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Example EYLEA HD® (aflibercept) Injection Claim Issues and Applicable State Provisions

Arizona

Prior Authorization Prompt Payment Request for Additional 
Information

Issue: Plan delays prior authorization.
Example scenario: Patient is diagnosed and meets 
medical necessity criteria for EYLEA HD injections. 
Provider submits a request for prior authorization. Plan 
has not made a decision.
Arizona Revised Statutes Section 20-3404 states…
For prior authorization requests concerning urgent 
health care services, the Plan or its utilization review 
agent shall notify the provider of the prior authorization 
or adverse determination no later than 5 days after the 
receipt of all necessary information to support the prior 
authorization request.
For prior authorization requests concerning health 
care services that are not urgent health care services, 
the Plan or its utilization review agent shall notify 
the provider of the prior authorization or adverse 
determination not later than 14 days after receipt of all 
necessary information to support the prior authorization 
request.
Arizona Revised Statutes Section 20-3407 states…
Effective June 30, 2026: Before a Plan may issue a 
direct denial of a prior authorization of a service that 
was requested by a provider and that involves medical 
necessity, the medical director shall individually review 
the denial. During each individual review, the medical 
director shall exercise independent medical judgment 
and may not rely solely on recommendations from any 
other source.
A prior authorization request is deemed granted if a Plan 
or its utilization review agent fails to comply with the 
deadlines and notification requirements of this section.
Arizona Revised Statutes Section 20-3406 states…
Notwithstanding any other law, on or before January 
1, 2022, the Department [of Insurance] shall approve a 
uniform Prior Authorization Request Form. All providers 
shall use the approved Prior Authorization Form.
Arizona Revised Statutes Section 20-3654 states… 
The Plan or utilization review agent shall grant or deny 
a step therapy exception request within 72 hours 
after receiving the request. In a case where exigent 
circumstances exist, the Plan or utilization review agent 
shall grant or deny the step therapy request within 24 
hours after receiving the request. 
If the prescribing provider does not receive a 
determination or request for additional or clinically 
relevant information from the Plan or utilization review 
agent within the time period prescribed, the exception is 
deemed granted.

Issue: Plan delays timely payment pending medical necessity determination.
Example scenario: Patient is diagnosed and meets medical necessity criteria for EYLEA HD injections. Provider submits a claim for EYLEA HD 
reimbursement, but 31 days later, claim is still pending medical necessity determination.
Arizona Revised Statutes Section 20-3102 states...
A. A Plan shall adjudicate any clean claim from a contracted or noncontracted health care provider relating to health care insurance coverage 
within 30 days after the Plan receives the clean claim or within the time period specified by the contract. Unless there is an express written 
contract between the Plan and the health care provider that specifies the period in which approved claims shall be paid, the Plan shall pay the 
approved portion of any clean claim within 30 days after the claim is adjudicated. If the claim is not paid within the 30-day period or within the 
time period specified in the contract, the Plan shall pay interest on the claim at a rate that is equal to the legal rate. Interest shall be calculated 
beginning on the date that the payment to the health care provider is due. B. If the claim is not a clean claim and the Plan requires additional 
information to adjudicate the claim, the Plan shall send a written request for additional information to the contracted or noncontracted health 
care provider, enrollee or third party within 30 days after the Plan receives the claim. The Plan shall notify the contracted or noncontracted 
health care provider of all of the specific reasons for the delay in adjudicating the claim. The Plan shall record the date it receives the additional 
information and shall adjudicate the claim within 30 days after receiving all the additional information. The Plan shall also pay the approved 
portion of the adjudicated claim within the same 30-day period allowed for adjudication or within the time period specified in the provider’s 
contract. If the Plan fails to pay the claim as prescribed in this subsection, the Plan shall pay interest on the claim in the manner prescribed in 
subsection A of this section. C. A Plan shall not delay the payment of clean claims to a contracted or noncontracted provider or pay less than 
the amount agreed to by contract to a contracted health care provider without reasonable justification. D. A Plan shall not request information 
from a contracted or noncontracted health care provider that does not apply to the medical condition at issue for the purposes of adjudicating 
a clean claim. E. A Plan shall not request a contracted or noncontracted health care provider to resubmit claim information that the contracted 
or noncontracted health care provider can document it has already provided to the Plan unless the Plan provides a reasonable justification for 
the request and the purpose of the request is not to delay the payment of the claim. F. A Plan shall establish an internal system for resolving 
payment disputes and other contractual grievances with health care providers. The director may review the Plan’s internal system for resolving 
payment disputes and other contractual grievances with health care providers. Each Plan shall maintain records of health care provider 
grievances. Semiannually, each Plan shall provide the director with a summary of all records of health care provider grievances received during 
the prior 6 months. The records shall include at least the following information: 1. The name and any identification number of the health care 
provider who filed a grievance. 2. The type of grievance. 3. The date the Plan received the grievance. 4. The date the grievance was resolved. 
G. On review of the records, if the director finds a significant number of grievances that have not been resolved, the director may examine the 
Plan. H. This section does not require or authorize the director to adjudicate the individual contracts or claims between Plans and health care 
providers. I. On or before August 1 of each year, the director shall post a report on the department’s publicly accessible website that includes 
the information prescribed in subsection F of this section for the prior fiscal year and that includes: 1. The total number of grievances received. 
2. The average time to resolve a grievance. 3. The percentage of grievances where a health care insurer’s decision was overturned. J. Except 
in cases of fraud, a Plan or contracted or noncontracted health care provider shall not adjust or request adjustment of the payment or denial of 
a claim more than 1 year after the Plan has paid or denied that claim. If the Plan and health care provider agree through contract on a length of 
time to adjust or request adjustment of the payment of a claim, the Plan and health care provider must have the same length of time to adjust 
or request adjustment of the payment of the claim. If a claim is adjusted, neither the Plan nor the health care provider shall owe interest on the 
overpayment or underpayment resulting from the adjustment, as long as the adjusted payment is made or recoupment taken within 30 days 
of the date of the claim adjustment. K. This article does not apply to licensed health care providers who are salaried employees of a Plan. 
L. If a contracted or noncontracted health care provider files a claim or grievance with a Plan that has changed the location where providers 
were instructed to file claims or grievances, the Plan shall, for 90 days following the change: 1. Consider a claim or grievance delivered to the 
original location properly received. 2. Following receipt of a claim or grievance at the original location, promptly notify the health care provider 
of the change of address through mailed written notice or some other written communication. M. This section does not preclude a health care 
provider, with written informed consent of the patient, from collecting monies for a medical service that is either: 1. Not covered under the 
insurance policy. 2. Medically necessary and a payment on the claim was not made due to a denial on the basis of frequency or a disallowance 
on the basis of frequency. For the purposes of this paragraph, a provider is limited to the rates prescribed by that provider’s fee schedule. N. 
Any claim that is subject to article 2 of this chapter is not subject to this article.
Arizona Revised Statutes Section 20-2803 states...
If prior authorization is obtained, Plan that gives prior authorization for specific care by a provider will not rescind or modify the authorization 
after the provider renders the authorized care in good faith and pursuant to the authorization.

Issue: Subsequent request for 
additional information.
Example scenario: Provider 
submits a claim for EYLEA HD 
reimbursement, but 31 days 
later, Plan indicates payment 
of claim is pending receipt of 
additional information.
Arizona Revised Statutes 
Section 20-3102 states...
If the claim is not a clean claim 
and Plan requires additional 
information to adjudicate the 
claim, Plan will:
• �Send a written request for 

additional information to the 
provider within 30 days of 
receiving the claim

• �Notify the provider of all the 
specific reasons for the delay 
in adjudicating the claim

• �Record the date it receives 
the additional information

• �Adjudicate the claim within 
30 days of receiving all the 
additional information

Plan will not request 
information from the provider 
that does not apply to the 
medical condition at issue for 
the purposes of adjudicating 
a clean claim. In addition, 
Plan will not request that 
the provider resubmit claim 
information that the provider 
can document it has already 
provided to Plan, unless 
Plan provides a reasonable 
justification for the request and 
the purpose of the request is 
not to delay the payment of 
the claim. 
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On the following page: Filing Deadlines Provider Appeals



Complaints regarding these and other payer issues can be made to the Arizona Department of Insurance website.

Example EYLEA HD Claim Issues and Applicable State Provisions (cont’d)

Filing Deadlines Provider Appeals

Issue: Claim is past the 
filing deadline.
Example scenario:  
Provider timely submits 
an EYLEA HD claim. 
Plan denies the claim 
for being past the filing 
deadline.
Group Health Insurance 
Standards Act Section 
8 states...
Written proof of loss 
must be furnished to the 
insurer within 90 days 
after the date of loss. 
Failure to furnish the 
proof within that time will 
not invalidate nor reduce 
any claim if it was not 
reasonably possible 
to furnish proof within 
such time, provided 
the proof is furnished 
as soon as reasonably 
possible and in no event, 
except in the absence 
of legal capacity of the 
claimant, later than 1 
year from the time proof 
is otherwise required. 
Forms required to 
be furnished may be 
electronic or paper 
in accordance with 
the communications 
preferences of the 
person making the claim.
NOTE: This provision 
sets forth minimum 
standards. Provider 
should check 
contract for specific 
requirements.

Issue: Provider appeals.
Example scenario: Provider wants to challenge Plan’s denial or reduction of an EYLEA HD claim.
Arizona Revised Statutes Section 20-2534 (A) states...
Any member who is denied a request for a covered service may pursue an expedited medical review of that denial if the member’s treating provider certifies in writing and provides supporting 
documentation to the utilization review agent that the time period for the informal reconsideration process and formal appeal process is likely to cause a significant negative change in the member’s 
medical condition at issue that is subject to the appeal. The treating provider’s certification is not challengeable by the health care insurer.
Within 3 business days after receiving the request for an expedited appeal, the utilization review agent shall provide notice of the expedited appeal decision as prescribed in this subsection.
Arizona Revised Statutes Section 20-2536 states...
D. Except as provided in subsection E of this section, the utilization review agent shall send to the member and the member’s treating provider a notice of the utilization review agent’s determination 
and the basis, criteria used, clinical reasons and rationale for that determination within the time frames prescribed in section 20-2533, subsection D. E. At any time during the voluntary internal appeal 
process, the utilization review agent may request an external independent review process pursuant to section 20-2537. If the utilization review agent initiates the external independent review process, 
the utilization review agent does not have to comply with subsection D of this section. F. If, at the conclusion of the voluntary internal appeal process, the utilization review agent denies the appeal 
and the utilization review agent does not initiate the external independent review process, the utilization review agent shall provide the member with notice of the option to proceed to an external 
independent review pursuant to section 20-2537. G. If the utilization review agent concludes that the covered service should be provided or the claim for a covered service should be paid, the Plan is 
bound by the utilization review agent’s determination.
Arizona Revised Statutes Section 20-2533 (D) states…
D. A Plan that elects to offer a voluntary internal appeal for the Plan’s group plans shall: 1. With the exception of a denial of a claim for service that has already been provided, send the member a 
written determination within 15 days after the Plan receives the initial appeal request and within 15 days after the Plan receives the voluntary internal appeal request. 2. For a denial of a claim for 
a service that has already been provided, send the member its written determination within 30 days after the Plan receives the initial appeal request and within 30 days after the Plan receives the 
voluntary internal appeal request. 
Arizona Revised Statutes Section 20-2537 states...
F. Except as provided in subsection N [expedited review] of this section, for cases involving an issue of medical necessity or appropriateness, including health care setting, level of care or 
effectiveness of a covered benefit, or is experimental or investigational under the coverage document, within 21 days after the date of receiving a case for independent review from the director, the 
independent review organization shall evaluate and analyze the case and, based on all information required under subsection C, paragraph 2 of this section, render a determination that is consistent 
with the utilization review plan on whether or not the service or claim for the service is medically necessary or appropriate, including health care setting, level of care or effectiveness of a covered 
benefit, or is experimental or investigational and send the determination to the director.
Arizona Revised Statutes Section 20-2540 states...
The director will charge an appealing member’s health care insurer for all amounts owed to the independent review organization.
Expedited:
Arizona Revised Statutes Section 20-2537 (N) states…
2. Within 1 business day after the utilization review agent receives a request for an expedited external independent review from the member pursuant to this subsection or if the utilization review agent 
initiates an expedited external independent review pursuant to section 20-2534, subsection D, the utilization review agent shall: (a) Send a written acknowledgment to the director, the member, the 
member’s treating provider and the Plan. (b) Forward to the director the request for an expedited independent external review, the terms of agreement in the member’s policy, evidence of coverage or 
a similar document and all medical records and supporting documentation used to render the determination pertaining to the member’s case, a summary description of the applicable issues, including 
a statement of the utilization review agent’s determination, the basis, criteria used clinical reasons and rationale for that determination, the relevant portions of the utilization review agent’s utilization 
review plan and the name and credentials of the licensed health care provider who reviewed the case as required by section 20-2534, subsection B.
4. For cases involving an issue of medical necessity or appropriateness, including health care setting, level of care or effectiveness of a covered benefit, or is experimental or investigational, within 
72 hours from the date of receiving a case for expedited external independent review from the director, the independent review organization shall evaluate and analyze the case and, based on all 
information required under subsection C, paragraph 2 of this section, render a determination that is consistent with the utilization review plan on whether or not the service or claim for the service is 
medically necessary or appropriate, including health care setting, level of care or effectiveness of a covered benefit, or is experimental or investigational and send the determination to the director. 
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This material is provided for informational purposes only, is subject to 
change, and should not be construed as legal or medical advice. Use of 
this information to challenge or appeal a coverage or reimbursement 
delay and/or denial by a payer is the responsibility of the provider.

Visit NavigatingPayerChallenges.com for state-specific and federal legislation or contact your Reimbursement Business Manager (RBM) for more information

https://difi.az.gov/consumers/help-problem/filing-complaint
http://NavigatingPayerChallenges.com

