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Physical and Occupational 
Therapy

Provider Orientation Session for Meridian
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Musculoskeletal Solution

Managing care for 

34M members
Commercial, Medicaid National & local programs
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Musculoskeletal (MSK) –

Specialized Therapy Management: 

Our Team
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Musculoskeletal by the Numbers

45
Musculoskeletal

physicians on staff

43
Musculoskeletal-trained

nurses on staff

40
Million lives 

covered

93
Musculoskeletal

therapists 
(PT/OT/ST/MT/CHIRO/ACU)
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Criteria



• American Academy of Neurology

• American College of Rheumatology

• American Association of Neurological Surgeons

• American Academy of Orthopedic Surgeons

• American Society of Interventional Pain Physicians

• North American Spine Society

• American College of Occupational and 

Environmental Medicine

• American Academy of Physical Medicine and 

Rehabilitation 

• American Association of Hip and Knee Surgeons

• American Pain Society

• Official Disability Guidelines

• Medicare Guidelines

• Spine Intervention Society

• American Academy of Orthopedic Surgeons

• The American Orthopedic Society for Sports Medicine

• Cochrane Reviews 

• American Physical Therapy Association 

• American Occupational Therapy Association

• American Speech Language Hearing Association

• American Society of Anesthesiologists
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Evidence-Based Guidelines

The foundation of our musculoskeletal solution:

Aligned with National Societies

Dedicated 

pediatric 

guidelines

Medicare 

LCDs & NCDs

Academic 

institutional 

experts and 

community 

physician panels

Current 

clinical 

literature



Criteria
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• Condition specific criteria synthesizes research, existing clinical practice guidelines, 

and expert clinical consensus

• Criteria is not specific to CPT codes; the criteria do include references for CPT 

codes that are/are not evidence based interventions for each condition.

• There is criteria for:

• Orthopedic conditions

• Neurological conditions

• General medical conditions

• Pediatric neurodevelopmental conditions

Physical & Occupational Therapy (PT/OT) 
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Physical & Occupational Therapy: 

Program Goals
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• Support patient-centered care founded on best available evidence

• Empower patient independence 

• Promote functionally oriented and measureable treatment programs

• Focus on skilled, medically necessary treatment interventions

Program Goals
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Physical & Occupational Therapy: 

Medical Necessity



To be considered reasonable and necessary the following conditions

must each be met:
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• The services shall be considered under accepted standards of medical 

practice to be a specific and effective treatment for the patient’s 

condition

• There must be an expectation that the patient’s condition will 

improve significantly in a reasonable (and generally predictable) 

period of time

• The amount, frequency, and duration of the services must be 

reasonable under accepted standards of practice

Medical Necessity



Additional requirements for therapy services:
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• Services shall be of such a level of sophistication or the condition 

of the patient shall be such that the services required can 

effectively performed only by a therapist, or in the case of physical 

therapy and occupational therapy by or under the supervision of a 

therapist

• Services that do not require the performance or supervision of a 

therapist are not skilled and are not considered reasonable or 

necessary therapy services, even if they are performed or 

supervised by a qualified professional

Medical Necessity



Medicare
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• Medical necessity based on the need for skilled services not on progress or lack of

• Documentation should explain why the skills of a therapist are necessary

• Skilled maintenance therapy services are covered for members if the specialized 

skill, knowledge and judgment of a qualified therapist are required to:

• To establish or design a maintenance program appropriate to the capacity and 

tolerance of the member

• To educate/instruct the member or appropriate caregiver regarding the 

maintenance program

• Perform periodic re-evaluations of the maintenance program

• Provide reasonable and necessary care to prevent or slow further deterioration. 

Coverage will not be denied based on the absence of potential for improvement 

or restoration as long as skilled care is required.

Medical Necessity
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Service Model



Enhancing outcomes through Client and Provider engagement

Enabling Better Outcomes
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Regional Provider 

Engagement Managers

Regional Provider Engagement 

Managers are on-the-ground 

resources  who serve as the 

voice of eviCore to the provider 

community. 

Client Experience Manager

Client Service Managers lead 

resolution of complex service issues 

and coordinate with partners for 

continuous improvement.

Client & Provider Operations

Client Provider Representatives 

are cross-trained to investigate 

escalated provider and health

plan issues.  
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Why Our Service Delivery Model Works

One centralized intake point 

allows for timely identification, 

tracking, trending, and reporting 

of all issues. It also enables 

eviCore to quickly identify and 

respond to systemic issues 

impacting multiple providers.

Complex issues are escalated 

to resources who are the 

subject matter experts and can 

quickly coordinate with matrix 

partners to address issues at a 

root-cause level.

Routine issues are handled by 

a team of representatives who 

are cross trained to respond to a 

variety of issues. There is no 

reliance on a single individual to 

respond to your needs.



Program Overview



eviCore healthcare will begin accepting requests on October 21, 2019 for 

dates of service November 1, 2019 and beyond
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Program Overview

Prior authorization applies to 

services that are:

• Outpatient, including 

outpatient therapy 

provided to custodial 

patients residing in a 

skilled nursing facility 

(SNF)

Prior authorization 

does NOT apply to services 

performed in the following:

• Emergency room

• Inpatient

• Home health

It is the responsibility of the servicing provider to request prior authorization 

approval for services.



Applicable Membership
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Effective November 1, 2019: authorization is required through eviCore for 

Meridian members enrolled in the following health plans:

• MeridianChoice (Commercial)

• MeridianHealth (Medicaid)

Effective January 1, 2020: authorization is required through eviCore for 

members enrolled in the following health plans:

• MeridianComplete (Medicare-Medicaid Plan)

• MeridianCare (Medicare)

• Note: MeridianCare will be changing its name and logo to WellCare, effective 

January 1, 2020

Additional training opportunities will be made available in December 2019 – January 2020
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Prior Authorization (PA) Required:

• Physical Therapy

To find a list of CPT 

codes that require prior authorization 

through eviCore, please visit:
• Occupational Therapy

Note: PA will be required starting at the first

visit for all plans. PA is not required for the 

evaluation. If treatment occurs on the same 

day as the evaluation, PA would not be 

required as long as the evaluation and 

treatment are billed together and list the 

same date of service.

www.evicore.com/healthplan/meridian_wellcare
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Prior Authorization Process



What are the ways to request authorization through eviCore?
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• Web – Preferred Method  

• Opportunity for real time decision for the initial and second request

• Use worksheets as a guide to prepare to answer questions on the web

• After the initial request, you have the ability to upload clinical documentation if 

patient is complex or not progressing as expected

• Phone – Physical Medicine line 

o Opportunity for real time decision for the initial and second request

o Use worksheets as a guide to prepare to answer questions on the web

o Providing answers to the questions posed on the web to a non-clinical agent

• Fax

o Least preferred method

o Not eligible for a real time decision

o If necessary to fax, send completed eviCore worksheet

o There is no need to send additional documentation unless requested

Prior Authorization Process
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Prior Authorization Process, cont. 

Easy for 

providers 

and staff

START

Methods of Intake

Therapist

review

Predictive 

Intelligence/clinical 

decision support

Appropriate 

decision

Doctor

review

Clinical 

Consultation

Real-time decision with web



What is used to determine if services are medically necessary?
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• Clinical Criteria

o Available 24 hours a day, 7 days a week at www.evicore.com

o Synthesis of research, guidelines, and expert consensus

o Updated annually and approved by Meridian 

• Clinical information should be current

o Adults within the prior 14 days

o Peds within the prior 20 days; one standardized tests per year

• Complete the questions 

o If there is no information or the information has gaps, it will delay the 

decision

o Worksheets to guide your clinical collection are available at

www.evicore.com under the header “Clinical Guidelines and Forms”

Prior Authorization Process, cont.
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What is Therapy corePathSM?

Appropriate 

Decision

Focused on the member

Authorization strategy 

emphasizes the unique 

attributes of a specific 

member’s condition and any 

associated complexities. 

Streamlined for providers

Providers will experience a 

simplified and consistent 

prior authorization process 

that requires only key 

clinical information. 

Condition-specific approvals

Visits allocated in accordance 

with condition of severity and 

complexity, functional loss and 

confirmation that care is 

progressing as planned.



corePathSM
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• Simplified approach to clinical collection attempting to reduce administrative efforts 

for providers

• Improves the ability to receive a real time decision when submitting a request via the 

web or phone

• “Gets out of the way” for providers who are practicing efficiently and effectively

• Adds quality measures via inclusion of patient reported functional outcomes

• Uses data collected over the years from claims data (managed and unmanaged) to 

set the average number of visits for a condition

• Acknowledges complexities that may require a greater frequency or intensity of care

• Allows therapists to provide additional information for cases that are not “average”

Prior Authorization Process



Sample Therapy corePathSM Pathway 

Initial Requests
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Case elated Questions:

• Identify new care vs. 

continuing care based on 

treatment area, not time

• Identify primary area of 

treatment

• First indicator of complexity 

– second unrelated

treatment area

1

2

3



Sample Therapy corePathSM Pathway 

Initial Requests, continued….
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Initial Clinical Questions: 

• Enter functional score, if 
available

• Oswestry Index

• Neck Disability Index

• LEFS

• Dash / QuickDASH

• HOOS JR/KOOS JR

• Incorporates ROM, strength, 
pain, etc. 

• Complexity: 

• Neural signs

• Chronicity 

4

5

6

High Potential for Immediate 

Approval When Pathway is 

Completed!



Sample Therapy corePathSM Pathway 

Follow-Up Request
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Follow-Up Clinical Questions:

• Current and previous functional 

score

• Complexity question – neutral 

signs

• Progress

o Validated scores have MCD 

(minimal clinical difference) as 

progress indicator

o Clinical assessment

1

2

3

High potential for immediate 

approval when pathway is 

completed!



Sample Therapy corePathSM Pathway 

Follow-Up Request – Lack of Progress Identified
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Lack of progress: 

• Categories of explanations

• Used in algorithm to determine care

• Future, additional pathway to identify details



Requesting Authorization
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• For the first request:

o Evaluate the patient before you request prior authorization

 Meridian will allow the initial evaluation and same day treatment on the same 

date of service

 Evaluation codes do not require prior authorization

 Any visit that occurs after that first DOS will require prior authorization through 

eviCore

• If additional care is needed:

o You may submit your request as early as 7 days prior to the requested start date

o This allows time for the request to be reviewed and prevents a gap in care

o Remember to provide complete, current clinical information including patient 

reported functional outcome measures

Notes:  Requests with a start date of more than 7 days in the future will not be accepted. 

If the patient is away from therapy, reassess the condition once therapy has resumed.  

This allows you to provide current information so eviCore can determine the medical 

necessity of ongoing therapy.

Prior Authorization Process



Clinical Information – What eviCore needs and why we need it
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• Clinical information is required to determine whether the services requested are 

medically necessary

• Use clinical worksheets located at www.eviCore.com as a guide to determine what 

clinical information is required

• Be prepared to provide patient reported functional outcome measures with your 

submission 

• e.g., ODI, NDI, DASH/QuickDASH, LEFS, HOOS JR, KOOS JR

• Clinical information should be current – typically something collected within 14 days 

prior to the request

o Exception – for peds neurodevelopmental, information may be up to 20 days 

old and the standardized testing should have been completed within one year 

prior to the requested start date

• Missing or incomplete clinical information will delay case processing

Prior Authorization Process
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• Questions are included in the pathway to help eviCore create a case correctly

• You may be asked questions about the site (location) of the service

o Reason – prior authorization may not be required for some sites of service

 e.g., emergency department, inpatient services

• Is the care requested following a mastectomy?

o Should present only when the request is for a cervical or upper extremity 

condition

o Presents for both males and females since mastectomy applies to both

o There is a federal mandate related to post-mastectomy care

Pathway Questions



How to Request Additional Visits:
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• Additional visits may be requested as early as 7 days prior to the requested start 

date.

• You will be asked to submit current clinical information

• Clinical information should be current (within the past 7 – 14 days)

• Use clinical worksheets as a guide

• If condition is complex or the worksheet does not capture aspects of the condition 

you want to convey, this information can be given as “additional information”

• The start date will be the first date you need additional visits to begin

Preauthorization Program



General Concepts
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• Authorization Decisions

o CareCoreNational Portal – visits and units over an approved period

o Units are equal to the total number of CPT codes that can be billed over an 

approved period

o Approved period may extend up to 180 days.  Most decisions are 30 days in 

length

o Clinical rationale are inserted into letters to advise member/provider how to 

use approval and/or reason for the adverse determination

PT/OT
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Clinical Information Worksheets

• The clinical information worksheets are therapy specific and designed to assist with 

the submission of patient and provider information for medical necessity review

• Worksheets should be used as a guide for questions the therapist will be prompted 

to answer when completing the online requests

• These worksheets should be completed by the provider during the initial 

consultation and treatment planning, collecting the clinical information to allow for 

ease of submission

• Worksheets are available at www.eviCore.com under the resources tab
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Sample MSK 
corePathSM Forms

Worksheets for the following 

conditions are already available 

using the CorePath approach:

• PT/OT MSK Conditions

• PT Neurodevelopmental 

• OT Neurodevelopmental

**Other conditions will utilize former pathways
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Therapy Management
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• Variation in frequency and intensity

o Frequency and intensity of care should be individualized to meet the needs of 

your patient

 Avoid historical practice patterns or care driven by business models

 3 visits/week throughout the episode

 “We always bill 6 units per visit”

• The episode length should be determined by functional progress or lack of

o Episode should have a definite end

• Emphasize the importance of carryover and self-management

• If condition is chronic, ensure the patient incorporates management strategies in 

daily life

• Investigate availability of community resources

Best Practices



Treating Multiple Conditions Within The Same Authorization Period
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• If you are treating multiple conditions within the same period there is no need to 

request authorization for treatment for each condition

• The authorization covers all conditions treated within the same period of time

• If you are treating more than one condition advise eviCore to ensure adequate 

visits and units are approved

o When requesting authorization through the web:

 You will be asked if you are treating a second condition 

 Answer “yes” and report the information specific to the second 

condition

o When requesting authorization over the phone: 

 Inform the agent that you are requesting authorization for two conditions

Multiple Conditions



Duplicate Care
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• eviCore will approve care by two different providers within the same period only 

when it is medically necessary

o Examples:

 PT treating a knee condition and PT treating a vestibular condition

 PT and OT treating a patient who had a CVA

• eviCore will not approve care by two providers within the same period if the care is 

duplicative

• If a provider submits a request for authorization and there is an existing 

authorization for the same condition with a different provider, eviCore will reach out 

to the second provider to ask if the patient has discontinued care with their original 

therapist.  If this has occurred, please provide the date of discharge from the original 

therapist

• If the condition being treated is the same and the patient has not discontinued care 

with their original provider, the request for duplicate care will be denied

Duplications
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Prior Authorization Outcomes

• Faxed to requesting provider

• Mailed to the member

• Information can be printed on 

demand from the eviCore

healthcare Web Portal

• Communication of denial 

determination

• Communication of the rationale 

for the denial

• How to request a clinical 

consultation

• Faxed to the requesting 

provider

• Mailed to the member

Approved Requests

• Requests are processed as 

expeditiously as possible and 

in accordance with regulatory 

timeframes

• Authorizations are typically 

good for up to 180 days from 

the received date 

Delivery Method

Denied Requests Delivery Method
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Special Circumstances

Outpatient Urgent Studies

• eviCore will not be delegated for appeals

• Please follow the process currently in place with Meridian

Appeals

• To request an expedited prior authorization review and provide clinical 

information you can contact eviCore at 888-333-8641 or visit 

www.eviCore.com 

• Medically urgent requests are defined as conditions that are a risk to the 

member’s life, health, and ability to regain maximum function
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Prior Authorization Outcomes

• This is the post-denial, pre-appeal process

• It is the period of time and activity that occurs at a point following the adverse 

determination but prior to the formal appeal

• A reconsideration can be requested within 10 days of the date on the denial letter

• Medicaid and HIX members, only

Clinical consultations and reconsiderations:

• If a request is denied and requires further clinical discussion for 

approval, we welcome requests for clinical determination discussions 

from requesting providers. One of eviCore’s medical directors can assist 

in a review of the medical necessity for a requested procedure

• For all plans, clinical consultations can occur at any point prior to the 

decision

• For MeridianChoice and MeridianHealth, a clinical 

consultation/reconsideration can be requested up to 10 days following 

the date of the denial letter

• To request a clinical consultation, contact eviCore at 800-792-8744 

option1 Monday – Friday, 7 a.m. to 7 p.m. 

• To request a clinical consultation online, please visit 

www.evicore.com/provider/request-a-clinical-consultation
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• Provides the ability to review clinical aspects of the case with a peer

• Be prepared to provide information that was not submitted previously

• Schedule the clinical consultations online at

www.evicore.com/provider/request-a-clinical-consultation

www.evicore.com/Pages/requestaconsultation.aspx

Clinical Consultation



Timely Filing
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• Prior authorization is not required for all services provided at the evaluation visit

• Meridian allows providers to evaluate and treat at the initial visit

• Authorization for treatment beyond the initial visit must be requested prior to providing 

care

• Retrospective requests will not be accepted

Prior Authorization Process
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Date Extension
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• Date extensions are available if you are unable to use all visits within the approved 

period

o Extend for the period that is needed, up to a maximum of 30 days

o One date extension is available per case

o Must be requested prior to the expiration of the authorization

• Available: 

o By phone – select physical medicine

o Online: www.eviCore.com 

Date Extensions
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Web Portal Services
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WEB

The eviCore online portal is the quickest, most efficient way to request prior 

authorization and check authorization status. It is available 24 hours a day, 7 days a 

week. By visiting www.eviCore.com providers can spend their time where it matters 

most — with their patients! 

Or by phone:

888-333-8641

Monday – Friday, 

7 a.m. to 7 p.m.



Portal Compatibility 
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The eviCore.com website is compatible with the following web browsers:

• Google Chrome

• Mozilla Firefox

• Internet Explorer 9, 10, and 11

You may need to disable pop-up blockers to access the site. For information on 

how to disable pop-up blockers for any of these web browsers, please refer to our 

Disabling Pop-Up Blockers guide.

../Disabling Pop-up Blockers.pdf


eviCore Website

• Login or Register

• Open web browser and type 

in www.evicore.com
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Creating An Account
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Select a Default Portal, and complete the registration form.



Creating an Account, cont.
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Review information provided, and click “Submit Registration.”



User Registration
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Accept the Terms and Conditions, and click “Submit.”



User Registration, cont.
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You will receive a message on the screen confirming your registration is successful. 

You will be sent an email to create your password.



Create a Password
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Uppercase letters

Lowercase letters

Numbers

Characters e.g., ! ? *)

Your password must be at 

least 8 characters long and 

contain the following:



Account Login
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To log in to your account, enter your User ID and Password. 

Agree to the HIPAA Disclosure, and click “Login.”



Welcome Screen
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• Providers will need to be added to your account prior to case submission. Click the  

“Manage Account” tab to add provider information. 

• Note: You can access the MedSolutions Portal at any time without having to provide 

additional log-in information. Click the MedSolutions Portal button on the top right corner 

to seamlessly toggle back and forth between the two portals.



Welcome Screen
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Providers will need to be added to your account prior to case submission. 

Click the “Manage Account” tab to add provider information. 

Note: Once you are registered, you can access the MedSolutions Portal at any time. Click the 

“MedSolutions Portal” button on the top right corner to toggle back and forth between the two portals 

seamlessly without having to log-in multiple accounts.



Add Practitioners

62

Click the “Add Provider” button.



Add Practitioners, cont. 
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Enter the provider’s NPI, state, and zip code to search for the provider record to add to 

your account. You are able to add multiple providers to your account.



Add Practitioners, cont. 
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Select the matching record based upon your search criteria.



Manage Your Account
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Once you have selected a practitioner, your registration will be completed. You can then access 

the “Manage Your Account” tab to make any necessary updates or changes.

You can also click “Add Another Practitioner” to add another provider to your account.
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Certification Summary 

CareCore National Portal now includes a “Certification Summary” tab to better track your 

recently submitted cases.

The work list can also be filtered, as seen above.



Select Program
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Select the program for your certification.



Select Provider
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Select the Practitioner/Group for whom you want to build a case.



Select Health Plan
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Choose the appropriate Health Plan for the case request. If the health plan does not 

populate, please contact the plan at the number found on the member’s identification card.

Once the plan is chosen, please select the provider address in the next drop down box. 



Contact Information
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Enter the provider’s name and appropriate information 

for the point of contact individual.



Member Information
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Enter the member information including the patient ID number, date of birth, and patient’s last 

name.

Click “Eligibility Lookup.”



Clinical Details
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Select the CPT and diagnosis codes



Verify Service Selection
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Click continue to confirm your selection.



Site Selection

74

Select the specific site where the testing/treatment will be performed. 



Site Selection
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This page allows you to enter an email address for a facility representative.



Clinical Certification
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• Verify all information entered and make any needed changes prior to moving 

into the clinical collection phase of the prior authorization process. 

• You will not have the opportunity to make changes after that point.
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Clinical Certification

Select an urgency indicator and upload your patient’s relevant medical records that support 

your request 

If your request is urgent select “No”

If the case is standard select “Yes” 

Note: You can upload up to FIVE documents in .doc, .docx, or .pdf format. 

Your case will only be considered urgent if there is a successful upload.



Urgent Supporting Documentation
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If additional information is required, you will have the option to either free hand text in 

the additional information box, or you can mark Yes to additional info and click submit 

to bring you to the upload documentation page. 

Providing clinical information via the web is the quickest, most efficient method.



Clinical Certification Pathway
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Once you have entered the clinical collection phase of the case process, you can save 

the information and return within two business days to complete.
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Clinical Certification Pathway



Attestation
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Acknowledge the clinical certification statements, and hit “Submit Case”
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Approval

Once the clinical pathway 

questions are completed and if 

the answers have met the 

clinical criteria, an approval will 

be issued

Print the screen and store in the 

patient’s file
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Medical Review

Once the clinical pathway questions 

are completed and the case has not 

meet clinical review. The status will 

reflect pending and at the top “Your 

case has been sent to Medical 

Review”. 

Print the screen and store in the 

patient’s file.



Building Additional Cases
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Once a case has been submitted for clinical certification, you can return to the Main 

Menu, resume an in-progress request, or start a new request. You can indicate if any 

of the previous case information will be needed for the new request.



Authorization Look Up
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Search by Authorization Number/NPI. Enter the provider’s NPI and authorization or case 

number. Select “Search.”

You can also search by Member Information, and enter the health plan, 

provider’s NPI, patient’s ID, and patient’s date of birth.



Authorization Status
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The authorization will then be accessible to review. 

To print authorization correspondence, select “View Correspondence.”

v
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Search Results and Electronic Clinical Upload Feature



Eligibility Look Up
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You may also confirm the patient’s eligibility 

by selecting the Eligibility Lookup tab.
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• The therapist should always complete the initial evaluation prior to submitting 

the first request authorization

• In order to receive a decision that best reflects the needs of the patient, submit 

current clinical information and answer all questions

• Submit your request to eviCore within 7 days of the requested start date

• Submission by web or phone increases the chance of a real time approval for 

the initial and second request

o Requests that report lack of progress will be reviewed by a therapist

o A therapist will review all requests after the second request (real time 

approval not available from 3rd request on)

• Worksheets are available to assist

• Spread the visits/units over the approved period

Important Tips
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Provider Resources
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Online Resources

• You can access important tools and resources at www.evicore.com

• Select “Resources” to view FAQs, clinical guidelines, online forms, and more



Client Provider

Operations

Pre-Certification 

Call Center

Web-Based 

Services

Documents

Provider Resources: Prior Authorization Call Center
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Call 888-333-8641 Monday – Friday, 7 a.m. to 7 p.m. 

• Obtain prior authorization or check the status of an existing 

case

• Discuss questions regarding authorizations and case 

decisions

• Change facility or CPT code(s) on an existing case



Provider Relations

Department

Pre-certification 

call center

Web-based 

services

Documents

Provider Resources: Web-Based Services
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To speak with a Web Specialist, call 800-646-0418 (option #2) 

or email portal.support@evicore.com. 

They can advise on the following:

• Request authorizations and check case status online 

– available 24 hours a day, 7 days a week 

• Pause/start feature to complete initiated cases

• Upload electronic PDF/Word clinical documents 



Provider Relations

Department

Pre-certification 

call center

Web-based 

services

Documents

Provider Resources: Provider Relations Department
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To speak with a client services representative, call 800-646-0418 (option 

#3) or email clientservices@eviCore.com

• Eligibility issues (member, rendering facility or ordering physician)

• Issues experienced during case creation

• Request for an authorization to be re-sent to the health plan

• Request for education and training on program processes



Client Provider

Operations

Pre-Certification 

Call Center

Web-Based 

Services

Documents

Provider Resources: Provider Resource Page
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evicore-Meridian Provider Resource Page

www.evicore.com/healthplan/meridian_wellcare

You can access the following:

• Provider Orientation Presentation 

• CPT code list of the procedures that require prior authorization

• Quick Reference Guide

• eviCore clinical guidelines

• FAQ documents and announcement letters

Provider Enrollment Questions – Contact Meridian’s Provider Services 

http://www.evicore.com/healthplan/meridian_wellcare
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Thank you!


