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INTRODUCTION 

Since 1984, ASR has helped growing companies find effective and affordable health 
benefit solutions – products, services, and programs everyone can count on. 

 ASR currently manages health benefit plans that cover over 100,000 members. 
 In 1995, ASR founded the Physicians Care Health Care Network to serve employers 

in Michigan 
 Today, ASR manages a wide range of fully insured and self-funded health benefit 

plans covering members throughout Michigan and beyond. 

Year after year, ASR maintains the confidence of employers and providers by staying 
ahead of the competition. Recent innovations include integrated service teams, expanded 
Internet capabilities, and health management services. With a 20-year tradition of 
provider support, no benefits administration firm does more to preserve and enhance the 
doctor-patient relationship. 

The Physicians Care network was developed around a commitment to make health care 
simple again.  With this commitment in mind, we have developed this administrative 
manual for your use. The information contained in this manual applies to all providers for 
products administered through ASR Health Benefits. Please note: if the information in this 
manual differs from your provider contract or plan documents, the plan documents and 
then the provider contract will supersede. This administrative manual will be updated as 
needed or as governed by plan documents. 
 

SECTION 1: WORKING WITH ASR 

 
This section provides instructions for accessing the ASR Health Benefits Website as well 
as a Provider Website Quick Guide for at-a-glance Website access. 
 
ASR provides easy-to-use online tools 24 hours a day, seven days a week to make 
serving your patients easier and more convenient than ever. Providers can access 
asrhealthbenefits.com from any personal computer with Internet capabilities.  
 
1.1 ASR HEALTH BENEFITS WEBSITE 
 
This section provides instructions for accessing the ASR Health Benefits Website as well 
as a Provider Website Quick Guide for at-a-glance Website access. 
 
ASR provides easy-to-use online tools 24 hours a day, seven days a week to make 
serving your patients easier and more convenient than ever. Providers can access 
asrhealthbenefits.com from any PC with Internet capabilities.  
 
You can access the Provider Website Guide from the ASR Website at 
www.asrhealthbenefits.com by selecting the following links from the Website menu: 
Resources/Help/Provider Tutorial.  This Guide will provide detailed instructions on how to 
log in to your personalized provider Website, change your password and contact 
information, and access reports, patient information, forms, and the Provider Directory. 
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www.asrhealthbenefits.com 
PROVIDER WEBSITE QUICK GUIDE 

Website Feature Description Comments 

My Account 
Allows you to change your profile information and 
log-in password 

 

Logout Allows you to properly log out of the Website 
Always click on Logout 
to exit the Website. 

HOME 
Allows you to view announcements and 
frequently asked questions from the Website 
main page 

 

Announcements 
Allows you to view recent Website 
announcements 

 

Getting Started 
Allows you to view answers to frequently asked 
Website questions 

 

REPORTS 
Allows you to view, print, or download monthly 
reports 

 

Report Dashboard 
Allows access to No-Pay Report, PCP 
Membership Listing, and Provider Check EOB 

 

INQUIRY 
Allows you to view eligibility and claim status 
information 

 

Check Eligibility Allows you to check eligibility  

Check Claim Status 

Allows you to check claim status and remaining 
deductible and out-of-pocket amounts, obtain a 
summary of dental benefits, and print a virtual 
EOB 

 

RESOURCES Provides links to relevant information  

Forms 

Allows you to download the ASR Health Benefits 
Out-of-Network Referral Form, the National 
Provider Identifier Request Form, the Provider 
Form W-9, and the Provider Information Form 

 

Documents 
Allows you to access the Provider Administration 
Manual 

 

Help 
Allows you to view and print the ASR Health 
Benefits Website Complete Instructional Guide 
for Providers 

 

Links 
Allows to you access various provider network 
and health care Websites 

 

Provider Directory 
Allows you to access, search, and download the 
Provider Directory 

 

Contact Us 
Allows you to communicate any problems you 
may experience on our Website, to submit 
questions, or to recommend enhancements 
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1.2 AT-A-GLANCE (QUICK REFERENCE GUIDE) 
 
ASR’s At-A-Glance (Quick Reference Guide) will allow you to access important contact 
information at your fingertips! 
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1. 3 ID CARDS 
 
The Physicians Care/HAP/AHL network is a comprehensive statewide network.  
Providers are considered in-network if they contract with ASR, CuraNet, or Alliance 
(reimbursement per the terms of the network contract).  ASR/Physicians Care and 
Alliance Health and Life Insurance Company are subsidiaries of HAP, a Detroit-based 
nonprofit health plan and subsidiary of the Henry Ford Health System.  Figures 1 and 2 
show samples of ASR Health Benefits identification cards issued to ASR members.  The 
ASR Health Benefits logo appears in the upper left-hand corner, and the Physicians Care 
or the HAP | Alliance Health and Life Insurance Company logo appears in the lower right-
hand corner.  Either the HAP | CuraNet or the HAP | Alliance Health and Life Insurance 
Company logo appear on the back of the card. 
 

  
 
Figure 1. Sample ASR ID Card (Front View) Figure 2. Sample ASR ID card (Back View) 
 
Alliance members will present identification cards like the examples shown in Figures 3 and 4, with the 
Alliance logo in the upper left-hand corner. 

 

  
 
Figure 3. Sample Alliance ID Card (Front View) Figure 4. Sample Alliance ID Card (Back View) 

 
Union trust members covered under a Benesys-administered plan will present identification cards like the 
examples shown in Figures 5 and 6. 

 

  
 
Figure 5. Sample Benesys ID Card (Front View) Figure 6. Sample Benesys ID Card (Back View) 
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1. 4 PROVIDER CHANGES 

 

For Email/Fax 

Provider changes 
such as:  

 name  
 NPI 
 specialty 
 physical address 
 phone # 
 fax # 
 email 
 W-9 Name 
 W-9 Billing 

address 
 Tax ID # 

 

PContracting@ASRHealthBenefits.com  

Fax: (616) 464-6600 

Note: be sure your email/fax includes the following:  

 NPI number (individual, group, or facility) 
 Provider Name 
 Name (dba) 
 Contact person's email address and phone number 
 For any address addition, change or deletion - please include 

the following: 

o Indicate add, delete or change to an existing address 
o Full address (primary, secondary, etc.) 
o Phone 
o Fax 

 

 
  
1. 5 FEE SCHEDULE REQUEST 
 
You can request a sample fee schedule by contacting the Provider Network Management 
department at (616) 957-1751 or by email PContracting@ASRHealthBenefits.com.  
 
Fee schedules are not available on ASR’s provider portal. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:credentialing@hap.org
mailto:PContracting@ASRHealthBenefits.com
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SECTION 2:  REFERRALS 

 
ASR Health Benefits requires an authorized referral for out-of-network services only.  Out-
of-network referral forms and prior authorization are required for POS and EPO patients 
who are referred to nonparticipating providers.  The out-of-network referral process and 
instructions for completing the ASR Health Benefits Out-of-Network Referral Form are 
contained in this section.  You can access the form from the ASR Website at 
www.asrhealthbenefits.com by selecting the following links from the Website menu: 
Resources/Forms/Out of Network Referral Form. 
 
2.1 OUT-OF-NETWORK REFERRAL PROCESS 
 
Only participants in an EPO or POS plan are eligible for out-of-network authorizations.  A 
covered person’s identification card will specify the type of plan in which he or she is 
enrolled.  A covered person should always obtain a written referral from the PCP before 
seeking treatment from an out-of-network health care provider.  However, if a covered 
person requires out-of-network emergency care, the covered person must contact the 
PCP within seven days of the emergency to inform the PCP and to receive a retroactive 
referral.  PCPs will issue retroactive referrals only in emergency situations. 
 
PCPs may request authorization for an out-of-network referral as follows: 
 

 Contact ASR at (800) 638-0573. 

 Complete an ASR Health Benefits Out-of-Network Referral Form and fax it to ASR 
at (616) 464-4465.  (The form is available at the Website location above.  ASR will 
accept other forms if they contain the same information as the ASR form). 

 
ASR considers the following questions when reviewing an out-of-network referral 
authorization: 
 

 Is there no Physicians Care network provider within 60 miles of the patient’s home? 

 Is there no Physicians Care network provider that performs the requested service? 

 Does the patient have an established relationship with the out-of-network provider, 
and is the patient in the course of active treatment with that provider?  (ASR 
requires documentation of the patient’s established relationship with the out-of-
network provider, including the length of the relationship, the approximate date of 
the last visit, and the importance of continuity of care with the out-of-network 
provider). 

 
ASR may or may not notify the PCP when it authorizes an out-of-network referral, as 
explained below: 
 

 If ASR authorizes a prospective referral, it will contact the PCP’s office by phone 
to advise the PCP of the authorization.  ASR expects the PCP’s staff to notify the 
patient of the specific authorization given. 

 If ASR authorizes a retroactive referral and it anticipates no additional out-of-
network services, ASR will not contact the PCP’s office. 

 
ASR may or may not notify the PCP when it denies an out-of-network referral, as 
explained below: 
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 If ASR denies a prospective referral, it will contact the PCP’s office by phone to 
advise the PCP of the denied referral.  Any eligible services under the plan will be 
payable at the out-of-network level of benefits.  ASR expects the PCP’s staff to 
notify the patient of the denied referral. 

 If ASR does not authorize a retroactive referral and it anticipates no further out-of-
network services, it will not notify the PCP’s office. 

If a covered person inquires about the status of a referral, the clinical reviewer will not 
provide the answer via voice mail because this method of communication of protected 
health information is not the preferred method under the HIPAA Privacy Rule.  The clinical 
reviewer will withhold the information until the covered person may be reached directly. 
 
Notes: 
 

 Determination of medical necessity and the eligibility of a claim are not part of the 
out-of-network referral authorization process, but rather are determined by plan 
language. 

 Referrals to participating Physicians Care network providers do not require a 
written referral form or prior authorization. 

 Certification for certain services may still be required in addition to referral 
consideration. 

 
2.2 COMPLETION OF THE OUT-OF-NETWORK REFERRAL FORM 
 
Refer to the instructions below for assistance in completing the ASR Health Benefits Out-
of-Network Referral Form (see Figure 7): 
 
Patient and Member Information 
 
The patient’s identification card will list the patient’s and member’s names, identification 
numbers, and group number, all of which you should list in the Patient Information and 
Member Information sections of the form.  Please indicate the patient’s date of birth and 
whether the patient is a member, a member’s spouse, or a member’s dependent. 
 
Out-of-Network Provider 
 
Indicate the name, address, telephone number, and specialty of the provider in the Out-
of-Network Provider section of the form.  If the date of the patient’s appointment with the 
requested provider is available, please list this information as well.  List the PCP’s 
diagnosis of the patient and the corresponding ICD-9 code.  Also indicate the type of 
service being requested (i.e., consultation, outpatient surgery) and the corresponding 
CPT code. 
 
Reason for Out-of-Network Referral Request 
 
Indicate the reason for the out-of-network referral in this section of the form.  ASR will 
provide you with the expiration and authorization number of the referral. 
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Important: 
 

 All out-of-network referrals require prior authorization.  Authorizations for out-of-
network utilization may be obtained by calling ASR at (800) 638-0573. 

 Unauthorized services rendered by out-of-network providers will not be reimbursed 
at the in-network level of benefits, causing greater out-of-pocket expenses to the 
patient. 

 With the exception of emergency care, ASR will not authorize services the patient 
receives by an out-of-network provider on a retroactive basis. 

 
Primary Care Physician 
 
Please indicate the PCP’s name and tax identification number in this section of the form.  
It is acceptable to stamp the signature line. 
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Figure 7: Out-of-Network Referral Form 
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SECTION 3:  CERTIFICATION 

 

ASR Health Benefits believes network physicians will focus on quality medical treatment 
and responsible utilization.  Medical costs are controlled by efficient use of health care 
services and by empowering physicians and patients to make medically sound decisions.  
ASR partners with physicians/providers and employers/plans to assure quality of care 
and cost containment with participating and nonparticipating providers.  The ASR Health 
Management Department performs utilization review and case-management services.  
This section details the responsibilities of this department and the services that require 
its management. 
 

3.1 HEALTH MANAGEMENT 

 
The ASR Health Management Department provides utilization review and case 
management services for clients who use the Physicians Care network. 
 
ASR believes strongly in the importance of the role of the patient’s physician in the health 
care continuum and in each patient’s right to quality health care at a reasonable price.  
These beliefs are reflected in ASR’s efforts to work with those physicians and other 
Physicians Care network providers to support and coordinate each patient’s unique care 
and education treatment plan. 

 
3.2 CONTACTING HEALTH MANAGEMENT 

 
The ASR Health Management Department must be contacted before, or within 48 hours 
after, the patient experiences any of the following events: 
 

 An admission, whether on an observation basis or as an inpatient, to a hospital, 
rehabilitation hospital, hospice, skilled nursing facility, or behavioral health (mental 
illness or disorder, nervous disorder, or substance abuse) facility 

 Initiating an outpatient rehabilitative (occupational, physical, or speech) therapy 
program. 

 Rental or purchase of durable medical equipment, including custom-made orthotic 
or prosthetic appliances. 

 Initiating home health care or a home hospice program. 

 Initiating outpatient oncology care including chemotherapy or radiation therapy. 

 
You can reach the ASR Health Management Department by telephone at (616) 464-6619 
or (800) 638-0573.  Staff members are on duty Monday through Friday from 8:00 a.m. 
until 4:30 p.m. ET, but ASR accepts certification calls at all times.  If you attempt to reach 
ASR between 4:30 p.m. and 8:00 a.m. Monday through Friday or during the weekend, 
you can initiate the certification process by leaving the necessary information on the 
voice-mail system.  A staff member will call you back on the next business day if additional 
information is required. 
 
Contacting Health Management does not guarantee that the patient’s health plan will 
cover the requested service.  Coverage is based on plan language and on the patient’s 
eligibility for benefits at the time services are rendered.  You can obtain a summarization 
of benefits by calling ASR at (616) 957-1751 or (800) 968-2449, Monday through Friday 
from 8:00 a.m. until 4:30 p.m. ET. 
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3.3 OUTPATIENT INFUSION/INJECTION THERAPY REQUIRING CERTIFICATION 

 
 
 Outpatient infusion/injection therapy has become increasingly prevalent to treat a variety 
of medical conditions, and costs vary widely by provider and site of service. Careful review 
of this therapy for medical necessity and appropriateness of the provider and site of 
service has become standard in the industry to ensure cost-effective delivery of care.  
 
ASR will be expanding the list of services that require certification to include select 
outpatient infusion/injection therapy in order to establish the medical necessity and cost-
effectiveness of this therapy. Please note the impact to ASR members who begin or are 
currently receiving outpatient infusion/injection therapy:  
 

• Beginning the first day of the plan year on or after January 1, 2019, if a member 
begins infusion/injection therapy with one of the products included on the list and 
it is determined that the therapy is not medically necessary or the provider or site 
of service is not approved, the health plan will not cover any charges associated 
with that therapy.  
 
• Within 60 days of the effective date, if a member is currently receiving 
infusion/injection therapy with one of the products included on the list, and it is 
determined that a provider or site of service change is required, ASR will send a 
letter to the member advising them to contact us. If we do not receive a response 
from the member, we will contact his/her physician’s office to arrange a provider 
or site-of-service change. The member will have 60 days to transition to an 
approved provider or site of service. If after 60 days a member continues to receive 
infusions/injections at a non-approved provider or site of service, the health plan 
will not cover any charges associated with that therapy.  
 

For providers requesting to review the list of Outpatient Infusion/Injection Therapy 
Requiring Certification, please contact ASR’s Provider Network Management team by 
emailing PContacting@ASRHealthBenefits.com.  
 

SECTION 4:  SUBMITTING CLAIMS 

 
This section summarizes the information required to process claims through ASR Health 
Benefits. 
 
4.1 SUBMITTING CLAIMS TO ASR HEALTH BENEFITS 
 
Participating providers are responsible for submitting claims to ASR, either electronically 
or in paper form. 
 
Electronic Submission 
 
Use the following payer identification number to submit electronic claims through Emdeon 
(national clearinghouse that sends files through EDI for various providers) to ASR: 
Emdeon ID: 38265. 
 

mailto:PContacting@ASRHealthBenefits.com
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Note: All electronic claims must include both the National Provider Identifier (NPI) for 
the billing provider and rendering/servicing provider and the tax identification 
number (TIN) in order to support IRS reporting. 

 
Paper Submission 
 
Submit paper claims via mail, e-mail, or fax as follows: 
 
Address: ASR Health Benefits 

P.O. Box 6392 
Grand Rapids, MI  49516-6392 

 
E-mail: Claimsubmit@asrhealthbenefits.com 

Claimsubmit@physicianscare.com 
 
Fax Number: (616) 464-4458 
 
Providers should submit charges on a CMS 1500 form, a CMS 1450, or an equivalent 
form that contains the required information.  Please note that your contract stipulates a 
time limit on submitting claims for payment, and failure to submit claims within the 
specified time may result in the denial of payment. Furthermore, claims not in compliance 
with billing standards will not be considered. 
 
 
4.2 PREDETERMINATIONS 
 
Certain specialized services may be subject to limitations or specifications as to coverage 
by a member’s benefit plan.  Examples of these types of services include, but are not 
limited to the following: 
 

 Services rendered by, or related to, Board Certified Behavioral Analysts – including 
Applied Behavioral Analysis 

 Morbid obesity surgery 

 Services that may be considered cosmetic in nature (or where there may be a need 
to establish medical necessity as opposed to cosmetic) 

 Organ and blood transplants 

 Services that may be considered experimental/investigational 

 Specialized treatment programs, e.g. enteral or parenteral feeding 

 Any services where there is concern for coverage prospectively 
 
To resolve provider questions regarding a specific patient, providers should submit a 
predetermination request by fax to (616) 464-4458 including the following: 
 

 Patient name, ID, and date of birth 

 Group plan name and number 

 Clinical notes 

 Proposed service plan 

 Name of provider 
 
ASR can review the member’s plan and indicate what will be covered. 
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4.3 CODING AND BILLING STANDARDS 
 
Coding and billing shall be done in a manner consistent with Provider Administration 
Manual (including bulletins to Providers, policy and procedure updates posted on ASR’s 
website, and other revisions to the Manual issued by  ASR), commercially reasonable 
prevailing standards in the industry including applicable federal and state regulations, 
HIPAA, NCCI, and the applicable standards for the billing form used, and that ASR shall 
at its discretion apply pricing and review of claims in line with such standards, and as 
allowed in a Plan or Product. 
 
To help expedite and improve the accuracy of claim adjudication, ASR reserves the right 
to utilize claim edit and code review tools to apply auditing logic based on generally 
accepted principles of coding for medical services, including the standards above.  
 
4.4 BALANCE BILLING 
 
Providers in no event, have a right to seek any type of payment from, bill, charge, collect 
a deposit from, or have any recourse against, a Covered Person, persons acting on behalf 
of a Covered Person, for services provided, except for the payment of applicable co-
payments, coinsurance or deductibles required by a Plan or Product for Covered Services 
or fees for services not covered by the Plan or Product. In addition, Providers shall not 
balance bill a Covered Person for charges that exceed the contracted rate, or for services 
deemed as not covered due to coding and billing standards.  
 
4.5 APPROPRIATE USE OF MODIFIERS 
 
Modifiers should be used on every claim that is submitted. ASR reserves the right to 
perform a retrospective audit of medical records to determine that the caregiver was 
appropriately represented on the claim submitted. Appropriate use of modifiers are 
subject to coding and billing standards. 
  
Most common modifiers include, but not limited to: 
 
Modifier 25     
  
Modifier 25 is used to indicate that, on the day of a procedure or service identified by a 
CPT code, the patient’s condition required a significant, separately identifiable E/M 
service above and beyond the other service provided. The separate E/M service must go 
beyond the usual preoperative and postoperative care associated with the procedure that 
was performed, or beyond the usual work associated with a preventive E/M code (99381-
99397).  
  
Modifier 26  
  
Certain procedures are a combination of a physician component and a technical 
component.  ASR requires modifier 26 when the physician component is submitted 
separately for all professional services if performed in an inpatient/outpatient facility.  
 
Appropriate use: 
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Examples of inappropriate use of Modifier 26 consist of appending modifier 26 on: 
 

 Technical only codes  
 Global only codes  
 Professional component only codes 

 
Modifier 50: Bi-Lateral Procedures   
  
Procedures performed bilaterally with a Medicare Physician Fee Schedule Relative Value 
File indicator of 1 or 3 should be reported once, with modifier 50 appended.   
 
Modifier 51: Multiple Procedures   
  
When using modifier 51, submit two claim lines with the CPT procedure codes. Bill the 
first code without the modifier and the second code with modifier 51. The quantity should 
be one (1) on each line. The primary procedure will be reimbursed at 100 percent of the 
contracted rate and the secondary at 50 percent of the contracted rate.   
 
According to the CPT-4 coding manuals, certain codes are exempt from using modifier 
51. Such codes should not be submitted with modifier 51.   
  
Modifier 59:  Distinct Procedural Service  
  
The CPT Manual defines Modifier 59-Distinct Procedural Service as follows: Under 
certain circumstances, the physician may need to indicate that a procedure or service 
was distinct or independent from other services performed on the same day. Modifier 59 
is used to identify procedures/services that are not normally reported together, but are 
appropriate under the circumstances.  
 
These circumstances are not ordinarily encountered or performed on the same day by 
the same physician. When another already established modifier is appropriate, it should 
be used rather than modifier 59. Only if no more descriptive modifier is available, and the 
use of modifier 59 best explains the circumstances, should modifier 59 be used.  
  
Clinical Information Requirements  
 
Claims submitted with Modifier 59 that do not pass the clinical edits will not be processed 
until medical documentation is received to support use of the modifier. Documentation 
must be specific to the distinct procedure or service and clearly identified in the medical 
record. It must also support the circumstances identified above. 
 
4.6 SUBMITTING CLAIMS FOR ASSISTANT AT SURGERY 
 
When two surgeons work together as primary surgeons on a distinct procedure, each 
surgeon must submit modifier 62 with all the same procedure codes as long as they are 
working together as primary surgeons.   
  
If one surgeon is acting as an assistant, submit the appropriate modifier (80, 81 or 82).   
  



 

17 
 

If providers are with the same specialty, submit modifier 62.  Documentation is required 
to support the medical necessity of the same specialty.    
  
Medical records must be clearly documented to support medical necessity when billing 
modifier 62.    
  
Providers will be reimbursed a percentage rate of fee based on CMS guidelines.  
 
4.7 NATIONAL DRUG CODE (NDC) BILLING REQUIREMENT FOR OUTPATIENT DRUGS 

 
Effective July 1, 2019 all claims for outpatient, drug-related HCPCS codes and CPT codes 
must also include the following information:  
 

 NDC code of the product that was administered  

 Unit of measure  

 Quantity  
 
This information is required for CMS 1500 and CMS 1450 claim forms and Electronic 
Data Interface transactions.  
 
4.8 ANESTHESIA SERVICES 
 
Clinical Registered Nurse Anesthesiologist (CRNA) and Anesthesia  
 
All anesthesia/CRNA claims must be submitted on a CMS-1500 claim form. All 
anesthesia/CRNA ABU claims must include one of the modifiers listed below along with 
the applicable ASA code. 
 

Code Description 

AA Physician personally performs service 

QK 
Medical direction of 2, 3, or 4 concurrent anesthesia procedures with CRNA’s or other 
qualified anesthesia providers 

QY Medical direction of one CRNA or other qualified anesthesia provider 

QX CRNA service with medical direction by a physician 

QZ CRNA service without medical direction by a physician 

 

 
4.9 MIDLEVEL REDUCTION 
 
ASR requires that the appropriate modifier be used to identify who provided medical 

care. Advanced Practice Providers (“APPs”), or other mid-level providers, shall be paid 

at the lesser of the charges billed by the provider, or the amount resulting from applying 

reduction factor to reimbursement rate.  
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SECTION 5:  PAYMENT VOUCHER AND NO-PAYMENT REPORT VOUCHER 

 
This section summarizes the information on the provider voucher check and on the 
provider no-payment voucher report. 
 
5.1 EXPLANATION OF BENEFITS: NO-PAYMENT VOUCHER REPORT 
 
See Figure 8 for a sample explanation of benefits (EOB).  Below you will find a description 
of its contents: 
 

 Group number 

 Group name and address* 

 Check number* 

 Date check is issued/printed* 

 Amount payable 

 Provider/payee name 

 Employee identification number (social security number) and name 

 Patient name 

 Claim number* 

 Incurred dates of services rendered 

 Current Procedural Terminology (CPT) code 

 Billed charges 

 Discount savings 

 Two-letter remark code 

 Detailed explanation of the remark code 

 Ineligible expenses or charges not covered by the plan (separate from network 
discounts) 

 Deductible (subtracted, if applicable) 

 Co-payment (subtracted, if applicable) 

 Eligible charges 

 Percentage at which eligible charges will be paid 

 Amount payable 

  
*These items can be found on the check. 
 
5.2 EXPLANATION OF BENEFITS: VOUCHER CHECKS 
 
See Figure 8 for a sample check EOB.  Below you will find a description of its contents: 
 

 Group number 

 Group name* 

 Check number* 

 Date check is issued/printed* 

 Amount payable 
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 Provider/payee name 

 Employee name 

 Patient name 

 Claim number* 

 Incurred dates of services rendered 

 Billed charges 

 Discount savings 

 Two-letter remark code 

 Detailed explanation of the remark code 

 Ineligible expenses or charges not covered by the plan (separate from network 
discounts) 

 Deductible (subtracted, if applicable) 

 Co-payment (subtracted, if applicable) 

 Eligible charges 

 Percentage at which eligible charges will be paid 

 Amount payable 
 
*These items can be found on the check. 
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Figure 8: Sample Check EOB 
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SECTION 6:  DIRECTORY OF PARTICIPATING PROVIDERS 

 
The Provider Directory lists all the providers in the Physicians Care network. 
 
6.1 PROVIDER DIRECTORY 
 
Access the Provider Directory for the most current information on providers in the 
Physicians Care network.  Log in to the ASR Health Benefits Website at 
www.asrhealthbenefits.com and click on Resources and then on Provider Directory in 
the main menu.  Reference the Provider Directory when referring a patient to another 
provider. 
 
Please call the ASR Call Center at (616) 957-1751 if you would like to confirm participation 
of a particular provider. 
 
SECTION 7:  PATIENT LISTING 

 
A full patient listing can be found on the ASR Health Benefits Website at 
www.asrhealthbenefits.com by clicking on the following links in the Website menu: 
Reports/Report Dashboard/PCP Membership Listing. 
 
SECTION 8:  COMMUNICATION 

 
8.1 NEWS AND EDUCATIONAL MATERIAL 
 
Access the ASR Health Benefits Website at www.asrhealthbenefits.com for the latest 
news and updates.  Refer to the instructions in Section 4: ASR Health Benefits Website 
to log in to and navigate the provider section of the Website. 
 
8.2 PROVIDER INPUT 
 
Your input is very important to us!  Keeping in mind our commitment to make health 
care simple again, we welcome your suggestions and comments.  We understand that 
you play a valuable role in communicating with patients on a daily basis.  While 
administrative policies and procedures are necessary to manage health care, we believe 
that overall network success depends on the practicality of those procedures.  Therefore, 
please let us know if there is something we can improve. 
 
Do you have a “Best Practice” that you would like to share?  Please submit it to the 
Provider Network Management Department for possible addition to our Website. 
 
Also, we strongly believe in the education and training of office staff personnel.  If you or 
your staff have any questions about the Physicians Care network or would like to have 
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an educational session, please contact the Provider Network Management Department 
at (616) 957-1751. 
 
8.3 FILING AN APPEAL 
 
If Physicians Care network providers find that an adverse situation arises involving 
reimbursement or medical opinion that cannot be resolved via telephone conversations 
with ASR staff, they may file an appeal with ASR.  The appeal must be in writing and 
submitted via mail, e-mail, or fax as follows: 
 
Mail: ASR Health Benefits 

Attention: Appeals 
618 Kenmoor Ave. SE, Suite 200 
Grand Rapids, MI  49546 

 
E-mail: claimsubmit@asrhealthbenefits.com 
 
Fax: (616) 464-4458 
 
Appeals will be reviewed by the ASR Claims Department for a decision related to 
reimbursement.  Medical issues will be decided by the Medical Director based on medical 
criteria and the applicable health benefit plan.  All appeals will be decided within 30 days. 
 
SECTION 9:  CONTRACTING CRITERIA 

 
9.1 CONTRACTING GUIDELINES FOR BEHAVIORAL HEALTH PROVIDERS 
 
Behavioral health providers who want to participate with the Physicians Care network 
must meet the following criteria: 
 

1. Psychiatrists (MD) and psychologists (Ph.D. or Ed.D. level or higher) may contract 
with the Physicians Care network independently or as a group practice. 

 
2. Master’s-level behavioral health providers (MSW, CSW, LLP, LPC, MA, etc.) may 

contract with the Physicians Care network if they are in a group consisting of two 
or more providers who bill under one common tax ID and if at least one of the 
providers has a Ph.D. or higher credential. 
 

Exceptions may be made to these criteria based on network review and patient 
accessibility. 
 


