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In this document, we provide a brief overview of some of the key provisions in the 2003 Renewal Amendment to the Blue
Cross Blue Shield of Minnesota (Blue Cross) Aware Professional Provider Service Agreement (Agreement). Please note that
this review is not a comprehensive analysis and the information provided in this document is not a substitute for legal and ac-
counting advice. If you are interested in negotiating or determining the specific application of this Agreement to your practice,
please contact your own attorneys, accountants and consultants.

Executive Summary

The changes to the 2003 Aware Agreement are the result of a lengthy, comprehensive process to update and improve the
Agreement.  Blue Cross involved many different stakeholders in the rewriting process, including representatives of the

Minnesota Medical Group Management Association (MMGMA) and the Minnesota Medical Association (MMA).  Al-
though there are many changes, most of them involve reorganizing and consolidating existing provisions.  Physicians
should note that the Agreement will renew automatically effective July 1, 2003 unless either party gives notice of termina-
tion by May 1, 2003.  

• Scope of Agreement - Related Documents. The Agreement has been revised to reflect the fact that attachments referenced
throughout the Agreement, such as the Provider Policy and Procedure Manual, are available on the Blue Cross Web site -
bluecrossmn.com.  (Article II, Section B)

• Clinical Coding Requirements. The Agreement has been modified slightly to eliminate the vague language that required
compliance with coding guidelines “as interpreted by Blue Cross” and instead references coding guidelines that are set
forth in the Provider Policy and Procedure Manual.  (Article III, Section E)

• Advance Notice for Provider Bulletins/Rules and Regulations. Blue Cross will now provide 90-days advance written no-
tice of new Provider Bulletins/Rules and Regulations unless they are issued to address regulatory or accreditation require-
ments, or involve minor clarifications, in which case Blue Cross will provide as much notice as reasonably possible.  (Arti-
cle III, Section G)

• Claims Adjustments/Overpayments. A significant, positive change to the Agreement is the adoption of a 15-month timeline
for claims adjustments.  With certain limited exceptions, Blue Cross may make corrective claims adjustments only within 15
months of the date a claim was paid or denied.  (Article IV, Section F) 

• Reimbursement. According to Blue Cross, an aggregate increase of 6 percent is provided for in 2003.  Effective July 1,
2003, Blue Cross will implement the 2003 Centers for Medicare and Medicaid Services (CMS) relative value units (RVUs).
Blue Cross will continue to use the higher practice expense RVUs and will continue to exclude the geographic practice cost
indices.  (Article IV & fee schedule) 

• Plan Sponsor Insolvency. If a plan sponsor (not Blue Cross) fails or does not meet its financial obligations, a provider may
bill the subscriber directly and may exercise all lawful remedies against the plan sponsor.  (Article IV, Section G)

• Credentialing. The Agreement now allows physicians to appeal initial credentialing decisions.  Although the Agreement
does state that providers may only bill for health services personally performed by health care professional employees who
meet Blue Cross eligibility criteria, Blue Cross has indicated that the intent is to continue the current practice of requiring
both employees and independent contractors to be credentialed prior to treating Blue Cross enrollees.  Recredentialing will
occur no less frequently than every three years (changed from every two years).  (Article VI, Sections A & B)

• Indemnification. Although providers are still required to indemnify Blue Cross from claims resulting from acts and omis-
sions of providers, their employees and agents, the same requirements now apply to Blue Cross as well.  Previously Blue
Cross was only required to indemnify providers from claims involving denials of coverage.  (Article VII, Section B)

• HIPAA. The Agreement contains new terms relating to implementation of HIPAA.  The provisions are written in an overly
broad way in that they appear to apply to all patients and not just Blue Cross subscribers.  Blue Cross has indicated, how-
ever, that the intent is to apply the requirements to Blue Cross enrollees only.  (Article X, Section C)

• Remote Access Services. The Agreement has been updated to incorporate a 6-page agreement for the use of Blue Cross’
accessBlue system. (Article XI)

• Miscellaneous. New Force Majeure and Waiver provisions have been added.  (Article XII, Sections H & I)
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Article I - Purpose
No changes were made to this article, which simply out-
lines the intent of the Agreement.

Article II - Definitions
This article contains definitions for 13 terms used through-
out the Agreement. Three terms have been deleted in their
entirety.  Joint Venture Company and Medicare Select have
been deleted as they are not used anywhere else in the Agree-
ment.  The definition for Rules and Regulations has also been
deleted, but relevant language has been incorporated else-
where.  Some of the key definitions are listed below.

Affiliate and Blue Cross. The Agreement is entered into
between the provider and Blue Cross, which is defined to
include Blue Cross affiliates - those entities that, directly
or indirectly, control or are controlled by Blue Cross.  This
year for the first time, Blue Cross will be providing, under
separate cover, a listing of current affiliates.  (Article II,
Sections A & C)

Agreement. The Agreement continues to be broadly de-
fined to include the actual document, as well as any at-
tachments and amendments including, but not limited to,
Rules and Regulations, Provider Bulletins, and provisions
of the Provider Policy and Procedure Manual. The Agree-
ment has been revised, however, to reflect the fact that at-
tachments referenced in the document are available on the
Blue Cross Web site.  (Article II, Section B)

Medically Necessary/Medical Necessity. The Agreement
continues to define “medically necessary” or “medical ne-
cessity” as “health services which are medically appropri-
ate as defined in the Subscriber Contract.”  The ability to
identify services that are not medically necessary is impor-
tant for determining potential patient liability and for en-
suring that determinations of medical necessity are sepa-
rate from determinations of covered services. (Article II,
Section F)

• The incorporation of a “prudent physician” standard
for the definition of medical necessity in a managed
care contract is part of the Model Managed Care Con-
tract-Minnesota Edition (AMA/MMA, 2002) (Model
Contract).  Blue Cross has indicated that the adoption
of a single medical necessity definition is not possible
due to the variations in their self-insured contracts.
Copies of medical policies are, however, posted on the
Blue Cross Web site.

Rules and Regulations. The Agreement no longer includes
a definition for “Rules and Regulations.”  Current Rules
and Regulations have been incorporated into the Agree-
ment or will be incorporated into the Provider Policy and
Procedure Manual.  Blue Cross does not intend to issue
any new Rules and Regulations.  See related information,
however, in Article III, Section G. 

Article III - Authority and Covenants
Although this article appears to have been dramatically
modified, the vast majority of the changes are the result of
moving provisions, consolidating provisions, and adding
clarification by eliminating vague references.  The most
significant change is found in the Provider Bulletins/Rules
and Regulations section (G).  

Claims Filing. Blue Cross continues to require that
providers submit claims within three months of the date
of service, but in no event later than 15 months from the
date of service. This timeline, particularly the 15-month
limit, is quite generous compared to industry averages.
Although the Agreement continues to allow Blue Cross
to assess a charge for processing paper claims, new lan-
guage has been added that would first require Blue Cross
to provide “reasonable advance written notice.” (Arti-
cle III, Section C)

Additional Information. The Agreement continues to state
that providers are responsible for furnishing additional in-
formation requested by Blue Cross (or the plan sponsor)
to respond to claims, utilization review, coordination of
benefits, other quality and care management reviews, and
medical abstract reviews. The provider is responsible for
the costs incurred in providing such information as well as
for obtaining any authorization necessary to release the
information.  (Article III, Section D)

Clinical Coding Requirements. The Agreement has been
modified slightly to eliminate the vague language that re-
quired compliance with coding guidelines “as interpreted
by Blue Cross.”  The Agreement now references coding
guidelines that are set forth in the Provider Policy and Pro-
cedure Manual (Article III, Section E).  

Provider Bulletins/Rules and Regulations. A fairly signif-
icant change in the Agreement now provides for 90-days
advance written notification before Blue Cross issues
Provider Bulletins/Rules and Regulations.  The 90-day no-
tice requirement may not apply, however, if bulletins or
Rules and Regulations are issued for regulatory or accred-
itation purposes or if they address “only minor adminis-
trative or operational clarifications.”  The Agreement has
also been changed to clarify that a new Provider Bul-
letin/Rule and Regulation that has a material effect on the
provider would not be applied to that provider if the
provider terminates the Agreement (upon 130 days writ-
ten notice).  (Article III, Section G)

• These changes are fairly consistent with language in
the Model Contract.  The model language recognizes
the need for health plans to issue policies, procedures,
rules, and regulations, and establishes a 90-day writ-
ten notice of such changes in advance of implementa-
tion. The Blue Cross Agreement, however, varies from
the model language that would prohibit the issuance
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of policies, procedures, rules and regulations that have
a materially adverse effect on the provider unless the
provider has given prior consent.

Referrals. The Agreement has been improved to eliminate
the vague reference to “referral policy guidelines issued by
Blue Cross.” Instead, a specific reference to the referral re-
quirements as outlined in the Provider Policy and Proce-
dure Manual is established.  (Article III, Section J)

Coordination of Benefits. New language has been added
to clarify current Blue Cross practice for COB when Blue
Cross is the secondary payer.  (Article III, Section L)

Article IV - Provider Reimbursement
This article outlines the basic payment provisions of the
Agreement, much of which is unchanged. A welcome and
significant change, however, is the establishment of a spe-
cific policy regarding claims adjustments and overpay-
ments (section F).  

Blue Cross has not made any real changes to its physi-
cian reimbursement methodology since 2002.  According
to Blue Cross, an aggregate increase of 6 percent is pro-
vided for in 2003 (based on both RVU and conversion fac-
tor changes). Attached to the Agreement is a sample fee
schedule that should represent approximately 80 percent
of the payment received for the clinic-specific specialty.
Any questions or concerns should be directed to Blue
Cross.  

RVUs and Conversion Factors. Effective July 1, 2003, Blue
Cross will implement the 2003 CMS RVUs. Physicians in-
terested in knowing the conversion factor applicable to
their practice should refer to the fee schedule provided by
Blue Cross as part of the Agreement mailing. Blue Cross is
maintaining its previous policy of using the higher prac-
tice expense RVUs (either facility or non-facility). Blue
Cross also continues to implement the RVUs without the
geographic practice cost indices (GPCIs), which would
otherwise reduce payment by 3 percent. 

Payment Amount. Except as otherwise provided in the
Agreement, payment is the lesser of regular billed charges or
the Blue Cross fee schedule allowance, minus subscriber or
other party liabilities.  If treatment is deemed by Blue Cross
to be unusually complex or to involve unusual clinical cir-
cumstances, Blue Cross may allow a higher fee.  The Agree-
ment continues to allow Blue Cross to make any material
modifications to the fee schedule following a 90-day advance
notice, but historically that provision has rarely been used.
New language has been added to allow Blue Cross to correct
errors or omissions or to reflect regulatory requirements
without the 90-day notification. (Article IV, Section A)

Minnesota Health Care Programs Fee Schedule. For pay-
ments to physicians for services provided to enrollees in
Minnesota health care programs (e.g., Medical Assistance,
MinnesotaCare, General Assistance Medical Care) covered

under a Blue Cross plan, the Agreement makes no changes
in payment policy.  For specific payment levels, physicians
should refer directly to the Agreement.  Language that al-
lowed Blue Cross to substitute an actuarially equivalent fee
schedule upon 90-days advance written notice has been
deleted from the Agreement. (Article IV, Section C)

• Physicians should note that current legislative budget
proposals could change the base fee-for-service Med-
ical Assistance fee schedule published by the Depart-
ment of Human Services.  If passed, such changes
could impact reimbursement received under this pro-
vision of the Agreement. 

Claims Adjustments/Overpayments. A significant, posi-
tive change to the Agreement is the adoption of a specific
timeline and language for claims adjustments.  The Agree-
ment previously allowed Blue Cross very broad discretion
to “deduct overpayments of any type from future pay-
ments owed to the provider” and was silent on physicians’
ability to request adjustments for underpayments.  The
new language grants providers the explicit right to request
corrective adjustments to any previous payment, so long
as such requests are made within 15 months of the date the
claim was paid or denied.  Likewise, the new language
grants Blue Cross the right to make corrective adjustments
to any previous payment within 15 months of the date the
claim was paid or denied by Blue Cross.  Payments subject
to COB recovery, subrogation recovery, and “certain other
payments as set forth in the provider policy and procedure
manual” are exempt from the 15-month time limit.   (Arti-
cle IV, Section F)

Insolvency. The Agreement has been changed to clarify
that in the event a plan sponsor (not Blue Cross) fails or is
unable to meet its financial obligations, the provider may
bill the subscribers (patients).  Previously, the Agreement
held subscribers, both those of Blue Cross and plan spon-
sors, harmless from liability in the event of insolvency. (Ar-
ticle IV, Section G)

Subscriber Hold Harmless. Numerous existing subscriber
hold-harmless provisions, most of which are required
under Minnesota law, have been consolidated into a sin-
gle provision.  (Article IV, Section I).

Article V - Applicability
Use of Agreement. New language has been added that re-
quires Blue Cross to provide 90-days advance written no-
tice if application of the Agreement to other entities
changes the reimbursement method or amount paid or
otherwise has a material impact.  Although the physician
may terminate the agreement (without cause upon 130-
days advance notice), Blue Cross has indicated that this
section would not apply to that provider for the 40-day
difference between notification and termination, even
though that is not explicitly stated.  (Article V, Section A)
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Article VI - Provider Participation
Requirements
Participation Requirements. The Agreement continues to
specify that only those providers who have successfully
completed the credentialing process may treat Blue Cross
enrollees.  New language has been added to reference the
credentialing requirements that are available on the Blue
Cross Web site.  The provision has also been changed to
eliminate the requirement that clinics provide Blue Cross
with a listing of the licenses and certificates held by the
clinic’s providers. (Article VI, Section A)

Recredentialing; Appeals. The Agreement has been
changed to reflect that Blue Cross recredentials every three
years, not every two years, although more frequent recre-
dentialing could occur if necessary.  Prior to changes made
this year, the Agreement precluded appeals of initial cre-
dentialing decisions.  That restriction has now been elimi-
nated and all termination or adverse credentialing or re-
credentialing decisions can be appealed through Blue
Cross’ established appeal process.  (Article VI, Section B)

Article VII - Insurance & Indemnification  
Indemnification. The Agreement has been modified in a
positive way to provide for mutual indemnification, so
that now Blue Cross and the provider agree to hold the
other harmless from any and all claims, damages, and ex-
penses of all kinds (including reasonable attorneys’ fees)
by reason of any act or omission caused by, or alleged to
have been caused by, the other.  (Article VII, Section B).

Article VIII - Amendment & Termination;
Arbitration
Agreement Term & Amendments. The Agreement contin-
ues to have an initial term of one year, and then automati-
cally renews unless either party terminates. Amendments
or modifications to the agreement may be made with at
least 90-days written notice to the provider. New language
clarifies that if a provider gives Blue Cross notice of termi-
nation within 30 days of the issuance of such changes or
amendments, those changes will not be applied to the
provider for the balance of the time before the termination
takes effect.  (Article VIII, Section A)  

• It is worth noting that the Model Contract, which sup-
ports the ability of either party to terminate the Agree-
ment without cause, would, however, require the ter-
minating party to state the reason for the termination.
The Blue Cross Agreement does not require the rea-
son for termination to be provided.

Termination. The Agreement continues to outline a variety
of termination provisions. Note that Minnesota HMO law
requires that providers seeking to terminate a contract with-

out cause must give the HMO 120-days advance notice. 
1. Termination without cause: Available to either party upon
130-days prior written notice. (Article VIII, Section B(1))
2. Breach of contract: Available to either party upon writ-
ten notice if failure is not corrected within 30 days (previ-
ously required 130 days notice).  (Article VIII, Section B(2))
3. Patient Harm/Fraud. Available to Blue Cross immedi-
ately upon written notice to provider if Blue Cross has “ev-
idence of the potential for significant patient harm or of
fraudulent or illegal conduct” with regard to the practice
of medicine, claim submission, health care professional el-
igibility, or the delivery of care. (Article VIII, Section B(3))
4. Credentialing Process/Sanctions. Available to Blue
Cross upon 30-days prior written notice. This provision
applies if a provider does not successfully complete the cre-
dentialing or re-credentialing process, or if a provider (or
a provider’s health care professional employee) has been
sanctioned or reprimanded by any review organization.
(Article VIII, Section B(4))
5. Public Program Participation. Available to Blue Cross
(no notification timeline identified) as it affects provider’s
participation in select benefit plans administered by Blue
Cross (e.g., the Minnesota Comprehensive Health Associ-
ation, state employees’ plan, workers’ compensation).
This requirement, commonly known as Rule 101, refers
to state law and rules, which require providers to serve a
minimum defined percentage of public health care pro-
gram enrollees as a condition of participation in other state
programs. (Article VIII, Section B(5))

Arbitration. Existing arbitration language has been
moved to this article.  New language clarifies that arbitra-
tion applies only to disputes arising on or after the effec-
tive date of the Agreement.  Language that limited dam-
ages that could be awarded in arbitration has been deleted.
(Article VIII, Section C)

• Use of arbitration as the sole method of dispute reso-
lution is not recommended by the Model Contract.
The model contract suggests that arbitration is appro-
priate in the event that neither party has brought forth
a lawsuit in a court of competent jurisdiction to ad-
dress the same matter.

Article IX - Complaint & Inquiry Procedures  
Patient/Subscriber Complaints. The Agreement continues
to require that providers address subscriber/enrollee
“complaints, inquiries and opinions” regarding the
provider’s operations and policies and to report all com-
plaints to Blue Cross.  It further states that the provider
and subscriber have the right to appeal all utilization re-
view decisions through the Blue Cross utilization review
process. (Article IX)
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2003 BCBS Aware Agreement, Pg 4



C
O

N
T R A C T

I

N
G

R

E
S O U R C

E

S

C O N T R A C T  R E V I E WC
O

N
T R A C T

I

N
G

R

E
S O U R C

E

S

Article X - Confidentiality; Non-Interference
Confidentiality Requirements of Provider. Language in
this section is unchanged.  It requires the provider to keep
confidential all identifiable subscriber information (in-
cluding medical records) except as authorized or required
by law; all quality assurance/utilization review informa-
tion; all financial/proprietary information in the Agree-
ment except as authorized or required by law. This section
also states that the intent is not to interfere with the physi-
cian-patient relationship or limit communication between
the physician and patient regarding treatment options.
Note that benefit coverage determinations are governed
by the terms in the subscriber’s contract with Blue Cross.
(Article X, Section A)

• The confidentiality provisions contained in this sec-
tion are significantly broader than those recom-
mended by the Model Contract. The model language
suggests that except for patient medical information
and the specific fee schedule to be paid by the plan, all
other general terms and conditions in the contract, in-
cluding the manner in which the physician is paid, may
be shared with third parties if it is considered reason-
able by the parties.

Confidentiality Requirements of Blue Cross. This section
continues to address the confidentiality obligations of Blue
Cross and states that the company has an obligation to
maintain the confidentiality of subscriber information and
financial information relating to the Agreement, except as
required or authorized by law. However, language in the
Agreement was modified to state that Blue Cross is permit-
ted to release a broad range of provider-specific health care
data for relative comparison, including: provider demo-
graphic information, utilization information, quality of care
measures and initiatives, service volumes, small area analy-
sis, credentialing data, outcome data, patient satisfaction
results, costs and similar health data. The new language in
this section also outlines the process Blue Cross will use
when a provider submits a written request for specific in-
formation regarding how Blue Cross intends to use a partic-
ular category of data. Although Blue Cross is required to
make a good faith effort to resolve the provider’s concerns
about the release of inaccurate data, the Agreement states
that Blue Cross has the sole discretion over the content, dis-
semination and release of such data. (Article X, Section B)

• The Model Contract suggests that providers have 30
days to review such data before it is submitted to any
third party so that the accuracy, completeness and va-
lidity of the data can be confirmed.

HIPAA Compliance. This section adds new language to
ensure compliance with federal Health Insurance Porta-
bility and Accountability Act (HIPAA) privacy require-
ments that take effect April 14, 2003. The Agreement

states that providers shall be compliant with the privacy
regulations and not disclose protected health information
(PHI) in any manner that would violate the new federal
law. The Agreement also extends responsibility to
providers to ensure that any agents or subcontractors with
whom they share PHI are compliant with the law. It also
requires that the provider report at least monthly to Blue
Cross any disclosures of PHI except disclosures for which
consent or authorization is not required, including: dis-
closures required by law; disclosures for public health ac-
tivities; disclosures about victims of abuse, neglect or do-
mestic violence; uses for health oversight activities;
disclosures for judicial and administrative proceedings;
and, disclosures for law enforcement purposes.   This re-
quirement is consistent with HIPAA law regarding ac-
counting of disclosures of PHI. If the provider breaches
any of these provisions, Blue Cross has the option of ter-
minating the Agreement or reporting the breach to the fed-
eral government. (Article X, Section C)

Non-interference. The Agreement continues to state that
neither the provider nor Blue Cross will interfere with each
other’s business relationships. Providers are prohibited
from disclosing proprietary information such as financial
information or other terms of the Agreement. (Article X,
Section D)

Article XI - Remote Access Services
This article has been added to the Agreement to incorpo-
rate a 6-page agreement for the use of Blue Cross’ access-
Blue system, which provides for the verification of insur-
ance coverage benefits; verification of claims status;
verification of cases; creation and update of referrals and
prior authorizations; and creation and update of admis-
sion notifications.  Physicians should note the disclaimer
language, which although standard, nevertheless indicates
that Blue Cross makes no guarantee that the information
is, or will be, accurate.  The Agreement also provides for
the ability to impose service fees, upon 90-days advance
written notice.  (Article XI, Sections C & D)

Article XII - Miscellaneous
This article contains a number of standard or “boiler-
plate” provisions contained in most contracts. It is helpful
to understand each of these sections, since they do create
obligations and place certain limitations on the rights of
the parties.

Family Members. The Agreement strikes language that pro-
hibited providers from billing Blue Cross for any services
provided to immediate family members.  Blue Cross intends,
however, to incorporate this requirement in its Provider Pol-
icy and Procedure Manual, so its elimination from the
Agreement does not change the effect of the prohibition.
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Assignment. The Agreement continues to contain an as-
signment clause that states that Blue Cross may assign or
transfer the Agreement to another company. The provider
is prohibited from doing so unless the provider obtains the
written consent of Blue Cross. New language does state
that Blue Cross’ consent will not be unreasonably with-
held. The Agreement also stipulates that the provider
agrees that the payment terms in the Agreement may be
assigned to a plan sponsor (employer or other third party
administrator). (Article XII, Section A)

• It is notable that the Model Contract recommends a
mutual assignment provision, allowing either party to
assign or transfer the contract without the consent of
the other party. This is recommended to assist the par-
ties admistratively in the case of a change in owner-
ship or control. 

Notices. This section provides the Blue Cross address to
be used to send notices, reports, and records and states that

notices shall be deemed effective on the third day follow-
ing the date they are deposited in the mail, a change from
previous language stating that notices are effective when
received by the party. (Article XII, Section C)

Invalid Provisions. This section provides that the remain-
der of the Agreement will still be valid in the event one or
more sections are invalidated. (Article XII, Section F)

Force Majeure. New language has been added to state that
neither party has liability under the Agreement for delay,
failure to perform or damages due to acts of nature, war,
terrorism, or any other causes beyond reasonable control.
(Article XII, Section H)

Waiver. New language states that a waiver of a breach of
the Agreement is not to be interpreted as a waiver of a sub-
sequent breach of the same or any other provision of the
Agreement.  (Article XII, Section I)
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