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WEA Select Medical Plans 

Prior Authorization for Outpatient Rehabilitation  
Summary and FAQ 

Overview 
WEA Select Medical Plans include coverage for outpatient rehabilitative care. Beginning November 1, 
2016, prior authorization (or pre-approval) will be required for physical therapy, occupational therapy 
and massage therapy. Below are some commonly asked questions and a corresponding response for 
your reference. 

Background 

When does this program go into 
effect?  My provider received 
information that prior authorization will 
be required for certain types of 
outpatient rehabilitation, effective July 
1, 2016.   

This program was implemented on July 1, 2016 for all of 
Premera’s fully-insured groups – except for the WEA Select 
Medical Plans, which is delayed until November 1, 2016.   

Why is Premera making this change? To ensure enrollees receive appropriate care and the best 
possible outcome for their condition.   

Who is conducting the prior 
authorization review for outpatient 
rehabilitation services? 

Rather than managing this program in-house, Premera has 
contracted with eviCore healthcare to manage the outpatient 
rehabilitation program.   

eviCore healthcare specializes in evidence-based medical 
benefits management, including musculoskeletal benefits, 
covering 34 million lives. They employ around 3,000 people and 
over 1,000 clinicians. They are accredited by several nationally 
recognized organizations.   

Why is a prior authorization required if 
I haven’t reached my benefit limits? 

The purpose of the prior authorization process is to ensure 
enrollees get the most from their healthcare coverage by 
making sure treatments are appropriate for the condition, 
effective, medically necessary and are goal-directed to improve 
the clinical condition. 



I am currently receiving outpatient 
rehabilitation care. Will my provider 
still need to submit a prior 
authorization to eviCore healthcare? 

Yes. The outpatient rehabilitation program applies to all 
covered enrollees in treatment, effective November 1, 2016, 
regardless of when your treatment started. Your provider will 
need to submit the necessary information to eviCore healthcare 
for any treatment provided on or after November 1st. 

Am I losing my rehabilitation benefits 
and the opportunity to get better 
without undergoing major surgery? 

Your rehabilitation benefits have not changed, though treatment 
must now be authorized prior to receiving care. All medically 
necessary rehabilitation treatment continues to be covered by 
the plan, up to the plan’s annual limit. 

Is Premera the only health plan that 
requires prior authorization for 
outpatient rehabilitation services? 

No. Insurance carriers throughout the country have required 
prior authorization for outpatient rehabilitation for years. In 
Washington, Regence Blue Shield, Group Health, and Aetna all 
have outpatient rehabilitation prior authorization requirements. 

What’s included? 

What types of outpatient rehabilitation 
services will require prior authorization 
(pre-approval) and does the program 
apply to certain specialties? 

Prior authorization will be required for any provider billing for 
physical, occupational, or massage therapy procedure codes 
and is not limited to any specific provider specialty. For 
instance, chiropractors sometimes perform massage therapy. In 
those cases, they will need to request prior authorization. 

What types of outpatient rehabilitation 
will not require prior authorization? 

Spinal manipulations, acupuncture, or speech therapy will 
not require treatment review.  

Additional services not included in the program are the 
following, which are typically managed by other medical 
policies:  

• Oncology rehabilitation  
• Cardiac or pulmonary rehabilitation  
• Occupational or physical therapy treatment for mental 

health diagnoses, such as autism  
• Home Health 
• Skilled Nursing Facility 
• Stroke, cancer and mandated habilitative care 

Note: Children who receive outpatient rehabilitation services for 
any of the following conditions are not included in the program: 
neurodevelopmental, mental health, and autism. Children 
receiving care for other outpatient rehabilitation conditions (i.e. 
injuries, sprains, fracture, etc.) are included in the program. 

 



If I’ve been covered for this procedure 
in the past, will it continue to be 
covered if my provider recommends it 
again? 

Each treatment must be medically necessary based on clinical 
guidelines and best practices to be covered. Please ensure that 
your provider obtains approval for the service before 
undergoing additional treatments.  

Note: Maintenance care is not covered. 

How does it work? 

Do I need a referral? You can self-refer or be referred by a physician (or other 
provider type) for physical or occupational therapy. However, 
you must be diagnosed and referred to a massage therapist by 
a health care provider because they are not allowed to 
diagnose a condition under their license. You can be seen for 
one visit before an authorization is required. The visit will be 
subject to your plan’s applicable cost-share and will count as 
one of the approved visits, if approved by eviCore healthcare. 

How will eviCore healthcare manage 
these services? Is there a standard 
visit limit for different types of 
therapy? 

eviCore healthcare evaluates the provider’s treatment plan and 
determines medical necessity based on their specific, evidence-
based clinical guidelines. If medically necessary, eviCore 
healthcare will initially authorize a number of visits. There is no 
set number of visited based on the type of therapy. Rather, the 
number of approved visits is based on the clinical information 
provided by your provider.   

What happens if I’m not better after my 
initial authorized visits? 

Your provider can submit an updated treatment plan to eviCore 
healthcare and request additional visits, which will be approved 
based on medical necessity. Your referring provider may also 
want to conduct diagnostic tests or refer you to another 
specialist. 

Will I have to go back to my referring 
doctor and pay an additional copay if I 
need additional visits? 

No. You are not required to go back to your referring doctor.  
Your rehabilitation provider will work directly with eviCore 
healthcare to request additional visits. You are responsible for 
paying the specialist copay (or deductible and coinsurance, 
depending on your plan) each time you receive rehabilitative 
treatment. 

Does this medical necessity prior 
authorization apply if my provider is 
not contracted with Premera or if 
services are received by a BlueCard 
provider out of state? 

Yes. Prior authorization will be required for any provider billing 
for physical, occupational, or massage therapy procedure codes 
and is not limited to contracted providers in Washington. 



How will I know the status of my prior 
authorization? 

Enrollees will receive notification in writing from eviCore 
healthcare of the outcome of their prior authorization. Your 
provider will also be notified.  
 
If the authorization is approved, the notice will include the 
number of approved visits. 

If the authorization is denied, the notice will include the 
enrollee’s appeal rights and any required form(s) necessary to 
file an appeal. 

What happens if authorization is not 
obtained prior to services being 
rendered? 

Claims without a prior authorization are held and the provider is 
notified to contact eviCore healthcare to submit a treatment plan 
and any supporting documentation. Once the information is 
received, eviCore healthcare will review the claim retroactively.    

If your provider submits the information after services are 
rendered and the claim is denied: 

• You will not be responsible for any part of the denied claim 
from an in-network provider. 

• You may be responsible for the entire cost of the service 
from an out-of-network provider. 

Miscellaneous 

According to my provider, this process 
creates a hardship for them (e.g., extra 
charting and forms to fill out). Is that 
true? Can anything be done to lessen 
this burden? 

Prior authorization programs for outpatient rehabilitation are 
currently in place with other carriers, so most providers are very 
familiar with the process and requirements to obtain an 
authorization. In addition, your provider is required to maintain 
accurate records of all of your care. Lastly, all requests for prior 
authorization can be done electronically, which speeds up the 
process for your provider. 

I heard the Community Health Benefit 
now includes services for massage 
therapy.  How does that work? 

The Community Health Benefit has been expanded to include 
massage therapy to address stress relief. The benefit has an 
annual maximum of $250 per enrollee, and is subject to the 
deductible and coinsurance provisions of the plan.  

Note: Enrollees must submit a claim form and provider bill to be 
reimbursed for any services under the Community Health 
Benefit. Services received under this benefit may not qualify for 
reimbursement from an HSA account. For a complete list of 
qualified medical expenses, visit www.irs.gov.   

Who can I contact if I have additional 
questions? 

Premera’s WEA Select Customer Service team is happy to 
answer any questions that are not addressed in this FAQ. They 
can be reached at 800-932-9221. 
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