentiality of the 
beneficiaries’ clinical information, as required by state and federal laws (Bill of Rights of 
the Constitution of the Commonwealth of PR; 1979 PR Evidence Rules; Law 101 of 
June 26, 1965; Regulation #52 of the Department of Health; and the 1974 Privacy Act 
(P.L. 93579) federal law. 
 
There are special cases in which the confidentiality of information must be protected to 
a greater extent, for they are regulated by special laws (Mental Health Code of PR and 
Regulation #51 of the Department of Health).  These cases include beneficiaries that 
are HIV positive, have mental problems and prisoners.  Triple-S Salud will use the 
information about beneficiaries and providers with the sole purpose of complying to the 
maximum with its functions and responsibilities, in such a way that it achieves its goal of 
supporting the rendering of a quality and cost-effective health care. 

 
a. Compliance with the Health Insurance Portability and Accountability Act 

(HIPAA) Federal Law at the Primary Care Physician's Office – Every person 
that uses the medical record has the moral and legal responsibility of 
protecting the privacy and security of the clinical information of the patients 
that receive treatment in that health facility.  The primary care physician and 
his/her personnel are covered by the HIPAA Law and must be prepared to 
comply.  They can use the HIPAA Toolkit, which Triple-S Salud, Inc. provides, 
as a reference manual.  It should be used as a tool to assist them, particularly 
when working with the Final Privacy Rule and the Proposed Security Rule.  
The materials contained in the manual are illustrative and may not be seen as 
legal advice.  The information may be subject to modifications, according to 
federal law changes. 

 
Special cases, such as HIV positive, mental problems and prisoners should be 
managed under the strictest confidentiality terms, safeguarding the civil rights of 
these patients and complying with state laws. 
 

b. Access to Medical Records by Triple-S Salud/GHP Personnel – 
Triple-S Salud is authorized, through a contract with the PMG, on Article XIV, 
Comment 14.2, 14.4, to revise and copy its medical records with the purpose 
of conducting audits and evaluations to determine the quality, adequacy, 
promptness, privacy, security and cost-effectiveness of the services rendered 



 

under GHP.  According to HIPAA, Triple-S Salud, Inc. and its subsidiaries are 
subject to the applications of the Law to protect the confidentiality of the 
personal, financial and health information of its customers, plan members, 
and beneficiaries that it handles as part of its operations. 

 

CONTINUITY AND HELATHCARE COORDINATION 
 
The Continuity and Health Care Coordination Policy establishes that every Primary 
Care Physician (PCP), specialist, hospital and non-hospital acute care facilities should 
offer health care services in an integrated manner, assuring continuity and coordination.  
The purpose is to assure that patients with medical problems receive their health care in 
a continuous, appropriate and unrestricted way all throughout the provider network. 
Triple-S Salud/GHP continually monitors the following areas: 
 
a. Referrals to Specialists 

1. It is the responsibility of the PCP to know the diagnosis, treatment, medications 
and clinical history of his/her patients with medical problems. 

 
2. The PCP is responsible for determining services required by enrollees, provides 

continuity of care, and provides Referrals for enrollees when medically 
necessary. 
 

3. The PCP within a PMG is responsible to manages and coordinates the 
enrollee’s care in a timely manner. 
 

4. The PCP shall provide, manage and coordinate services to the enrollee, 
including coordination Behavioral Health personnel, in a timely manner, and in 
accordance with the guidelines, protocols, and practices generally accepted in 
medicine. 
 

5. If the medical diagnosis requires the services of a medical-surgical specialist, 
the PCP must follow the procedure for referrals established by the organization.  
The PCP must comply with the following aspects: 
 

 Have evidence of the use of the consulting physician in the medical record. 
 

 The consultation must be justified, according to the diagnosis and treatment. 
 

 Verify that the consultation form is completed. 
 

 The results of the consultation must be analyze by the PCP and documented 
in the progress note. 
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 The PCP is responsible to provide the referral to the enrollee in a term no 
greater than five (5) days.  In the case that the provider is not part of the 
ePPN, the PCP is responsible to schedule an appointment with the required 
specialist.  The services should be rendering within a reasonable period, 
according to the beneficiary need.  The term should not exceed 30 days after 
the appointment. 

 

 The PCP should provide orientation to the patient regarding the importance of 
bringing him the treatment plan that the specialist or provider gave him so the 
physician can make a better coordination for the patient’s health care.  A copy 
of this treatment plan must be included in the patient’s medical record. 

 

 If the organization identifies cases in which the patient’s health is at risk for 
lack of continuity and coordination of the service, the case will be clinically 
evaluated with the provider and then proceed to render the necessary 
services to the patient. 

 
b. Discharge Summary for Hospital Facilities 

To guarantee the coordination of the medical treatment to patients discharged from 
a hospital facility, it is necessary that the hospital provide the patient a summary of 
the discharge, to be handling to the beneficiary’s PCP. 
 
This is a requirement of the General Regulations for the Operation and Functioning 
of the Health Facilities in Puerto Rico, in Article G, Section B, Paragraph 6.  The 
discharge summary provides information in order to evaluate the beneficiary’s need 
for proper medical treatment after hospitalization.  

 
c. Notification Process for Unsubscribing from a Primary Care Physician or 

Health Care Provider 
 

Triple-S Salud will notify the beneficiary’s, in writing, 30 calendar days before the 
effective date of the withdrawal of a PCP or health care provider. 

 
d. Continuation of access to a primary care physician or health provider 

 
In those cases in which the patient has an active treatment, when the PCP or health 
care provider cancellation becomes effective, the patient can remain 90 additional 
calendar days in a transition plan to assure de continuity of services set forth in the 
Puerto Rico Patient’s Bill of Rights, Law 194 of August 25, 2000. 
 



 

 
PREFERENTIAL TURN 

 
Under Laws No. 86 enacted on August 16, 1997 (Articles 1-4) and Law 200 enacted on 
August 5, 2004 it is required that all network providers give priority in treating enrollees 
from the island municipalities of Vieques and Culebra so that they may be seen by a 
Provider within a reasonable time after arriving at the Provider’s office.  This priority 
treatment is necessary because of the remote locations and travel time required for the 
residents of Vieques and Culebra to seek medical attention. 

 
ELECTRONIC HEALTH RECORD (“EHR”) SYSTEM 

 
An electronic record of health- related information on an individual that is created, 
gathered, managed, and consulted upon by authorized health care clinicians and staff 

and certified by The Office of the National Coordinator’s Authorized Testing and 
Certification Bodies (“ONC-ATCBs”). 

 
The PMG and its participating providers must maintain an electronic information system, 
installed and fully operational, with the capacity to receive and transmit data 
electronically to PRHIA and TSS, as well as other entities contracted by PRHIA.  This 
system must be operating 365 days a year, and must also be available to electronically 
manage:  

 
(a) Verification of beneficiary eligibility;  
 
(b) Verification of benefits;  
 
(c) Verification of financial information (deductibles, co-payments, etc.);  
 
(d) Verification of individual demographic data;  
 
(e) Coordination of benefits  

 
The PMG and its participating provider must also have an automated system providing 
the following information:  
 

(a) Online history of services for each patient;  
 
(b) Complete demographic data online, including coverage and enrollee financial 

responsibility;  
 
(c) Online annotations (i.e. general notes about allergies, reminders, and other 

clinical information in a liberal manner);  
 
(d) Analysis of activity by different data elements.  
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HEALTH INFORMATION EXCHANGE (“HIE”) 

 
The secure and effective electronic transmission (push-pull) of the Personal Health 
Information of patients between Providers, across organizations within a region, 
community or hospital system, within a jurisdiction and/or between jurisdictions. HIE is 
also an entity that provides services to enable the electronic sharing of health 
Information. 
 

CLINICAL PRACTICE GUIDELINES 
 
In a Coordinated Care Model, preventive medicine is the main focus in the provision of 
health services.  Offering preventive services according to the established guidelines 
serves as a tool to the primary care physician in the early detection of different 
conditions and in promoting good health.  This will have a positive impact on the 
utilization of medical services. 
 
Triple-S Salud adopts the following clinical guidelines: 
 

 Puerto Rico Department of Health 

 National Committee of Quality Assurance 

 US Preventive Services Task Force 

 American Academic of Pediatrics 

 American College of Obstetricians and Gynecologist 

 Other professional organization such as ASA 
 
These guidelines serve as a frame of reference to the primary care physician in clinical 
activities, such as: 
 

 Identify risk factors 

 Facilitating changes or lifestyle modifications 

 Choosing immunizations or screening tests 

 Make medical records and/or physical exam 

 Offer advice and/or education 
 

The Clinical Practice Guidelines summarize the primary preventive clinical measures 
recommended for conditions such as asthma, diabetes, congestive heart failure and 
hypertension.  These should be used every time the patient visits his physician’s office, 
even when the reason for the visit is an illness. 
 
Triple-S Salud Clinical Quality Department reviews annually the Preventive Clinical 
Practice Guidelines used in the following processes: 
 

 Review of quality clinic for preventive services 

 Educational workshops to members 
 



 

The review of Clinical Guidelines will be based on clinical evidence or the 
recommendations of a panel of experts or as provided by local or federal regulations 
between them including, but not limited to, the Health Department and CMS.  The 
updates and guides should be available for review of the provider network. 
 

Triple-S Salud Quality Department has been distributing these guidelines to all the 
primary care physicians for the last two years.  When a primary care physician joins 
Triple-S Salud provider network, he/she receives orientation on the Quality Program 
and receives a preventive services guide.  If the physician or provider request additional 
information regarding preventive services guidelines, he/she can contact the Quality 
Department at (787) 273-1110, extensions 3287 or 3285. 
 

PATIENT’S SAFETY 
 
Triple-S Salud is committed to improving the patient’s safety through the health care it 
offers to the beneficiaries.  The PMG and the primary care physician are responsible for 
developing a culture of safety and prevention of medical errors prevention through 
prospective analysis and redesign of vulnerable systems.  It is important that they 
develop initiatives that promote safe clinical practices that may include orientations, 
workshops, newsletters for both the beneficiaries and primary care physicians, and 
collection of information about the steps taken by primary care physicians to improve 
the safety of the patient, etc. 
 

CLINICAL IMPROVEMENTS 
 
The Clinical Quality Program identifies opportunities for improvement through the 
results of quality evaluations performed to primary care physicians and participating 
providers and the results of the HEDIS Measures.  The Quality Review Specialist is 
responsible for helping the PCP and the PMG to develop an action plan based on 
opportunities for improvement, identified in collaboration with the primary care 
physicians, PMGs and participating providers.  

 
The Clinical Quality Program, in conjunction with the clinical analysis staff, will carry out 
an analysis of the cumulative data of the quality evaluations to identify opportunities for 
improvement, determine the causes of problems and take corrective actions. 
 

INCENTIVE PROGRAM 
 
To promote the quality and to raise the level of the preventive services provided to our 
participants, the Incentive Program has been developed.  All the parameters follow the 
compliance with the requirements established by NCQA/HEDIS, the Department of 
Health, the EPSDT Guides and CMHC Guides.  
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At present, there are the following incentives: 
 
1. Triple-S Salud has developed an Incentive Program of the Physicians.  The purpose 

of the program is supporting the quality among the medical services and increase 
the preventive services provided to the member.  All Triple-S Salud Providers and 
Medical Group are eligible.  The incentive is based on quality parameters such as: 

 

 Preventive Level Services 

 Medical Record Documentation 

 Measures of secondary prevention in patients with chronic conditions 

 Preventive Services in Obstetrics/Gynecologist among other administrative 
measures. 

 
The main goal of the incentive is the promotion and coordination of health services in 
compliance with Preventive Clinical Guidelines.  During the measurement year (January 
to December of the previous year contract), the incentive is based on claims analysis, 
laboratory outcomes and medical record review.  The following criteria are considered 
for the PCP incentive: 
 

a) Quality Preventive Evaluation 
b) HgbA1C Outcomes 
c) Utilization Outcomes ARB ACE Inhibitors 
d) HTN Outcomes 
e) Diabetes Mellitus outcomes for COL-LDL 
f) Medical Record Documentation 
g) Site Visit 
h) Participation in Continues Medical Education 
i) Integrated Model:  PHQ-9, M- C-hat and ASQ 
j) Complaints and Grievances 
k) Percent Change in Points 
l) Fraud and Abuse 

 
Also for the Obstetricians and Gynecologist the following criteria applies: 

 
a) Post-Partum Visit 
b) Prenatal Care 
c) Prenatal Laboratories 
d) C/S Rate 

 
2. Incentive for Vaccine Administration – Every primary provider that is certified by the 

Department of Health as a vaccination center can participate in this incentive.  It 
awards $5.00 per administered vaccine. 

 
 
 



 

CONTINUING MEDICAL EDUCATION 
 
Triple-S Salud will be offering a professional continuous medical education for primary 
care physicians.  Educational topics will be selected according to member population 
necessities.  Model of care and any other topic required by ASES.  A minimum of 
six educational credits per region will be offered.  Every medical provider is responsible 
for taking five (5) continuing educational hours per quarter from the program offered by 
Triple-S Salud, in order to complete twenty (20) hours per year.  Provider participation in 
educational activities is also a criteria of the incentive program.  
 

HEALTH EDUCATION SERVICES 
 
Services for Education and Health Promotion - The PMG will be responsible for 
hiring at least one health educator and one nutritionist per every twenty thousand 
members as part of their multidisciplinary care team.  If the PMG has less than twenty 
thousand members, it be required to have one health educator and one nutritionist.  
This health professional must possess professional license to practice as a health 
educator which is granted by Board of Examiners of Health Education in PR Office of 
Regulation and Certification of Professionals in the Department of Health of Puerto 
Rico.  The PMG will have within their responsibilities to plan, develop, implement and 
evaluate a health and wellness education program for their group members.  
Professional to fulfill these responsibilities and others described below will be a licensed 
health education with a bachelor's degree or master's degree.  For the development and 
implementation of this program, there will be the support and advice available from a 
health education coordinator from Triple-S Salud.  Among the PMG’s responsibilities to 
meet through health educator will be: 
 

a) Provide a minimum of 40 educational group activities a month, which include but 
are not limited to:  Prenatal care, postpartum care, chronic conditions, pediatrics, 
preventable issues aimed at promoting healthy lifestyles, among others. 

 
b) Achieve a minimum of 85% of members and prenatal members through 

educational and wellness activities. 
 

c) Reach 70% of pregnant women in registry with educational interventions 
regarding prenatal care topics such as:  
 

1. Importance of prenatal and post partum visit  
2. Breastfeeding 
3. Stages of birth 
4. Oral health 
5. Family Planning 
6. Behavioral health:  Domestic violence, depression among others  
7. Newborn care 

 
d) Screen 50% of women in post partum period for that quarter for Depression 

using Edinburgh screening tool. 
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 Report the number of cases referred to the MBHO with an Edinburgh 
score of 10 and above.   
 

e) Coordinate educational activities for members on Mental Health with the mental 
health provider contracted by Triple-S Salud. 

 
f) Refer members to: Case Management Unit, Disease Management Unit and 

mental health provider according to identified need. 
 

g) To administer screening tests such as:  PHQ9 and Edinburgh. 
 

h) Establish partnerships with government, municipal, private and community-based 
agencies to coordinate and provide educational activities to members. 
 

i) Cooperate and implement on at least one educational campaigns quarterly. 
Educational campaigns are going to be developed on the following topics: 
 

1) Nutrition and exercise; knowing your BMI 
2) Importance of preventive dental exam 
3) Awareness of HPV vaccination 
4) Preventive cancer screening 
5) Stress management among others. 

 
j) Promote and participate in outreach events coordinated by the Coordinator of 

Community Outreach Triple-S as: Encuentros de Embarazadas, Ruta Asma and 
Bienestar Total. 
 

k) The PGM health educator must participate in all announced health educators 
meeting in Triple-S Salud. 
 

l) Provide monthly health education activities schedule in the format provided by 
Triple-S Salud.  This calendar will be delivered on the 10th of the previous 
month. 
 

m) Perform all productivity report, statistics, program evaluation, monthly, or on the 
date indicated as required by Triple-S Salud.  
 

n) To use and distribute all educational materials to be supplied by Triple-S Salud 
with ASES logos and authorization number. This educational material will be 
used in all educational activities of Government Health Plan members. 

 



 

PMG – ADMINISTRATION DEPARTMENT 
 

POLICY FOR PRIMARY CARE PHYSICIANS (PCP) AND ENHANCE PREFERED 
PROVIDER NETWORK (ePPN) ADMISSION AND TERMINATION FROM A PMG 

 
The admission and termination policy for PMG’s, PCPs and ePPNs providers, intent to 
guarantee a continuous, agile and uniform process when a provider apply to a PMG. 
 
The admission and termination forms can be request to the Financial Advisor 
representative designated to a PMG or at the Triple-S main office. 
 
It is important to complete all fields in the form since it will be return to the sender if the 
information is incorrect or incomplete.  Complete all information necessary to guarantee 
that the process will be fast and that the admission or termination of the provider will be 

complete as quickly as possible in accordance with this policy.  The information will be 
uses to update the PMG Directory. 
 

ADMITTING A PCP/EPPN PROVIDER TO A PMG 
 
1. Providers who want to participate in a PMG as a primary medical physician shall 

complete the PCPs Request for Admission to PMG Form or the ePPN Request for 
Admission to PMG Form, if is a specialist.  (See Attachment 13– PMG 
Administration Department, Configuration Area Physician Request for 
Admission to PMG ). 

 
2. The provider has to submit the form to the PMG Administrator to which he/she wants 

to be included. 
 
3. The PMG Administrator shall verify that the PCP or ePPN provider is an active 

participant of Triple-S Salud, Inc. and that they have signed the GHP Addendum.  If 
so, they can sign the admission request and send the form to: 
 

TRIPLE-S SALUD 
PMG ADMINISTRATION DEPARTMENT 

3RD FLOOR 
PO BOX 363628 

SAN JUAN, PR 00936 
 
4. The PMG Administration Department shall verify that the admission Form includes:  
 

a) Correct information. 
b) All the fields are filling in.  
c) The provider is a participating physician of Triple-S Salud, Inc. and the 

Government Health Program. 
d) Validate through the Credentialing Department that all credentials are up to date 

the moment of the request for the admission. 
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5. The PMG Administration Department shall verify that the PCP who applies provides 
services only inside the towns and region where the PMG is contract. 
 

6. The contract between the PMG and the provider must be submit in order to process 
the admission request. 

 
The following are general required admission: 
 

a) Be a participating provider in Triple-S Salud, Inc. and have signed the 
Triple-S Salud/GHP Amendment. 

b) Comply with the requirements for the re-credentialing process. 
c) The request must be voluntary between the PMG and the PCP. 
d) All PCPs can only offer services in the municipalities inside the region where 

the PMG is contract. 
 

7. If the information on the Form (Physician’s Request for admission to PMG) is 
incomplete or does not comply with the requirements, it shall be return to the PMG 
Administrator. Triple-S Salud will stop the process until the form is summit with all 
the required documents. 

 

8. Once the form is properly complete, the admission to PMG can be process. The 
effective date is the next business day from the date the request was received. 

 

9. The physician’s information will be filling in the different archives of the provider 
system.  

 

10. The PMG Administration Department will notify to the PMG Administrator the 
inclusion effective date. 

 
TERMINATING A PCP/EPPN PROVIDER FROM A PMG 

 
If the PMG wants to rescind services from a PCP or ePPN provider or if the provider 
decides to terminate the relation with the PMG, the following steps must be complete: 
 

1. The provider must complete Section 1 of the form – “Request to Terminate a PCP 
from a PMG” or “Request to Terminate a ePPN from a PMG” (See Attachment 14 
PMG Administration Department, Configuration Area, Request to Withdraw a 
PMG). 

 

2. The PMG Administrator must complete Section 2 of the form and have to specify 
the Substitute(s) PCP(s), which the patients will be assign.  A substitute only applies 
when the Termination is from a PCP. The patients assign to the Substitute PCP(s) 
shall not exceed the maximum limit established by contract between Triple-S Salud 
and PRHIA (to determine the maximum limit consider existing subscribers and those 
assigned provisionally.) 



 

To determine the amount of beneficiaries that have a doctor, the PMG Administrator 
can contact the Financial Advisor assign to the PMG who will provide the information. 
The PMG can send the form by e-mail or to the following address: 

 
TRIPLE-S SALUD 

PMG ADMINISTRATION DEPARTMENT 
3RD FLOOR 

PO BOX 363628 
SAN JUAN, PR  00936 

 
3. The Substitute PCP(s) to whom subscribers will be assigning must be a 

Triple-S Salud participating provider and an active member of the PMG. 
 
4. The PMG Administration Department shall verify the following:  
 

a) Correct information 
 

b) All the fields are filling in. 
 

c) The Substitute PCP(s) have to be part of the same PMG that the resigning 
provider. 

 
d) The Substitute PCP(s) cannot exceed the maximum limit of enrollees 

established by contract. 
 

e) The Substitute PCP must observe compliance with the criteria of accessibility 
and availability. These criteria establish that the Substitute PCP(s) shall offer 
services in similar location and schedule as the terminated provider.  

 
f) A written communication will be send to the subscribers notifying the 

provisional change of PCP in substitution of the terminated provider. 
 

5. If the information on the Form is incomplete or does not comply with the above-
mentioned requirements, it will be return to the sender.  Triple-S Salud will not 
process the termination request until the application is re-submitted complete. 

 
6. Once the Form is duly completed, the PMG Administration Department shall 

start the termination process. This includes: 
 

a) Determine the effective date of the termination.  The Form must be 
received in the PMG Administration Department with at least 45 days 
prior to the month when the termination will be effective.  If this timeframe 
is not followed, the termination shall be the month after the one requested 
by the PMG Administrator.    
 

b) Summit the information to the Configuration Unit to perform the change in the 
system and update 
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7. The PMG Administration Department shall notify to the PMG Administrator the 
termination date. 

 
8. A written communication will be send to the subscriber notifying the provisional 

PCP that has been assign and their right to choose another PCP within the PMG 
or to change to another PMG. 

 
9. The provider is responsible to offer services to the all enrollees during the 

termination process until the request is effective. The PMG is responsible to keep 
the physicians compensation agreement until its effectiveness. 
 

If the terminated provider signature is unable to complete in the Form, the PMG 
Administrator must attach to the Form an explanation letter to proceed with an 
administrative cancelation. 
 

•SELECTING A PMG AND A PCP 
 
Enrollees can freely select the PMG and PCP of their choice when they disagree with 
the self-assignment made by the TSS.  This change must be request within the period 
of ninety (90) days from the day the ID card is received.  The PMG and the PCP 
selected must be within the same region where the enrollee resides.  The policyholder 
must select a PCP for each family member. 
 
To select a PCP the enrollee can call the Government Health Plan Call Center at 
(787) 775-1352 or 1-800-981-1352 toll free or for the Hearing Impaired TTY 
1-855-295-4040.  The enrollee will be assist by a Service Representative in the 
selection of a PCP using as reference the PMG’s Medical Directory. 
 
To select a PCP the enrollee also can visit a Customer Service Office and will be attend 
by a Service Representative who will assist in selecting a PCP using as reference the 
PMG’s Medical Directory. The Directory shall include all PCPs who are members to 
each PMG.  The Directory will be available in our website www.ssspr.com. 
 
The Service Representative can assign an enrollee to a PCP if not exceeding the 
maximum amount of enrollees.  However, if the Service Representative identifies that 
the PCP chosen by the enrollee is not part of the PMG, the Service Representative shall 
present another PCP available on the PMG’s Medical Directory to the enrollee. There 
are certain exceptions explained later in this document. 
 

MAXIMUM CAPACITY OF ENROLLEES BY PRIMARY CARE PHYSICIAN 
 
The Configuration Officer shall allocate in the system the highest capacity for a PCP. 
This amount shall not exceed the 1,700 enrollees for Family Physicians, Internal 
Medicine, General Practice and Pediatric. The Gynecologist-Obstetric ratio is 1:2,800.  
Once a PCP reaches its maximum, the Service Representative may not offer this 
physician as an option to the enrollees.  Only those enrollees covered by the exceptions 
listed later in this policy could be attach to a PCP who has reached maximum capacity. 

http://www.ssspr.com/


 

 
HOLD POLICY 

 
This policy is establish to ensure that a maximum of members is assigned to a PCP 
according to the contractual agreement between Triple-S Salud (TSS) and PRHIA and 
thus ensures proper handling and delivery services of the population subscribed to each 
PCP. 
 
Applies when a PCP do not want more subscribers to be assign under his or her care, 
but has not reached the maximum limit set by ASES.  The process for allocating the 
hold is as follow: 
 

a. The PCP and the PMG Administrator must complete the Hold Application.  
(See Attachment 15 PMG Administration Department, Configuration Area, 
Hold Request) 

 
b. Ones the application is fill in all its parts, the PMG Administrator or the PCP 

should send the form to the Primary Medical Groups Administration Department 
by email or to following address: 

 
TRIPLE-S SALUD, INC. 

PMG ADMINISTRATION DEPARTMENT 
3RD FLOOR 

PO BOX 363628 
SAN JUAN, PUERTO RICO 00936 

 
c. The Financial Advisor will evaluate all applications individually.  Taking in 

consideration the number of PCPs necessaries to manage the population 
subscribe under the PMG.  This evaluation is required to assure the access of 
service. 
 

d. If the Hold Application is approved, the Configuration Officer will perform the 
maintenance in the system the day before the change take place. 
 

e. In cases the Hold Application specify a maximum quantity of enrollees, the 
Configuration Officer will allocate the number identify on the application.  For 
example, if the Hold Application indicates 250 enrollees, the maximum quantity of 
enrollees in the system will be 250 enrollees.  If the Hold Application does not 
specify a maximum quantity, the Configuration Officer will assign in the system 

00001 maximum enrollees. 
 

f. The Financial Advisor will notify the PMG Administrator the approval and 
effective date of the Hold. 
 

g. If the Hold Application was not approved, the Financial Advisor will notify the 
PMG Administrator explaining the reasons of the denial. 
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h. To remove the Hold the PCP must request it by letter.  The PMG Administration 

Department will evaluate the application, remove the hold system and notify the 
PMG Administrator. 

 
Hold Exceptions: 
 
Enrollees will be assigning to a PCP, even if the physician has a Hold, in the following 
scenarios: 
 

a. Enrollees within family contract - enrollees will be assigning to the same PCP that 
attends all family members. 

 
b. Pediatric new family member is integrated and all Pediatricians of the PMG have 

a Hold - the policyholder will select a pediatrician of his or her preference within 
his or her PMG. 

 
c. Enrollee in a family contract that changes to an individual contract - enrollee will 

be assign to the same PCP. 
 

d. A PCP resignation from the PMG is processed and all PCPs with the same 
specialty have a Hold - enrollee will be assign to any available PCP with the same 
specialty. 

 
e. Enrollees will be subscribed under a PCP even if the provider has exceeded the 

set limit, as long as is the same PCP and the same PMG prior to cancellation. 
 

f. When a pediatric enrollee enters a family contract and some pediatricians from 
the same PMG has a hold and others do not: 

 
i. If the policyholder selects a pediatrician with a Hold, the Service Officer will 

indicate to the subscriber that the selected PCP is not available and have the 
right to select another one. 

 
ii. If the Pediatrician selected has a Hold, but is the PCP of another pediatric 

family member the subscription will be an exception. 
 

 Changing Primary Care Physicians 
 

When a PCP is terminated from a PMG and an enrollee requests a change 
of PCP and all other PCPs in the PMG are “On Hold”. The exception shall 
be accepted so the subscriber can have a PCP available in the PMG. 

 



 

 

 Re-certification 
 

A patient shall be accepted even if the limit has been surpassed if it is the 
same PCP and the same PMG prior to the cancellation. 

 

 New Contract certification 
 

Accept as an exception dependent subscribers from family contracts that 
are now individual contracts and select the same PCP.  Only cases that are 
exceptions shall be referred to the subscription manager.  

 

 Subscription limit 
 

If the PMG has a limitation that affects its capacity to provide the services to 
enrollees under the Government Health Plan, the PMG Administration 
Department Director may stop the subscription of new enrollees into the 
PMG until the limitations have been resolved. 

 
NETWORK MANAGEMENT DEPARTMENT 

 
The purpose of this department is to contract the providers for our network and serve as 
liaison centralizing requests and individual needs of each provider within the network. 
Among its tasks is to establish and maintain a network that is adequate to supply needs 
identifying and provide on-time solutions to fulfill the needs of services access of our 
beneficiary population to facilitate the participation. Among other objectives, it also 
includes carrying out workshops for providers, promote the use of the Electronic 
System, evaluate fulfillment of Plan Compliance.  
 
Any question or concerns can be address through your Provider Service Executives. 
 

CREDENTIALING 
 
Triple-S Salud, as part of its responsibility to ensure its members receive safe and high 
quality care, has established the following processes: a robust initial credentialing, a 
routine re-credentialing and continuous monitoring of sanctions and grievances for its 
network participants.  Therefore, Triple-S Salud verifies and updates with regularity and 
at least every 3 years, all or part of the information submitted as part of their initial 
credentialing process.  Triple-S will follow all applicable state and federal regulations as 
part of its Credentialing, Re-Credentialing and Ongoing Monitoring processes.  Any 
change of information on Ownership, new Specialty, new Group affiliation, and new Line 
of Business participation may also require updating the provider’s credentialing file. 
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Triple-S Salud does not make credentialing decisions based solely on the health care 
practitioner race, ethnic/national identity, gender, age, sexual orientation, the types of 
procedures or types of patients in which the practitioner’s specialties.  Triple-S Salud 
does not discriminate against practitioners who serve high-risk populations or who 
specialize in treating costly conditions or who participate in other plans. 
 
All network participants must submit a legible application, completed in its entirety and  
accompanied with all required and applicable licenses, certification, clinical privileges, 
attestation and insurance documents, as required by federal and state regulations, 
during the initial and subsequent credentialing processes.  Credentialing staff cannot 
process incomplete applications, including required documents; hence, if any 
information is missing, the application and documents will not be considered as 
acceptable. 
 
All documents and information collected must be no more than six months old on the 
date on which the health care professional is determined by the Credentialing 
Committee to be eligible for contract or to remain as an active network participant.  The 
provider is responsible for providing the information required, in a timely manner; this 
includes but is not limited to, the disclosing information concerning the provider and 
fiscal agents about participation and control (refer to 42 CFR Parts 455.104, 455.105 
and 455.106 and 1002.3(b).  Providers are also responsible of requesting the Good 
Standing document issued by the State Health Department, which must be submitted 
directly to Triple-S.  The provider is responsible for ensuring each health care 
professional in his staff who has direct contact with Triple-S’ members: is legally 
authorized (licensed, certified or registered) to practice in the State in which they 
practice and not currently sanctioned, suspended, debarred or excluded.  The provider 
must not employ individuals with managerial responsibilities who are: excluded from 
participation in the Medicare or Medicaid programs or any other Federal program, 
convicted of Medicare, Medicaid or other health insurance, health care or any social 
service program-related crimes, convicted of physical, sexual, drug or alcohol abuse in 
any capacity where such individual’s contact with patients would pose a potential risk. 
 
Triple-S, as part of the credential/re-credential processes will confirm and validate the 
provider’s and his managerial and healthcare professional staff’s profile with different 
federal agencies or WEB sites, as required by state and federal regulations.  Triple-S 
will verify from the Primary Source at least the following credentials:  Board Certification 
in each clinical specialty area, current valid license to practice, highest level of 
education/training attained records. 
 
Any provider not completing or submitting the required documentation shall not be 
eligible as a network participant.  The provider shall receive in writing the results of the 
process in the next 30 days after the credentialing process has completed.  
 
If after evaluating the documents related to credentialing, participation as a provider is 
denied or if the contract with Triple-S Salud, Inc. is cancelled, the physician has the right 
to appeal the decision as established in the process to appeal cancellation decisions. 
 



 

RIGHTS OF THE HEALTH CARE PROFESSIONAL AND CONFIDENTIALITY 
 
a) The applicant, participant or contracted provider can request a review of the 

information submitted in the admission request or reaccreditation.  The access for 
reviewing information is during working hours and by previous appointment.  This 
does not include references or protected information from peers.  Documentation 
previously submitted may not be removed.  

 
b) The applicant, participant or provider shall have the opportunity to clarify information 

from the application that is inconsistent, with information that can be verified with 
primary sources and part of the accrediting or credentialing process.  The network 
administrator director shall notify the health care professional of the results.   

 
Copies of the reports obtained from the “National Practitioner Data Bank” shall not 
be sent nor shall any information obtained from primary sources.  

A request to clear any existing discrepancy shall be made in writing.  If an answer is 
not received in the established timeframe, the admission request shall be denied.  

 
c) The credentialing documents are kept confidential and are digitalized on a secure 

system.  Upon document disposition, any document not required in original, shall be 
shredded, and except when required by applicable law, information about the 
professional shall not be offered to external organizations without the provider’s 
previous authorization.  

 
d) The information obtained through the accreditation/reaccrediting process required to 

be kept in original are kept confidentially in a secure area under lock and key.  
Copies of the documents obtained from verification of primary sources that reflect 
reports of professional sanctions sues, shall not be included in files available to 
areas not having inherence in these processes. 

 
ADDRESS AND SCHEDULE CHANGES FOR PCP AND EPPN PROVIDERS 

 
The PMG, PCPs and ePPN providers are responsible for sending to Triple-S any 
change of address and/or service hours information.  The provider has to fulfill a Form 
“Change of Address and Schedule”.  (See Attachment 16 - PMG Administration 
Department Area, Configuration Area, Change Office Address and/or Schedule 
Form of Primary Care Physician on PMG). 
 
The Form will be available through the Provider Service Executive assign to your 
regional area, through the Financial Advisor or at the Triple-S central office.  The form 
must be complete in all its’ parts and sent by email or to the following address: 
 

TRIPLE-S SALUD 
PMG ADMINISTRATION DEPARTMENT 

3RD FLOOR 
PO BOX 363628 

SAN JUAN, PR  00936 
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CLAIMS 
 
Tools availables to providers to facilitate the billing and reconciliation process. 
 
To help with the billing administrative process, Triple-S Salud, Inc. has various ways to 
obtain important information related to the beneficiary and the services to be rendered, 
as they are:  in the Triple-S portal, we have available a tool titled “Electronic Service 
Center” and through the “Telexpreso”, which is an automated Interactive Voice 
Response system (IVR).  Through these mechanisms, the provider can obtain 
information from the beneficiary’s eligibility up to the status of a claim.  This automated 
system is available 24/7 and the provider can obtain information on: 
 

 Status of claims 

 Recent payments 

 Amount ready for payment 

 How to request an adjustment 

 How to submit a claim pending for payment 

 Beneficiary’s eligibility 

 Payment schedules 

 Approval of services 

 Verification of services 

 Admissions registry 

 Fees 

 Schedules 

 Request service history 

 Any other situation regarding the claim 
 

The provider can access the Triple-S Salud portal at www.ssspr.com and the 
Telexpreso, calling (787) 775-1352 (Metro Area) or at 1-800-981-1532 (outside Metro 
Area).  You must have your NPI at hand.  
 
In addition, our Call Center you will be assisted by our Provider Customer Service 
Representatives, who are available to provide all the information you need, 7 days a 
week.  
 
BILLING 
 
An efficient process for billing and reconciliation of claim payment is vital for the success 
of the managerial practice.  Through the claims, important information can be obtained 
to generate statistical reports and to make utilization comparisons.  Below, we offer a 
few guidelines for the expedite handling of your claims. 

http://www.ssspr.com/


 

BILLING PROCESS 
 
The provider can send his claims for services rendered to GHP beneficiaries 
electronically or in paper.  If the provider chooses to send the claims in paper, they must 
be delivered to Triple-S Salud Office, or mailed to the following address:  

 
TRIPLE-S SALUD, INC. 

PO BOX 70299 
SAN JUAN PR  00936-8299 

 
All claims from physicians, dentists, facilities and participating providers must be 
received at our office up to 90 days from the date of service, as provided by Law 104 of 
July 19, 2002, Prompt Payment Law.  Those claims received after that date will be 
denied for time limitation. 
 
Triple-S Salud has established an administrative procedure to resolve disputes arising 
under Chapter 30 of the Insurance Code of Puerto Rico (Rule No. 73 of the Regulations 
of the Puerto Rico Insurance Code) – Prompt Payment Law.  Triple-S Salud 
participants or providers may request review of a decision regarding the return, denial or 
payment of a claim submitted to Triple-S Salud, Inc. that they understand did not 
comply with the terms established by the Prompt Payment Law.  The form to request an 
evaluation because of Prompt Payment may be accessed through our website 
www.ssspr.com.  
 
When submitting claims for a service rendered to a Medicare patient, you must include 
a copy of the Explanation of Payments of this plan. 
 
ACKNOWLEDGEMENT OF RECEIPT OF TRIPLE-S SALUD 
 
Triple-S Salud generates an acknowledgment of receipt report through the Health Care 
Claim Acknowledgment (277CA) standard transaction for claims submitted by the 
physician, dentist, facility or participating provider to Triple-S Salud.  The standard 
transaction 277CA contains claims accepted or not, because they could not process. If 
the claim is not accepted, rejected, the provider should submit the claim corrected as 
new if the claim is within the contractual billing period. 
 
You will receive this report with the following frequency: 
 

 If you send the claims file electronically (Electronic Service Center or 
Clearinghouse) you will receive the acknowledgment of receipt at the moment 
you submitted the electronic claims file. 

 If the claims is sent in paper or by mail, you will receive the acknowledgment of 
receipt once a week. 

http://www.ssspr.com/
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ENCOUNTER REPORT 

 
An encounter means a distinct set of services provided to an Enrollee in a face-to-face 
setting on the dates that the services were delivered, regardless of whether the Provider 
is paid on a Fee-for-Service or Capitated basis.  Encounters with more than 
one (1) Provider, and multiple encounters with the same Provider, that take place on the 
same day in the same location will constitute a single encounter, except when the 
enrollee, after the first encounter, suffers an illness or injury requiring an additional 
diagnosis or treatment. 
 
The PMG and their PCPs are responsible for documenting and transmitting to 
Triple-S Salud all the services rendered to the Government Health Plan enrollees. 
These encounters should submit electronically or through the CMS-1500 Form. All 
claims from physicians, dentists, facilities and participating providers must be received 
at our office within the 90 days from the day of service, provided by Law 104 of July 19, 
2002, Prompt Payment Law.  Those claims received after that date will be denied for 
time limitation. 
 
The documentation and transmission of this information is extremely important because 
in this way we collect information regarding utilization of services, clinical information 
and the tendencies of the cost of providing these services, through which they are 
recognized for payment to the primary care physicians. 
 
HIPAA 
 
Standard Codes 
 
Triple-S Salud, Inc. uses the standard coding for the receipt of claims for services 
rendered by physicians and facilities. 
 
Consistent with HIPAA, the local codes were changed to standard service codes (CPT) 
and the local service facilities were changed to standard service facilities.  Another 
change related to HIPAA is the use of modifiers.  
 
Important: You must not include the type of service in your billing. 
 

CPT / HCPCS 
 
These are used to indicate health care professionals service(s) provided to the 
beneficiary. CPT codes refer to five-digit numerical codes.  HCPCS codes, refer to a 
code consisting of five digits where the first digit is a letter within the (A) and (V), 
followed by four numerical digits.  



 

 
INSTITUTIONAL CODES 

 
They are used by the facilities to bill the services rendered, matching a "Type of Bill" 
(TOB) and a "Revenue Code".  Sometimes, they use a CPT or HCPCS.    
 

MODIFIERS 
 

Modifiers are part of the standard coding by which a participant or provider may indicate 
to the Insurance Company that the service or procedure billed was altered due to a 
specific circumstance, but does not change the definition of the code.  The judicious 
application of modifiers obviates the necessity for separate procedure listings that may 
describe the modifying circumstance.  Modifiers may be used to indicate to the recipient 
of a report that: 

 A service or procedure had both a professional and technical component. 

 A service or procedure was performed by more than one physician and/or in 
more than one location. 

 A service or procedure was increased or reduced. 

 Only part of a service was performed. 

 An adjunctive service was performed. 

 A bilateral procedure was performed. 

 A service or procedure was provided more than once. 

 Unusual events occurred 

 
REFERRALS 

 
The Government Health Plan, requires a written authorization, issued by the PCP 
chosen by the enrollee, to allow the enrollee obtain a service from another participating 
provider of Triple-S Salud that is not part of the enhance Preferred Provider Network. 

 
There are currently two referral models: (1) the Referral for Facilities and (2) the 
Referral for Professional Services. 

 
1. Referral for Facilities - (See Attachment 17 – Facility Referral Form) 

 
Use to refer patients to a health care facility outside the EPPN for any of the service 
units.  These units could be ambulatory surgery and in patience services, etc.  No 
referral is required for outpatients in the emergency room.  The Referral for Facilities 
is valid for 60 days, from the date the PCP issued it.  Is not allow to photocopy Blank 
referrals to replace the original forms. 
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The primary care physician is responsible for completing the information of the 
referral in boxes #1 thru #3.  The facility rendering the services will be responsible 
for completing box #4. 
 

2. Referral for Professional Services - (See Attachment 18 – Professional 
Services Referral Form) 

 
Use to refer patients to Triple-S Salud participating physicians who are not part of 
the ePPN, when the beneficiary needs to received services from a specialists, 
clinical laboratories, radiology services and ancillary services. If the provider is not 
part of the ePPN the enrollee’s PCP will have to submit a referral in order to the 
enrollee receive the service  The referral is valid for 60 days from the date PCP 
issued the document. 
 

The PCP is responsible for completing the information of the referral in the boxes of 
sections A and B.  The provider rendering the services will be responsible for 
completing the box in sections C and D. 

 
INTEGRATION OF PHYSICAL AND BEHAVIORAL HEALTH SERVICES 

 
Purpose - ensure that Physical and Behavioral Health Services are fully integrated, to 
ensure optimal detection, prevention, and treatment of physical and Behavioral Health 
illness. 
 

Model of Service Delivery: 
 

 Collocation – An integrated care model in which Behavioral Health Services are 
provided in the same site as primary care. 

 Placement of a psychologist or other type of Behavioral Health Provider in 
PMG setting as defined in the ASES Guidelines for Co-location of the 
Behavioral Health Provider. 

 

 Reverse Collocation – An integrated care model in which physical health 
services are available to Enrollees being treated in Behavioral Health settings. 
o Placement of a PCP (on site or on call) in Behavioral Health Facilities as 

defined in the ASES Guidelines for Reverse Collocation to monitor the 
physical health of the Enrollees.  

 
Information Sharing: 

 
Electronic communication between physical health and Behavioral Health 

Providers, such as: 
 

 An information sheet for Enrollees on HIPAA requirements 

 A Referral sheet 

 An informed consent form 



 

Coordination of Mental Health Services: 
 
Mental Health services can be coordinated through various ways, depending on the 
beneficiary’s level of urgency: 
 

 Direct referral to emergency services and hospitals. 

 Referral for an evaluation by a provider contracted. 

 Referral for evaluation by a mental health provider under the colocation model of 
the Primary Medical Group. 
 

AUTOMATIC ENROLLMENT - MA10 
 
A beneficiary that is eligible to the Government Health Plan will be automatically 
enrolled and insured with GHP.  The enrollee could begin to receive health services 
from the same day the Medicaid Office from the Department of Health gives the MA-10 
Form, Notice on Action taken on Application and/or reevaluation. 
 
The date to determine since when the person is insured is the date that appears in the 
Certification Date of the MA-10.  The beneficiary will also receive a Welcome Letter 
from GHP.  The enrollee has to show both document when requesting a health service 
covered by GHP to evidence that his name appears in the MA-10, that he is enrolled, 
and that he can begin to receive services. 
 

ELECTRONIC SERVICE CENTER 
 
The invoices received through electronic means are generally less difficult to process.  
There is a low error volume in the information received.  This is possible through 
pre-edits that are regularly included in the medical invoicing programs and that validate 
the information, when entering it.  These invoices are processed quickly due to the low 
human intervention required during their processing.  That is why we recommend our 
providers to invoice electronically.  It is worth emphasizing that with electronic invoicing 
offers:  prompt payment, fewer errors and prevents the handling of forms. 
 
The Electronic Service Center allows for claims to be sent between 
Triple-S Salud, Inc. and its participants, through the Internet in the 837 format, required 
by the HIPAA Act using the claim upload options.  This method of transmission 
significantly reduces the use of paper and time used in the processing.  Reducing the 
use of paper invoices promotes an efficiency environment, both at your office and at 
Triple-S Salud, Inc.   
 
Through the Electronic Service Center you will receive or may request electronically 
the following reports: 

 
1. Standard Claim Acknowledge(277CA):  Standards transaction that simplifies the 

electronic reconciliation for claims submitted in a standard format 837. 
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2. Claim Status:  Allows you to request the status of a claim or a group of claims for a 
beneficiary in real time. 

 
3. Explanation of Payment:  The participants and providers that requested to receive 

the Explanation of Payment electronically will receive this file in the 835 format, 
required by HIPAA.  This file must be read by your medical invoicing program and 
will be available in the Pending Invoices area. 

 
4. Eligibility: In this option you may validate the status of a Triple-S Salud beneficiary 

benefit verification including dental and professional services. 
 
5. Obstetrics Registration: The obstetrician can register GHP patients or search 

patients already registered. 
 
6. Referral Registry: The PCP or Specialist may create or modify GHP patients’ 

referrals. They may also search for a referral. 
 

RECONCILIATION AND REQUEST FOR ADJUSTMENT  
 
The Provider has the right to request adjustments to previous payments.  It is important 
to point out that Triple-S Salud will not be obliged to pay any additional amount, after 
12 months from the payment date included in the initial explanation of benefits. 
 
A claim for adjustment is that claim that has been denied or was partially paid and the 
provider understands that the denial does not proceed or that was paid incorrectly. 
 
The information below details the procedure to follow when requesting for a claim or 
services: 

 
1. All providers must identify the claims for which he/she is in disagreement with the 

determination, using the payment explanation or a history of claims paid provided by 
Triple-S Salud. 

 
2. For every adjustment request you should include, the “Form to submit changes to a 

professional, institutional or dental claims paid or denied (adjustment)” and any 
additional documentation needed for consideration such as copy of the referral or 
preauthorization number, as applicable.  It is important to remember not to mix in 
your payment claim the adjustment cases with the pending payment cases, nor the 
new claims with adjustments. 

 
3. Once you have identified all the claims for which you are requesting an adjustment, 

you must fill out the Form to submit changes to a Claim Paid or Denied 
(Adjustment), according to the service you offer (professional, dental or institutional). 
(See Attachment 19 – Form to Submit Changes to a Professional Claim Paid 
and Denied (Adjustment), Form to Submit Changes to a Dental Claim Paid and 
Denied (Adjustment), Form to Submit Changes to a Institutional Claim Paid 
and Denied (Adjustment).  This form consists of 5 sections, which we explain 
below: 



 

 
 Section 1:  Information to identify the claim you wish to adjust. In this section you 

must identify the following: 
 

 The line of business to which the claim belongs 
 The Claim Reference Number (CRN) of the claim 
 NPI 
 Beneficiary’s contract number 

 
 Section 2: In this section you must include the following: 

 
 Change in the beneficiary’s contract number 

 This filled will only be used if there was a change in the 
beneficiary’s contract number.  For example: When billing for the 
service the contract number used was the one the person had 
under a family coverage and the beneficiary now has an individual 
contract. 

 Number of the preauthorization or referral, as applicable 
 

 Section 3: Indicate the line where you wish to change the information.  In this 
section you include changes regarding: 
 

 Dates of service (from – to) 
 Location of service 
 Code of the procedure 
 Modifiers 
 Diagnostic code 
 Number of services 
 If it is a group, the NPI of the provider within the group that rendered 

the service 
 

 Section 4: This section will only be used to make other types of adjustments that 
have not been considered in Sections 2 or 3. In this section you must: 
 

 Fill the box that reads “Mark if you submit other type of adjustment”  
 Indicate the process notes 
 Indicate the amount of documents submitted 

 
 Section 5:  To add any comment to be considered in the evaluation of the claim. 

 
4. You may deliver your request for adjustment at any of our offices or mail it to the 

following address: 
 

TRIPLE-S SALUD 
PO BOX 363628 

SAN JUAN, PUERTO RICO 00936-3628 
 

 



 

54 

 

 
PROCESS FOR CLAIMS PENDING OF PAYMENT 

 
The claims considered pending, are those in which more than 30 days have been 
elapsed since submitted to Triple-S Salud and you have not received payment or the 
denial for those claims.  In these cases, these are the steps to be follow: 
 
1. Request a history of payment for the period you are reconciling. 
 
2. Verify that these claims are not in the history of payment.  If the claim is in the 

history of payment, and you are in disagreement with the determination, you must 
follow the "Adjustment Request" process explained before. 

 
3. If the claim is not in the history of payment, you must do the following: 
 

a. Prepare the invoice in the corresponding form (CMS-1500, UB-04, or ADA 2006) 
and verify that it is completed correctly. 

 
b. Photocopy the acknowledgement of receipt, sent by Triple-S Salud, identifying 

the case you are claiming, as evidence that you sent the invoice within the 
regulatory time. 

 
c. Photocopy the referral, if applicable. 

 
d. In the cases where preauthorization and/or admission registration is required, 

you must write this preauthorization ID in the corresponding box of the invoice. 
 

e. Photocopy the explanation of payment of the primary health plan for the invoices 
that are complementary. 

 
f. Photocopy any documentation that could be submitted with the original claim, if 

applicable. 
 
4. Place all claims pending in order of service date and complete the document from 

Triple-S Salud.  (See Attachment 19 – Pending Claims) 
 
5. Once the process is completed, you must contact one of our provider services 

representatives to deliver pending claims.  The officer will verify the request 
delivered by you and will carry out the corresponding paperwork to process this 
request. 

 
MA-10 CLAIMS 

 
The MA-10 claim corresponds to covered services provided to beneficiaries certified by 
Medicaid, who as of the service date, did not have current coverage with GHP.  Below 
we offer a guide to follow for the billing process of an MA-10: 
 



 

1. When a patient receives emergency services using the form known as MA-10, the 
provider will get in touch with our Call Center to validate the patient’s eligibility with 
the Plan.  When making the call, you must have the following patient information 
available: The case number found in the MA-10 form, the social security number, 
and the patient’s full name. 

 
2. If when you called, the eligibility information is not available, you could submit the 

claims following specific instruction under this scenario.  The instructions are 
available in our web portal www.ssspr.com (please refer to circular letters). 

 
MA-10 RECONCILIATION 

 
The provider has the right to require adjustments in relation to a previous payment.  It is 
important to point out that Triple-S Salud will not be obliged to pay any additional 
amount after the period of 12 months, as of the date in which the initial claim was 
process.  The adjustment requests cannot be with the pending payment requests and/or 
“non-determined” claims.  Claims subject to adjustment or pending claims should follow 
the regular process for these types of claims. 
 

ADJUDICATION NOTES 
 
For the definitions of standard notes regarding the adjudication of claims, you may 
access the website www.wpc-edi.com.  
 
We hope this manual is useful for you and the administrative staff of your office, to 
facilitate the billing and reconciliation processes under GHP.  At Triple-S we are always 
ready to assist you. 
 

SERVICE ACCESSIBILITY STANDARDS  
 
Triple-S Salud/GHP, as Triple-S Salud, Inc. is responsible for guaranteeing the 
accessibility and the rendering of health care services to beneficiaries of the 
Government Health Plan (hereinafter “GHP”) for the Metro North and West regions.  
Accessibility means the availability of health care service providers necessary for the 
access to the coverage of benefits of GHP, so that the medical needs of beneficiaries 
can be met. 
 
The purpose of this policy is to measure the maximum time in which the patient obtains 
the available services, specifically those related to primary care, emergencies and 
coverage of benefits.  To guarantee that there is a mechanism to ensure the 
accessibility to primary care services, emergency services, and beneficiary services.  
This standard must be measured once a year. 
 

http://www.ssspr.com/
http://www.wpc-edi.com/
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OPERATIONAL DEFINITIONS 

 
1. Accessibility – is the availability of health care service providers, necessary for the 

access to the coverage of benefits of the Plan, so that the medical needs of 
beneficiaries can be met within the accepted standards. 

 
2. Routine Primary Services - is non-urgent primary care for symptomatic conditions. 
 
3. Urgent Care Services – A service offered for a provoked medical condition that 

does not pose risk of death or the integrity of the person.  The condition may be 
treated in medical offices or offices with extended hour schedules and not 
necessarily in emergency rooms.  In addition, it means any urgency according to 
generally accepted medicine in Puerto Rico. 

 
4. Emergency Services – covered services rendered in an outpatient clinic or a 

hospital that at the same time are offered by a provider qualified to render these 
services and that are necessary to evaluate or stabilize a medical emergency.  This 
refers to a medical condition due to acute symptoms of great severity, including 
severe pain, where a reasonably prudent layperson, who has a general knowledge 
of health and medicine, may expect that, in the absence of immediate medical 
assistance, one of the following may happen: 

 
a) He or she may place the person’s health in grave danger, or  
b) It would result in a serious dysfunction of any body organ or member, or  
c) In relation to a pregnant woman who is suffering from contractions, there is not 

enough time to transfer her to another facility before the birth or that transferring 
her would present a threat to the woman’s health or the unborn child. 

 
5. Preventive Services – services received to maintain the patient healthy or to detect 

or prevent disease. 
 
Procedure: 
 
A. Accessibility Standards  2 
 

1.  Primary Care Services 
 

 An beneficiary will have a routine appointment between 30 days from the 
request with his or her primary care physician. 

 
2. Urgent Care and Emergency Services 
 

                                                 
2
 It is important that the primary care physician take into consideration the urgency and clinical safety of the 

patient’s situation when coordinating an appointment. 

 



 

 Follow-up appointments for urgent conditions shall be obtained on the same 
day of the request.  In relation to emergency services it is required that the 
provider have a protocol for handling emergency situations.  This protocol 
must include how to stabilize a patient and obtain emergency transport.  

 
3.  Beneficiary Services 

 
 A beneficiary who makes a telephone call to obtain information about the 

health plan shall be provided in average speed in at least eighty percent (80) 
of calls answered within thirty seconds (30). 
 

 The percent of abandoned calls must not be greater than 5%. 
 

4.   Beneficiary Services, after working hours. 
 

 Every primary care physician shall have in his or her office telephone 
equipment with a recorded message, in his or her office, indicating the 
patient where he or she may access services after working hours, including 
the referral to government Health Plan Call Center. 

 
 An beneficiary who makes a telephone call for Teleconsulta services shall 

be provided service in average speed in at least eighty percent (80) of calls 
answered within thirty seconds (30). 

 
 The percent of abandoned calls for GHP Call Center services shall not be 

greater than 5%. 
 
B. Methodology 

 
The evaluation of these standards will be performed using the following sources of 
information:  

 
1.  Primary Care Services  

 
 Results obtained in the Consumer Assessment of Health Plans Study 

survey (CAHPS 3.0H).   Question #20 quotes:   
 

“In the last 6 months, not counting the times your needed immediate 
medical care, how many days did you normally had to wait between 
making an appointment and actually seeing the healthcare professional?” 

 Urgent Care and Emergency Services 
 

 Results obtained in the Consumer Assessment of Health Plans Study 
Survey (CAHPS 3.0H).  Question #17 quotes: 
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 “In the last 6 months, when you needed immediate medical care, for an 
illness, wound, or condition, how much did you have to normally wait 
between attempting to receive treatment and actually seeing the 
healthcare professional?” 

 
2. Beneficiary Services  
 

 Statistics gathered from the Customer Service Call Center. 
 

3. Beneficiary Services, after business hours 
 

 Results gathered on the Compliance Form evaluated by Independent 
Provider Services Officials.  Statistics gathered in call services to 
Government Health Plan Call Center. 

 
LEGAL ASPECTS 

 
This section presents various legal aspects that an administrator should know.  Among 
these, we discuss the terms and clauses that should be considered in a contract with 
those people who will be providing services to the beneficiaries of the Plan.  An 
administrator must ensure that each of the aspects herein specified be considered in 
the contracts with its providers.  
 
There is also information provided that is relevant to the procedures developed by 
Triple-S Salud to respond adequately to the complaints that may be filed by the 
beneficiaries of a Primary Medical Group (PMG).  Finally, we also present those 
elements that will be evaluated as part PRHIA Compliance Plan. 
 
It is worth to mention here that this section does not pretend to cover all legal aspects 
inherent to an organization under a Managed Care Model.  To this end, we recommend 
the contracting of legal professional services in the legal area to advice the 
administrator and/or the Board of Directors. 
 



 

TRIPLE-S SALUD COMPLIANCE AND PRIVACY OFFICE 

The Triple-S Group (Triple-S Management and its subsidiaries, hereafter, Triple S) has 
adopted a Corporate Compliance Program in order to comply with its commitments and 
comply with federal and local laws and regulations apply.  This plan provides the basis 
for communicating to our employees and contractors organizational values and 
expectations about their behavior.  It also helps everyone understand the possible 
consequences of non-compliance would lead both to Triple-S and for each individual.  

The Compliance Program is a partner commitment between Triple-S, its employees and 
contractors. As partners, we all have rights and responsibilities that we know and 
exercise properly to ensure the best service to our constituents and perpetuate the 
operation of Triple S as a responsible corporate citizen.  

The Compliance Program is based on seven main elements: 

1. The appointment of Compliance Officers in each company. 

2. Commitment of senior management and the Board of Directors in the management. 

content and program outcomes.  The program should promote and encourage an 

ethical climate that prevents failure and allow to set responsibilities effectively. 

3. Guides of conduct, policies and procedures written, published and distributed. 

4. Training and education for employees and contractors. 

5. Open lines of communication to inform or prevent unlawful acts committed. 

6. Periodic audits to verify compliance with standards. 

7. Responding to detected violations, taking corrective action and reporting to the 

authorities, if necessary. 

 
Mission and Statement of Policy of the Corporate Compliance Program 

 
Mission: To ensure organizational processes are efficient, effective and in compliance 
with applicable federal and local laws, and to foster a corporate ethical climate to satisfy 
the necessities of our constituents with integrity, honesty and professionalism. 
Statement of policy: 
 
1) It is the policy of Triple-S to obey all federal and local laws and regulations, as well 

as fulfill all its contractual obligations. 
 
2) Every employee or contractor must make every effort to be aware of all laws and 

regulations, and to comply with them. 
 
3) Every employee or contractor must make every reasonable effort to ensure that 

other employees and contractors comply with the law. 
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4) Every employee or contractor has the obligation to report to the CECD, the 
Compliance Officer, Internal Auditor, Legal Counsel or Ethics line any activity that 
the employee or contractor suspects, or reasonably should suspect, violates any 
law, regulation or internal policy. 

 
5) Every employee or contractor is required to cooperate with any audit performed by 

(or on behalf of) Triple-S to review Triple-S’ corporate compliance. 
 
6) No employee or contractor may discriminate or retaliate against another employee 

or contractor who has, in good faith, complied with the requirements of the 
Compliance Program by reporting his/her concerns. 

 

The designation of a CECD and Compliance Officers accountable to senior 
Management 
 
The Ethics and Compliance Director (CECD) and the Compliance and Privacy Officer 
(CPO) designated in the company are the focal points for compliance of all activities. 
These personnel have a direct reporting relationship to the President and Chief 
Executive Officer of its respective company. The CECD and the Compliance Officer are 
responsible for overseeing and monitoring the implementation of the plan, and in a joint 
collaboration with the operational areas ensuring that all policies and procedures are 
accurate and are implemented and integrated into Triple-S’ operations. The CECD and 
Compliance Officers also advise the corporation on legal issues relating to compliance. 
 

If you have any doubt as to whether an act may be contrary to corporate policy, or 
information about the commission or suspected improper or illegal, you should contact 
the Triple-S Salud Compliance and Privacy Officer.  
 
 

Triple-S Salud Compliance and Privacy Officer 
PO Box 363628 

San Juan, Puerto Rico 00936-3628 
 

Telephone:  (787) 277-6686 
Fax:  (787) 749-4030 

emails: 
privacidad@ssspr.com 

MiSaludCompliance@ssspr.com 
 

 
Effective lines of communication 

 
Since ethics and compliance are a collaborative effort, Triple-S Salud is willing to 
provide channels through which employees and contractors can report violations to the 
Program and applicable laws without fear of retaliation. To report such violations, the 
contractor should contact the Office of Internal Audit, the Legal Affairs Office, the CECD 
or the Compliance Officer.  
 

mailto:privacidad@ssspr.com
mailto:MiSaludCompliance@ssspr.com


 

At the parent company level, and in compliance with the Sarbanes-Oxley Act, the 
Internal Audit Committee of the Board of Directors is responsible for the implementation 
and maintenance of a phone line and a website through which contractors may report 
violations anonymously. It is known in Spanish as Programa de Confidencias3 (the 
Confidence Program). Services under this program are available in English and 
Spanish, twenty-four hours a day, seven days a week. The Audit Committee receives 
the information directly from the vendor; conducts the investigation and resolves the 
issues according to its merits. The Compliance and Ethics Manual describes the 
appropriate use of the services and a reaffirmation of our corporate ethical values. 
 
Reports received by the CECD through any communication source that may suggest a 
violation of compliance policies, Federal and state health care program requirements, 
regulations or statutes will be documented and investigated promptly to determine their 
veracity and significance. The CECD will maintain a log that records such reports, 
including the nature of any investigation and its results. This information will be included 
in reports to the CEO and the Audit Committee of the Board of Directors. 
 

CONTRACTING WITH PROVIDERS 
 
Contracts are essential instruments in the administration of an Organization under the 
manage care model.  Contracts with participant primary care physicians must be 
carefully designed in accordance with the formalities required by law.  This contract not 
only must discuss the agreed upon financial arrangements, but includes all services, 
terms conditions agreed between the parties. 
 
Listed below are some of the term and conditions that shall be included in the contracts 
with participating providers: 
 
1. The provider must work to integrated model of Physical and Behavioral Health 

Services to the GHP beneficiaries. 
 
2. The provider is subject to compliance with state and federal laws, as provided in his 

contract with Triple-S Salud, the contract between Triple-S Salud and ASES or any 
other requirement or mandate from PRHIA or CMS. 

 
3. The contracted provider must verify the eligibility of each beneficiary of the GHP 

prior to offering services o issuing a referral for the beneficiary to receive services 
from another provider. 

 
4. The provider will not deny, delay or limit covered services to the GHP beneficiaries, 

according to the provisions in Section 6 of Article VI of Law 72 or Sub-part I of the 
CFR Part 438 (Sanctions). 

 
5. The provider agrees not to submit claims for administrative expenses not allowed. 

 

                                                 
3
 Ethics and Compliance Hot Line 866-384-4277 or by Internet: www.ethicspoint.com 

 

http://www.ethicspoint.com/
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6. The provider will not share or transfer, free of charge or for pecuniary purposes, 
any information that belongs to PRHIA or to the GHP without due authorization. 
Information that belongs to PRHIA includes any information created, any document, 
message (oral or electronic) report or minute of a meeting that includes or arises 
from its relationship with Triple-S Salud or PRHIA.  Non-compliance with this clause 
will lead to the imposition administrative and economic sanctions, including the 
immediate termination of his contract as well as any criminal consequence that may 
arise under the applicable laws. 

 
7. The provider recognizes that his contract shall be subject to the legal requirements 

that may arise in future situations that may not be under the control of PRHIA or 
Triple-S Salud. 

 
8. The contracted provider must submit all the reports required under his/her contract 

or the contract between Triple-S Salud and PRHIA and particularly those reports on 
the Information of Encounters for services rendered, as well as reports of any 
instances in which there is suspicion of fraud or abuse. 

 
9. The contracted provider agrees that he will not try to obtain any remuneration 

directly from the beneficiary for services covered under the GHP, except the 
copayments and coinsurances that correspond under coverage. The Contracted 
Provider will accept as compensation the payment contracted with Triple-S Salud 
for the services renders under GHP. 

 
10. The Provider agrees to cooperate actively with the quality improvement and 

utilization management programs implemented by Triple-S Salud. 
 
11. The provider will have total freedom to, within his legal faculties, provide medical 

advice or defend a medical opinion for the best interest of the beneficiary’s health, 
medical care, treatment options or refusal of said treatment options. 

 
12. The contracted provider will have total freedom to advocate in any grievance 

process or utilization management process or in an individual authorization process 
to obtain a medically necessary health service. 

 
13. The Provider shall comply with the terms of access to services established at the 

request of PRHIA. 
 
14. The Provider shall comply with the legal provisions applicable to the continuity of 

treatment to GHP beneficiaries if he intends to terminate his relationship with 
Triple-S Salud. 

 
15. The Provider will provide special attention to the beneficiaries in his charge to 

determine if they have a medical condition that suggests Care Management or 
Disease Management services are warranted. 

 
16. The provider shall not discriminate against high-risk populations or beneficiaries 

requiring expensive treatments. 



 

 
17. The provider not may dispense medication directly to beneficiaries if he lacks a 

license issued under the pharmacy Act of Puerto Rico, except those drugs that 
are traditionally administrator by the physician, as it is the case with injectables. 
 

18. The Provider acknowledges that the Federal Department of Heal (HHS), its 
agencies, PRHIA and Triple-S Salud will have the faculty to inspect, evaluate and 
audit any book, financial record, document, paper or file that contains information 
from financial transactions related to the GHP Program. 
 

19. "Medically necessary services" are be those which, based on generally accepted 
medical practices in the light of the conditions at the time of treatment, are 
related to the prevention, diagnosis, and treatment of health conditions, or the 
ability to achieve growth and development appropriate to the age, and the ability 
to attain, maintain or regain functional ability, and that are: 
 

i. Appropriate and consistent with the diagnosis of the Provider, without which   
the medical condition of the beneficiary will be adversely affected. 
 

ii. Compatible with acceptable standards of medical practice in the community. 
 

iii. Provided in a safe, appropriate and cost effective environment, considering 
the nature of the diagnosis and severity of symptoms. 

 
iv. Not provided solely for the convenience of the Enrollee or the convenience 

of the Provider or hospital; and 
 
v. Are not primarily custodial care services. 

 
20. The provider will attend promptly and without delay to any request for pre-

authorization or referral based on medical need, in compliance with the time 
parameters set by PRHIA or by any applicable law or regulations. 
 

21. The provider shall not establish schedules or exclusive days intended for 
handling referrals or pre-authorizations. 
 

22. The provider must register as a provider under the GHP Program prior to 
participating in the Medicare Advantage Platino Program. 
 

23. The contracted provider agrees to comply with the Plan of Cultural Competence 
established by Triple-S Salud. 
 

24. The provider, prior to the development or distribution of any promotional material, 
is obliged to submit it for the consideration and prior approval of PRHIA and 
Triple-S Salud. 
 

25. The contracted provider will charge the copayments corresponding to the 
beneficiaries of the GHP. 
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26. The provider agrees that he will not offer employment or will out-source with 

individuals who are in the list of excluded persons (Puerto Rico or Federal 
Exclusions list) or with entities that may be excluded from the Medicaid program 
under 42 CFR 1001.1001 (ownership or control of sanctioned entities) or under 
the 42 CFR 1001.1051 (entities under the control or ownership of people 
excluded). 
 

27. The provider shall not discriminate against the beneficiary of the GHP by 
providing different office hours, or treating them differently. 
 

28. Those providers contracted with a FQCH (Federally Qualified Health Center) 
designation or RHC (Rural Health Center) won't come obliged to enter into 
contracts with clauses of exclusivity. 
 

29. The provider acknowledges that rates negotiated with Triple-S Salud are subject 
to adjustments, in the event that the Executive Director of PRHIA requires it to 
make adjustments that reflect budgetary changes in medical assistance 
programs. 
 

30. The contracted provider recognizes that, in the event of breach of contract or 
violation of laws or federal or State regulation, he shall be subject to the 
imposition of sanctions and penalties. 
 

31. The provider agrees to perform all his effort to identify and notify Triple-S Salud 
with respect to any service whose cost should be borne by a third party, including 
those that should be covered under the Medicare program. 
 

32. The contracted provider will not submit invoices for services covered by the 
Medicare program, or bill simultaneously to both programs, the GHP and 
Medicare for services provided to beneficiaries who qualify as "Dual eligible." 
 

33. The provider agrees that he will authorize PRHIA and Triple-S Salud to access 
information regarding his billing for beneficiaries of the GHP that qualify as Dual 
eligible, provided they are authorized by CMS and subject to the applicable 
provisions of HIPAA. 



 

34. The provider shall immediately notify Triple-S Salud in the event that its 
President, Vice President, Director, Executive Director, Member of the Board of 
Directors, or person performing the equivalent functions, is convicted of or is 
declared guilty, in Puerto Rico, United States or other jurisdiction, of a crime that 
involves corruption, fraud, embezzlement or misappropriation of public funds, in 
accordance with the terms of Law 458, as amended, or Law 84 of 2002.   
Similarly, the contracted provider recognizes that PRHIA and Triple-S Salud 
reserve the right to contract with any entity whose main owner or principal agent 
or senior manager has been convicted of a federal crime for personal 
involvement with the Medicare program, Medicaid or other program under Title 
20th, as provided by 42 CFR 455.106 (c).  The convicted contracted provider as 
previously established will be obliged to return any payments received under the 
contract. 
 

35. The contracted provider shall attach his NPI to any report submitted to 
Triple-S Salud. 
 

36. Provider shall submit monthly to Triple-S Salud Encounters Report ("Encounter 
Data"). 

 
COMPLAINTS, GRIEVANCE AND APPEALS 

 
Triple-S Salud/GHP developed the procedures necessary to respond adequately to 
complaints, grievance and appeals that may be filed by the beneficiaries of the Plan. 
 
The purpose of this procedure is for beneficiaries to be informed of their right to submit 
a complaint, grievance or appeals and of receiving a prompt solution. 
 
All beneficiaries are informed in writing, in the Beneficiary Guide that is given to them 
during the period of enrollment, of their right to file a grievance and what are the 
procedures developed by the Plan for this.  The decision made by the Plan with respect 
to a grievance will be notified to the beneficiary, as well as his or her right to appeal the 
Plan’s decision or to the relevant state and federal agencies. 
 
For the purposes of Triple-S Salud/GHP: 
 

 Grievance:  An expression of dissatisfaction about any matter other than an Action. 
 

 Complaints:  The complaint must be filed within a period not exceeding 15 days from 
the date of the event motivated it. 

 

 Appeal:  The appeal shall be filled that may be no less than 20 days and not to 
exceed 60 calendar days from the date of the received notice of action, directly with 
the Contractor, or its delegated representatives.  The Contractor may delegate this 
authority to an Appeal Committee, but the delegation shall be writing.  
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Procedure 
 
At Triple-S Salud we are interested in obtaining all those dissatisfaction statements 
presented by our clients (beneficiaries and providers).  These may be received through 
electronic or postal mail, telephone, field personnel, regional/satellite offices and/or the 
central office. 
 
It is necessary to clarify that said dissatisfaction statement may be a result of lack of 
information about policies, procedures, medical practice or Company claims.  Said 
statement is resolved through orientation, providing the client with the requested 
information. 
 
Nevertheless, if the statement is not due to lack of information or the client is not 
satisfied with the provided information, said statement will be considered as a formal 
complaint where one or several of the following classifications will be questioned. 
 
Classifications 
 

 Access and Availability – Statements in which beneficiary alleges difficulty to 
access the services of a provider and/or participant of the GHP.  This includes, 
but is not limited to office hours, appointment schedules, allegations of 
communication problems by telephone with the providers, ratio of physicians per 
region and specialty.  

 

 Collections – The allegation from the beneficiary that a provider and/or 
participant is charging the patients for a covered service in excess of what is 
established by the coverage of the GHP.  It might occur on or before the service 
is rendered. 

 

 Ilegal Collection- The allegation that there was a payment made by the 
beneficiary in excess of what is established by the coverage of the GHP. 

 

 Delay of Services- The allegation that a provider delays a service that is 
medically necessary or medical care included in the coverage of benefits.   

 

 Denial of Referrals- Allegation that a provider of the Plan prevents a beneficiary 
from receiving from a specialist a service that is medically necessary or medical 
care included in the coverage of benefits. 

 

 Denial of Medications- Allegation that a Plan participating provider: 
 

 Does not authorize a medication within the Preferred Drug List (PDL) of 
the GHP. 

 
 Changes the dosage or medication, prescribed by another included in the 

PDL without justification.   



 

 
 

 Does not pre-certify necessary medications not on the PDL. 
 

 Denial of Procedures and/or Surgeries – Allegation that a Participating 
provider of the Plan refuses to authorize or offer a procedure and/or surgery that 
is medically necessary and included in the coverage of benefits. 

 

 Denial of Studies, Laboratories and/or X Rays- Allegation that a participating 
provider of the Plan refuses to authorize or offer services, laboratories, x rays or 
any other diagnostic test that is medically necessary and included in the 
coverage of benefits. 

 

 Rights of the Beneficiary – Statement in which noncompliance with the 
patient’s rights is alleged, as provided in Public Law 194, Patient’s Bill of Rights 
and Responsibilities of August 25, 2000.  (See Attachment 20 – Patient’s Bill 
of Rights and Responsabilities) 

 

 Limitation of Free Selection – Allegation that the beneficiary cannot freely 
choose or select a participating provider from the Triple_S Salud network. 
 

 Internal Administrative Process – Statement related with the services provided 
by the insurer. 
 

 Physician–Patient Relationship – Statement in which a noncompliance from 
the beneficiary of its responsibilities is referred, in accordance to what is provided 
in Public Law 194, Patient’s Bill of Rights and Responsibilities of August 25, 
2000. 

 

 Adjustment Requests in Case of Delay or Denial 4- Statements that are 
written, presented or requested by an IPA in which it is alleged that another IPA, 
one of its members, agents or employees, requested or caused the beneficiary to 
change PMG as a result of denial of services, undermining the right to free 
selection. 
 

 Advance Directive - An advance directive by a competent beneficiary is a 
written expression of his/her preference regarding health care treatment, 
including a preference whether to continue or refuse life-sustaining treatment in 
the event that her or she becomes incapacitated as a consequence of any 
medical procedure, terminal health condition or a persistent vegetative state.  
The document where the advance directive is written is known as the Preliminary 
Manifestation of Consent Act regarding Medical Treatment.  The beneficiary may 
pre-designate an agent, so that if he/she is unable to make decisions regarding a 
medical situation, such agent is enabled to make decisions in his/her stead, 
considering the best interests of the beneficiary.  In lieu of such designation, a 

                                                 
4
 This classification will be worked in the Compliance and Legal Offices 
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family member can be designated by law, depending on the provisions of the 
regulation.  In Puerto Rico, the Advance Directive may comply with the Law 160 
of 2001 requirements. 

 
If you do not agree with the decision regarding your claim, you may initiate a formal 
grievance process.  To establish any grievance or claim any right related to the 
Government Health Plan, the beneficiary and/or provider shall follow the procedure 
established below:  

 
1. Shall complete and sign the form that is available in our offices and shall present 

evidence for its claim.  
 

2. Shall present before Triple-S Salud, Inc. your grievance for the Government Health 

Plan, in the case of beneficiaries, on or before 90 calendar days following the 
events giving rise to your claim.  In the case of providers, on or before the six (6) 
months of having occurred the events giving rise to your claim.  Must include 
sufficient evidence to sustain your allegations.  

 
3. The grievance will be answered by Triple-S Salud, Inc., in a term no greater than 

90 days as of the date in which it was received.  If needing an additional term to 
answer said grievance, the beneficiary will be notified of the extensions and its 
reasons.  

 
4. Once all the aspects of the grievance are investigated, a final resolution will be 

issued, in writing, which will be notified to all parties involved in the case.  
 

Said Resolution will contain a notice stating that the grievant has the right to 
appeal the decision before the Puerto Rico Health Insurance Administration 
(PRHIA), in a term no greater than 30 days, from the date in which the final 
decision is notified by certified mail.  In that case your correspondence will be 
addressed to:  

 
EXECUTIVE DIRECTOR  

PUERTO RICO HEALTH INSURANCE ADMINISTRATION 
PO BOX 195661 

RIO PIEDRAS, PR  00919-5661 
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