Help Sheet

We oMD ENtouch VRU

To access the WebMD VRU, please dial 888-833-8825. :
The system will guide you through each step using your touch-tone telephone keypad for response.

WebMD VRU Hours of Availability
Eligibility — Available 24 hours a day, 7 days a week.

Referral and Referral Inquiry — Monday through Saturday 23 hours per day
{unavailable one hour between 1:00 am and 5:30 am)
Sunday — 4:00pm until midnight (ET)

Precertification Add and Precertification Inquiry - Monday through Saturday — 24 hours per day
Sunday — noen to midnight (ET)

Customer Service Representatives are available Monday through Friday 800 am — 8:00 pm (ET)

Afte - dialing the toll-free number, you will immediately be prompted to enter the following information:

+ Your WebMDID 5058169
+ Carrier Code [2]

Select 1 to Verify MEMBER ELIGIBILITY

Enter the following information as requested:

Provider Type (Enter 1 for Hospital, 2 for other)
%  Your Aetna Provider ID (Either your unique Aetna provider number or your tax id number)
[he Aetna Member ID
¢ If Member ID is other than 8 character alphanumeric OR 8 character numeric, the following information is also required:
% Patient Date Of Birth (mm/dd/yyyy)
% Patient First Name (Required only 1f there are multiple dependents with the same date of birth)
+  Patient Last Name (This information is not required but can be helpful in identifying the member in a multiple dependent
with the same date of birth situation)
Dependent Vahdation (If patient 1s a dependent, press [1])
Service Type Code (See the Carrier Reference Sheet for a complete listing)
First Date of Service (A future date OR dates more then 90 days prior to the current date are not accepted)
Last Date of Service (This date is optional, If entering, a future date OR dates more than 90 days prior to the current date are not
wccepted)
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Select 2 to Enter a REFERRAL

Enter the following information as requested:

% Your Aetna Provider [D
¢ The Aetna Member 1D
# If Member ID is other than 8 character alphanumeric, the following information 1s also required:
+  Patient Date Of Birth (mm/dd/yyvy)

+ Patient First Name (Required only if ther= are multiple dependents with the same date of birth)
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