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Special Terms and Conditions

A. DEFINITIONS. As used in the Contract, the following terms shall have the meanings set
forth below:
1. Contract shall mean the Contract Cover Sheet, these Special Terms and

Conditions, State of Idaho Standard Contract Terms and Conditions, and all Attachments
identified on the Contract Cover Sheet. The Contract shall also include any tegjotia

and executed amendment to the Contract or any task order negotiated, executed, and
implemented pursuant to provisions of the Contract.

2. Contract Manager shall mean that person appointed by the IDHW to administer
the Contract on behalf of the IDHW.d@ract Manager” includes, except as otherwise
provided in the Contract, an authorized representative of the Contract Manager acting
within the scope of his or her authority. The IDHW may change the designated Contract
Manager from time to time by providihnotice to Health Plan as provided in the

Contract.

3. IDHW shall mean the State of Idaho, Department of Health and Welfare, its
divisions, sections, offices, units, or other subdivisions, and its officers, employees, and
agents.

4, Health Plan shall meahe health insurer administering the Idaho Medicaid Plus
Plan).

B. CONTRACT EFFECTIVENESS. It is understood that this Contract or any Amendment is
effective when it is signed by both parties, or at a later date if specified in the Contract or
Amendment. The Health Plan shall not render services to the IDHW until the Contract or
Amendment has become effective. The IDHW will not pay for any services rendered prior to the
effective date of the Contract or Amendmeiitis understood and agreed that this Agmlix B

shall have no force or effect until such time as the Health Plan has executed thata#act

version of Appendix A.

C. REASSIGNMENT OF HEALTH PLAN EMPLOYEES. The IDHW shall have the right, after
having consulted with the Health Plan, to reguihe Health Plan to reassign or otherwise

remove from the contract any Health Plan employee or subcontractor found in good faith to be
unacceptable to the IDHW.

D. RECORDS AND DATA.
1. Fiscal Record3he Health Plan shall maintain fiscal records, inods books,
audit papers, documents, and any other evidence of accounting procedures and
practices, which sufficiently and properly reflect all direct and indirect costs of any
nature expended in the performance of the Contract.

2. Records MaintenanceThe Health Plan shall maintain all records and
documents relevant to the Contract for three (3) years from the date of final payment to
Health Plan. If an audit, litigation or other action involving records is initiated before the
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three (3) year period d&s expired, the Health Plan shall maintain records until all issues
arising out of such actions are resolved, or until an additional three (3) year period has
passed, whichever is later. In addition, pursuant to 42 CFR 8438.3(u), the Health Plan
must retan, as applicable, the following information: enrollee grievance and appeal
records as described in 8438.416, base data as described in 8438.5(c), MLR reports as
described in 8438.8(k), and the data, information, and documentation specified in
88438.604, 48.606, 438.608, and 438.610 for a period of no less than 10 years.

3. Termination of Contractlf the existence of the Health Plan is terminated by
bankruptcy or any other cause, all program and fiscal records related to the Contract in
Health Plan's passion shall become the property of the IDHW and Health Plan shall
immediately deliver such records to the Contract Manager.

4, Records ReviewAll records and documents relevant to the Contract, including
but not limited to fiscal records, shall be aahile for and subject to inspection, review
or audit, and copying by the IDHW and other personnel duly authorized by the IDHW,
and by federal inspectors or auditors. Health Plan shall make its records available to
such parties at all reasonable times, &her the Health Plan's principal place of
business or upon premises designated by the IDHW.

5. Accuracy of Data. To the extent any requirement is imposed on Health Plan
pursuant to this Contract that is reliant, either in whole or in part, on geitavided to

Health Plan by the IDHW, the IDHW hereby certifies that said data shall be complete and
accurate. In the event such data is not complete and accurate, Health Plan shall be
excused from any requirements imposed by this Contract and penaltiesiassd with

a failure to meet those requirements.

CUSTOMER SERVICE.

1. Telephone The Health Plan shall have its Enrollee line as a published telephone
number that is answered by a live voice eight (8) hours per day including during business
hours 0f8:00 a.m-6:00 p.m. MT, Monday through Friday, with the exception of
established State holidays described in Idaho State Code 73.1;
http://legislature.idaho.gov/idstat/Title73/T73CH1SECTIB.htm. Voicemail for

Health Plan staff shall provide an optifor the caller to obtain immediate assistance if
necessary. The Health Plan shall endeavor to return telephone calls the same day, and
shall respond to phone calls andwails not later than fortyeight (48) hours or two (2)
business days after the ifat contact, whichever is later.

2. CorrespondenceExcept for public records requests, the Health Plan shall
respond to written correspondence, includingv&il, within two (2) business days. The
Health Plan shall provide clear, understandable, tinaglgt accurate written information
to IDHW customers as required by this Contract.

3. Policies The Health Plan shall treat IDHW staff and customers with respect and
dignity, and shall demonstrate a caring attitude to all who ask for assistance. The Health
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F.

G.

H.

Plan shall have a written customer service policy that describes how customer service
will be incorporated into policies and training.

BINDING EFFECT OF FEDERAL PURCHASE OR SERVICE REGULATIONS. The Contract is
subject to the provisions of any relevaetderal regulations and any relevant provisions of

agreements between the State of Idaho and the United States, including but not limited to State

Plans, in effect at the time the Contract is executed, or which thereafter become effective. Such
regulationsand agreements are on file in the Central Office of the IDHW and are available for
inspection by the Health Plan during regular business hours.

FEDERAL AND STATE AUDIT EXCEPTIONS. If a federal or state audit indicates that
payments to the Health Plaaif to comply with applicable federal or state laws, rules or
regulations, the Health Plan shall refund and pay to the IDHW any compensation paid to Health
Plan arising from such noncompliance, plus costs, including audit costs.

COMPLIANCE WITH CERTAMNS.

1.

HIPAA The Health Plan acknowledges that it may have an obligation,

independent of this contract, to comply with the Health Insurance Portability and
Accountability Act (HIPAA), Sections 262 and 264 of Public Lat91042 USC Section
1320d, and federal regulations at 45 CFR Parts 160, 162 and 164. If applicable, Health
Plan shall comply with all amendments to the law and federal regulations made during
the term of the Contract.

2.

Lobbying

a) The Health Plan certifies that none of the compatien under the

Contract has been paid or will be paid by or on behalf of the Health Plan to any
person for influencing or attempting to influence an officer or employee of any
governmental agency, a member, officer or employee of Congress or the ldaho
Legslature in connection with the awarding, continuation, renewal,

amendment, or modification of any contract, grant, loan, or cooperative
agreement

b) If any funds, other than funds provided by the Contract, have been paid
or will be paid to any person fanfluencing or attempting to influence an officer
or employee of any governmental agency, a member, officer or employee of
Congress or the State Legislature in connection with the Contract, the Health
Plan shall complete and submit Standard Form LLL,|6Bige Form to Report
Lobbying," in accordance with its instructions, and submit a copy of such form
to the IDHW.

c) The Health Plan shall require that the language of this certification be
included in any subcontract, at all tiers, (including grants, sariig, loans, and
cooperative agreements) entered into as a result of the Contract, and that all
subrecipients shall certify and disclose as provided herein.
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3.

d) The Health Plan acknowledges that a false certification may be cause for
rejection or terminaton of the Contract, subject Health Plan to a civil penalty,
under 31 U.S.C. § 1352, of not less than $10,000.00 and not more than
$100,000.00 for each such false statement, and that Health Plan's execution of
the Contract is a material representation et upon which the IDHW relied in
entering the Contract.

Qualification. The Health Plan certifies to the best of its knowledge and belief

that it and its principals:

4.

a) Are not presently debarred, suspended, under sanction, proposed for
debarment, dedred ineligible, or voluntarily excluded from performing the
terms of the Contract by a government entity (federal, state or local);

b) Are not excluded from participating in procurement activities under the
Federal Acquisition Regulation or from partidipg in norrprocurement

activities under regulations issued under Executive Order No. 12549 or under
guidelines implementing Executive Order No. 12549.

c) Have not, within a three (3) year period preceding the Contract, been
convicted of or had a civil jggnent rendered against them for commission of
fraud or a criminal offense in connection with obtaining, attempting to obtain,
or performing a public (federal, state, or local) transaction or contract under a
public transaction; violation of federal or seaantitrust statutes or commission
of embezzlement, theft, forgery, bribery, falsification or destruction of records,
making false statements, or receiving stolen property;

d) Are not presently indicted for or otherwise criminally or civilly charged
by a @vernment entity (federal, state or local) with commission of any of the
offenses enumerated in paragraph 2 of this certification; and

e) Have not within a three (3) year period preceding the Contract had one
or more public transactions (federal, state,local) terminated for cause or
default.

f) The Health Plan acknowledges that a false statement of this certification
may be cause for rejection or termination of the Contract and subject Health
Plan, under 18 U.S.C. § 1001, to a fine of up to $10,000.iddwisonment for

up to 5 years, or both.

FaithBased Organizatioiif the Health Plan is a faibased organization, the

Health Plan and all approved subcontractors shall:

a) Segregate contract funds in a separate account.

b) Serve all members withowegard to religion, religious belief, refusal to
hold a religious belief, or refusal to actively participate in a religious practice.
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c) Ensure that IDHWeferred clients' participation in religious activities,
including worship, scripture study, prayer groselytization, is only on a
voluntary basis.

d) Notify members of the religious nature of the organization, their right to
be served without religious discrimination, their right not to take part in
religious activities, their right to request an altative provider and the process
for doing so.

e) Ensure that contract funds are not expended on inherently religious
activities.

f) Comply with applicable terms of 42 CFR Parts 54, 54a, and 45 CFR Parts
260 and 1050.

5. Tribes If the Health Plan is a Tribe, the Health Plan and IDHW recognize that
services performed pursuant to this Contract by the Health Plan and all approved
subcontractors within reservation boundaries are subject to applicable laws, ordinances
and regulation®f the Tribe. Nothing in this Contract should be construed as a waiver of
sovereign immunity.

CONFLICT OF INTEREST.

1. Public OfficialNo official or employee of the IDHW and no other public official
of the State of Idaho or the United States gaweent who exercises any functions or
responsibilities in the review or approval of the undertaking or carrying out of the
Contract shall, prior to the termination of the Contract, voluntarily acquire any personal
interest, direct or indirect, in the Conttaor proposed Contract.

2. Health Plan The Health Plan covenants that it presently has no interest and
shall not acquire any interest, direct or indirect, that would conflict in any manner or
degree with the performance of its services hereunder. TéaltH Plan further

covenants that in the performance of the Contract, no person who has any such known
interests shall be employed.

REMEDIES.

1. PAYMENT PROCESS. The provisions of this section shall supplement and not
replace the State of Idaho StandaContract Terms and Conditions.

2. MONITORING PROCESS.
a) The purpose of performance monitoring is to:

1) Determine the degree to which the program is accomplishing its
goals and objectives;

(2) Provide measurements of program results and effectiveness;
3) Evaluate efficiency in the allocation of resources; and

(4) Assess compliance with the contract and applicable statutes and
regulations.
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b) Failure to meet the thresholds established for Performance Indicators or
other contract requirements constitugebreach of the contract and may result
in the initiation of remedial action at the discretion of IDHW.

C) IDHW will engage in ongoing contract monitoring, which may include
performance monitoring of the Health Plan. This may include review of

documentaton as well as onsite monitoring at any operational facilities and

business offices that handle any component of the Contract requirements.
Documentation requested for the purposes of contract monitoring that is part

2F GKS | SIfGK tf mysthasuphRedzd the/cBntra&t JS NI (A 2 y &
monitor within three (3) business days of the request. Documentation that

requires research, data collection, compilation of reports, or additional labor

must be supplied to the contract monitor within ten (10) businesgsdaf the

request or a mutually agreed upon date.

d) During any type of performance monitoring, the Health Plan or any
YSG62N] LINPBARSNI 2N 4dzo O2y G NI OG2NJ gAff
records, logbooks, staffing charts, time reports, claimsgdadministrative

documents, complaints, grievances, and any other requested documents and

data as requested when at the discretion of IDHW it is determined to be

required to assess the performance of the Health Plan, a network provider or
subcontractor.

e) If monitoring activities are conducted at a provider location they will be
conducted in a manner so as not to disrupt the provision of treatment to clients.

f) Any monitoring performed may or may not be scheduled in advance,
and may last for several day

9) The performance level of the Health Plan or a network provider or
subcontractor may affect the frequency of the monitoring.

h) IDHW reserves the right to monitor any aspect of the contract, not just
those elements identified in the Performance Indara or Contract
Requirements.

i) Additionally, if IDHW receives continual unresolved client or provider
network complaints regarding service issues, IDHW will initiate a focused
monitoring of that area, utilizing at least one of the performance critéstad

in this document. IDHW will then follow the reporting, cure period, and appeal
process listed below.

i) Areas in which performance deficiencies have been found may be
followed continually, or subsequently-examined as designated by IDHW.

k) Allmonitoring is designed and will be performed in accordance with the
following standards:
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3.

D United States Code

2) Code of Federal Regulations

3) Idaho Code

4) Idaho Administrative Code

(5) This Contract

(6) Approved Medicaid waiver programs

@) Nationd Accreditation Standards

(8) Department of Health and Welfare Policies and Procedures

)] General requirements applicable to all clients will typically be assessed
via a randomly selected data review of approximately ten percent (10%) sample
of client files at a provider location. Other requirements, relevant to a segment
of the client population, may be reviewed using a higher percentage, up to one
hundred percent (100%) of the records of a fadpulation. Areas in which
performance deficiencies have befrund may be reexamined in the

subsequent quarter or follow up period, as designated by IDHW, in order to
gauge progress towards satisfactory performance.

m) Monitoring Report and Appeal. The IDHW Contract Monitor will issue a
Monitoring Report to the Halth Plan that identifies in writing the Performance
Indicator(s) monitored, and that summarizes the preliminary results with the

Health Plan. Upon request by the Health Plan, IDHW will meet with the Health
Plan within ten (10) business days of their liptef the Monitoring Report

regarding the results. The Health Plan may dispute the findings via written

appeal to the Contract Monitor within ten (10) business days of issuance of the
report. The Health Plan must specifically address each disputaddiadd

justification for the appeal of the finding. The Health Plan is required to provide

all documents necessary to dispute monitor results with its written appeal.

IDHW will render a final written decision on the appeal to the Health Plan within
tenMnoO oO0dzAaAAYyS&da RIFIeédad 2F NBOSALII 2F GKS
the parties agree in writing to extend the decision period.

n) Breach Cure Period. If the Health Plan does not dispute the findings, the
Health Plan shall have ten (10) businBss @ & FNRY (GKS RI 0SS 27
monitoring report to cure the deficiencies found. If the Health Plan appeals the
monitoring report, the Health Plan shall have ten (10) business days from the
RFGS 2F L512Qa FAYIE GNAGIOHWIRBOAAAZ2Y
satisfied that the Health Plan has resolved the deficiencies, or made substantial
progress toward resolution, IDHW may assess the amounts listed below as
liquidated damages for each day the deficiency remains uncured.

Remedial Action. Notwhistanding any conflicting provision in the State of Idaho

Standard Contract Terms and Conditions, and in addition to any remedies available to
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IDHW under law or equity, IDHW may at its sole discretion require one (1) or more of
the following remedial actias, taking into account the nature of the deficiency, if any,

of the services or products that do not conform to Contract requirements: (1) require
the Health Plan to take prompt corrective action or promptly submit and implement a
corrective action plamo ensure that performance conforms to Contract requirements;
(2) reduce payment to reflect the reduced value of services received; (3) require the
Health Plan to subcontract all or part of a service at no additional cost to IDHW; (4)
withhold payment or equire payment of actual damages caused by the deficiency; (5)
withhold payment or require repayment of an overpayment or duplicate payment; (6)
withhold payment or require payment of liquidated damages, as more particularly set
forth below; (7) secure pitucts or services and deduct the costs of products or services
from payments to the Health Plan; or (8) terminate the Contract pursuant to section 2 of
the State of Idaho Standard Contract Terms and Conditions. No remedy conferred by
any of the specificovisions of the Contract is intended to be exclusive of any other
remedy, and each and every remedy shall be cumulative and shall be in addition to
every other remedy given hereunder, now or hereafter existing at law or in equity or by
statute or otherwig. The election of any one or more remedies by either party shall not
constitute a waiver of the right to pursue other available remedies.

Optional temporary management may be imposed by IDHW if there is continued

egregious behavior by the Health plamlunding criteria described in 42 CFR § 438.700,

behavior contrary to any requirements of sections 1903(m) and 1932 of the Social

{ SOdzNR (& ! OGxX &adzmaidl yGgAlt NR&A] G2 SyNRffSSC
necessary to ensure the health of Enroll@dsle improvements are made to remedy

violations under 42 CFR § 438.700 or until there is an orderly termination or

reorganization of the Health Plan.

IDHW must impose temporary management if it finds the Health Plan has failed to meet
the substantive regirements in section 1903(m) or section 1932 of the Act in
accordance with 42 CFR § 438.706 (b). IDHW will not delay imposition of temporary
management to provide a hearing before imposing this sanction. IDHW will not
terminate temporary management until determines that the MCO can ensure that the
sanctioned behavior will not recur. IDHW will notify Enrollees that temporary
management has been imposed and of their right to disenroll.

4, Corrective Actions, Liquidated Damages and Sanctions Relatedtmation
Systems. Within five (5) business days of receipt of notice from IDHW of the occurrence
of a problem with the provision and/or intake of encounter data or enrollment file, the
Health Plan will provide IDHW with full written documentation thatucels
acknowledgement of receipt of the notice, a corrective action plan describing how the
Health Plan has addressed or will address the immediate problem and how the Health
Plan will prevent the problem from recurring.

In the event that the Health Plaaifs to correct errors which prevent processing of
encounter or enrollment data as required by IDHW, fails to submit a corrective action
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plan as requested or required, or fails to comply with an accepted corrective action
plan, IDHW may assess remedies.

Gontinued or repeated failure to submit clean encounter data may result in the
application of additional damages or sanctions, or be considered a breach of the
Contract.

In the event that the Health Plan is unable to research or address reported errors in
encounter data as required by IDHW, the Health Plan will submit to IDHW a corrective
action plan describing how the Health Plan will research and address the errors and how
the Health Plan will prevent the problem from recurring within five (5) businegs ofa
receipt of notice from IDHW that encounter data records submitted by the Health Plan
have been rejected.

In the event that the Health Plan fails to address or resolve problems with Enrollee or
provider enroliment records in a timely manner as reqdiby IDHW, which will include
failure to submit a corrective action plan as requested or required, or failure to comply
with an accepted corrective action plan.

Continued or repeated failure to address reported errors may result in additional
damages osanctions including but not limited to being considered a breach of the
Contract.

5. Sanctions by CMS. Payments provided for under the contract will be denied for
new enrollees when, and for so long as, payment for those enrollees is denied by CMS in
accodance with the requirements in 42 CFR 438.730. Sanctions may include civil
monetary penalties; suspension of all new enroliments, including default enroliment,

after the effective date of the sanction; suspension of payment for recipients enrolled
after the effective date of the sanction and until CMS or IDHW is satisfied that the

reason for imposition of the sanction no longer exists and is not likely to recur; and

other additional sanctions allowed under state or federal regulation that address areas

of noncompliance.

6. Liguidated Damages. IDHW and Health Plan agree that it will be extremely
impractical and difficult to determine the actual damages that IDHW will sustain in the
event the Health Plan fails to perform under the Contract. IDHW may, irsaietion,
assess liquidated damages as more particularly set forth below.

LG A& GKS AyaSyd 2F L5112 G2 Y2YyAdG2N) G6KS | St
ongoing effort to ensure that all requirements are being met in full. The parties

acknowledg that actual and consequential damages to IDHW arising from the failure of

the Health Plan to comply with the terms of the contract are uncertain and difficult to
FAOSNIFAY® ¢KS LI NIASE FdzNHKSNI I Oly2e¢fSR3AS
with the terms of the contract will prevent IDHW from satisfying certain federal

requirements imposed and that a longer delay or repeated delays by the Health Plan are

likely to give rise to an increase in the actual and consequential damages to IDHW, the

HealK t fFy Q& LINPOARSNI ySig2N] Z-beingRayBey N2t f SS &

Page9d of 221



jeopardized. Specifically, IDHW may be subject to federal recoupment and litigation
arising from the failure of the Health Plan to satisfy its requirements under the contract
andthe amount of such damages is not possible to ascertain at the effective date of the
contract. Due to the foregoing, IDHW may, in its discretion, assess the liquidated
damages as more particularly described below.

The parties agree that the liquidated miages specified in this section are reasonable.
IDHW shall notify the Health Plan in writing of the assessment of liquidated damages,
which can be cumulative. Withholding of payment by IDHW or payment of liquidated
damages by the Health Plan shall ndieee the Health Plan from its obligations under
the Contract.

The Health Plan shall not be liable for liquidated damages for a failure that results from
an occurrence beyond its control. Failure to maintain staffing levels identified in the
contract will not be considered an occurrence beyond the Health Plan cavittothe
exception of failure due to acts of God or the public enemy, fires, floods, epidemics,
guarantine, restrictions, strikes, or unusually severe weather. Matters of the Health
Plan finances shall not be an occurrence beyond its control.

The assessent of liquidated damages shall not constitute a waiver or release of any

other remedy IDHW may have under this Contract for Health Plan breach of this

/I 2Y 0N OGX AyOfdzRAY3A gAGK2dzi fAYAGlIGAR2YS L5I
IDHW shall be erited in its discretion to recover actual damages caused by Health

tfFyQa FlLAfdzNE G2 LISNF2NY AGa 20ft ATl dA2ya d
such actual damages by the amounts of liquidated damages received for the same

events causing the &tal damages. Amounts due to IDHW as liquidated damages may

be deducted by IDHW from any money payable to Health Plan under this Contract, or

IDHW may bill the Health Plan as a separate item therefor and the Health Plan shall

promptly make payments on shaills.

7. Performance Indicators

a) IDHW reserves the right to monitor the performance of any aspect of
the Contract and seek remedial action, not just those elements identified in the
Performance Indicators below. Each Performance Indicator has tsségmnad a
threshold. The thresholds have been determined by IDHW.

b) The chart of Performance Indicators below outlines requirements that
are subject to liquidated damages. Criteria established in each section of the
Scope of Work are subject to changesed on updated legal or policy

mandates. IDHW shall give the Health Plan written natification ten (10) business
days prior to any new criteria being added to the chart or any criteria existing in
the chart being changed. Such ten (10) day period shalir@ome upon the

date of mailing or electronic transmission of the notice. IDHW shall maintain a
current chart of Performance Indicators and shall provide a copy of the current
chart to the Health Plan upon written request.
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Attachment8 ¢ Reasonable efforts to complete Wellness 95% Quarterly
Wellness Assessment| Assessments within ninety (90) calendar
days based on enroliment date and at
least once every twelve (12) months
thereafter.

Attachment 11- Call Standards 1) 80% Quatrterly
Provider Services
Helpline, Enrollee Call
Center/Helpdesk, and
IVR Requirements

1) Percent of calls answered by a traineq 2) The quarterly average must be les
representative (norrecorded voice) than or equal to one hundred twenty
within 30 seconds or less (120) seconds.

2) The average wait time for assistance | 3) <5% on average based on calls
does not exceed one hundred twenty abandoned in the month divided by g
(120) seconds. incoming calls.

3) Call abandonment rate 4) 100%

4) Percent of provider services helpline
and call center/help desk staff trained to
provide customer service response to
inquiries.

Reports/Records/ Provide reports as outlined in the 100% Quarterly
Documentation Reports/Records/Documentation Section
Reports shall include data current throug
the respective reporting timeframe and
shall be submitted within the required
timeframe in the specified format.
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Care Management Investigate issues within sixty (60) days ( 100% Quarterly
receiving Enrollee feedback data from
IDHW.

8. Objective Performance Criteria

a) If the Health Placonsiders any new criteria or changes to existing
criteria to be a material change to the contract as defined below, it must notify
IDHW in writing within the ten (10) business day period set forth above. The

I SFEGK tflFyQa y2idA bidentlying vihy ifcgnSidedzts |y S|
new criteria or changes to be a material change to the contract. For the purpose
of Performance Indicator criteria additions and changes, material changes shall
be changes that affect the time, scope or cost of the caettrif the Health Plan
timely provided notification to IDHW that the new criteria or changes to the
Performance Indicator criteria are material, the parties will then negotiate in
good faith to add the new criteria or to change existing criteria via amitt
amendment to the contract.

b) If the Health Plan does not provide notification to IDHW that new or
revised criteria are material within the (10) business days from receipt of
written notification from IDHW, the new criteria or changed criteria will baeo
part of the contract without further action by the parties. The Health Plan must
comply with new criteria or changes to existing criteria within thirty (30)
business days of them becoming part of the contract, whether by written
amendment or by failuref the Health Plan to provide notice of materiality.

c) The table of Performance Indicators above and the Contract

Requirements below are summary charts of criteria for the performance of the

Health Plan subject to performance monitoring. Details for éaetiormance

Indicator are provided in Contract sections identified in the aforementioned

OKI Nliad® 9F OK ONARGSNR2Y KIFa 0SSy FaaAaaysS
determine if the Health Plan is operating above or below the established

threshold. If the finéhg is that the Health Plan is operating below the

established threshold with respect to a Performance Metric, liquidated damages

may be imposed. Liquidated damages will be based on the amount of time, in
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terms of hours, rounded up or down to the nearesinmber of hours, IDHW

must invest to monitor the performance of the Health Plan. The number of

hours required is then multiplied by the cost to IDHW (in terms of an hourly

NI §S0 F2NJ GKS adFFF Ay@2f SR® LF¥ GKS
established thresholds, the time spent on monitoring performance increases

and the amount of liquidated damages is increased accordingly as illustrated in
the table below.

d) If the Health Plan falls below the threshold for the first follow up
monitoring,then level one (see example in table below) liquidated damages will
be assessed. The second (follow up) monitoring that does not meet established
thresholds will result in assessment of level two (2) liquidated damages. Level
three (3) liquidated damagesill be assessed for failure to meet performance
criteria for a third (3rd) time and for subsequent failures. Rates imposed upon
the Health Plan will be calculated using the thmnrent employee and

consultant costs established in the records of IDHW.

DAMAGES

QTY [ UNIT RATE EXAMPI (MAY BE ASSESSED IN TERM

e PER DAY COSTS

HOURLY COSTS)

Level One

Day | X $345.2{ = $345.2¢

Level Two

Day X $690.5¢ = $690.5¢

sI % T

Level Three

Day | X $1035.8{ = $1035.8¢

1
W

9.

il document and discuss liquidated damagéth the Health Plan prior to the
issuance of notice of the imposition of liquidated damages. The Health Plan will
be notified in writing and the appropriate deduction will be made in the next
monthly payment following the expiration of any applicable eplpdeadline or

other applicable cure or notice periods and in accordance with the contract
requirements and limitations. If the next monthly payment is insufficient to fully
recover liquidated damages, IDHW may, in its discretion require full payment by
the Health Plan of the then outstanding liquidated damages or may continue
recovering liquidated damages from future payments to the Health Plan.

f) I SFfGK tflyQa adzozyYiaaizy FyR L5512
set forth above shall not limit the reméss afforded to IDHW under law and
pursuant to the Contract.

Invoice Reduction. The Department and the Health Plan agree to the weighting

plan below, which assigns a defined weight for each contract requirement performed in
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the operations phase. Thealhting Plan will assign a rating to the requirements
according to the following schedule:

Weight Importance/Impact

1 Less importance/Low impact

2 Moderate importance/medium impact
3 Critical importance/critical impact

IDHW will assign the followirdgsignations to the contract requirements performed in the
operations phase and identified in the table below as being subject to invoice reductions:

Fixed per day (FPD)
Fixed per incident (FPI)
Fixed per week (FPW)
Fixed per month (FPM)

IDHW will adjusthie monthly amount payable to the Health Plan in accordance with the
following methodology and reflect such adjustments on a monthly report to the Health Plan:
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. Dollar . . .

Weight Reduction Designation Calculation

1 $100 FPD 1 x $100 x Days during the invoice period

2 $100 FPD 2 x $100 x Days during the invoice period

3 $100 FPD 3 x $100 x Days during the invoice period

1 $100 FPI 1 x $100 x number of incidents for the invoice period

2 $100 FPI 2 x $100 x number of incidents for the invoice period

3 $100 FPI 3 x $100 x number of incidents for the invoice period

1 $300 EPW 1 x' $300 x number of weeks or partial weeks for the invoice
period

2 $300 EPW 2 x' $300 x number of weeks or partial weeks for the invoice
period

3 $300 FPW 3 x' $300 x number of weeks or partial weeks for the invoice
period

1 $300 FPM 1 X' $300 x number of months or partial months for the invoice
period

5 $300 FPM 2 X' $300 x number of months or partial months for the invoice
period

3 $300 FPM 3 X. $300 x number of months or partial months for the invoice
period

¢KS ISIFHfOK tflyQa adowYAadaarzy FYyR L512Q4a LIe&YSyil

limit the remedies afforded to IDHW under law and pursuant to the provisions oR#mnisedies section.
IDHW reserves the right to waive invoice reductions, at its discretion, if the Health Plan shows marked

improvement and is actively taking steps to cure the deficiency.
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Contract Section Contract Requirement Designation | Weight
Scope oiVork¢ Submit a request to IDHW for review and approva
General prior to implementing a material change in FPI 3
Requirements operations.
Scope of Work Have a fultime Administrator/Project Director who
General has clear authority ovehe general administration FPM 2
Requirements and dayto-day business activities of this contract.
Scope of Work, Distribute information prepared by IDHW or the
General federal government to its Enrollees upon request « FPI 1
Requirements the IDHW.
Scope of Work Allow IDHW, CMS, or their representative to enter
General theHealthPlaad LINBYAaSasx 2NJ
Requirements where duties of this contract are being performed, FPI 3
to inspect, monitor, audit, or otherwise evaluate th
work being performed.
Scope of Work Notify Enrollees of their rights and protections at
General least annually, in a manner appropriate to their FPI 3
Requirements condition and ability to understand.
Scope of Work Ensure all contracts with Providers, entities, or
Contracts with organizations providing services incorporate by
Providers/ Network | reference the applicable terms and conditions of tl
Provider contract, specifies the activities and reporting P 2
Subcontracts responsibilities delegated to the Provider, entity, 0
organization and provides for revoking delegation
AYLI2aAy3a 2GKSNJ al yoOaaz
2NJ 2NBFYyAT F A2y Qa LISNF
Scope of Work Submit the Network Proglier Subcontract template
Contracts with and any subsequent changes to IDHW for review
Providers/ Network | and approval prior to implementation. FPI 3
Provider
Subcontracts
Scope of Work ¢KS 1SIHfTOdK tflFyQa Ofl A
Claims Management| a minimum of one (1) Provider payment cycle pe FPW 3
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Contract Section Contract Requirement Designation | Weight
System week, on the same day each week, as determinec
the Health Plan and approved in writing by IDHW,
Attachment 1 - TheHealth Plarshall ensure that the Call
Provider Services Center/Help Desk information line is staffed a
Helpline, Enrollee minimum of eight (8) hours per day including durir
Call Center/HelpdeslK business hours of 8:00 a.6:00 p.m. Mountain FPD 3
and IVR Time, Monday through Friday, with the exception |
Requirements established State holidays described in Idaho
State Code 7-308.
Attachment 1L ¢ Ensure the tolfree Provider Services Helpline is
Provider Services staffed a minimum of eight (8) hours per day
Helpline, Enrollee including during business hours of 8:00 a:i$.00
Call Center/Helpdesk p.m. MT, Monday through Friday, with the
. . . . FPD 1
and IVR exception of established State holidays described
Requirements Idaho State Gae 73.1;
http://legislature.idaho.gov/idstat/Title73/T73CH1¢
ECT73.08.htm
Scope of Work Only contract withProviders that meet the
Contracts with minimum Medicaid Provider qualifications prior to
Providers/ Network | their inclusion on the Provider Enroliment File FPI 3
Provider and/or before payment of their claim.
Subcontracts
Scope of Work For aperiod of up to ninety (90) calendar days, or
Continuity of Care until the Health Plarcompletes an Individualized
Care Plan, whichever is longer, tHealth Plarshall:
Allow Enrollees to maintain their current Providers EPI 3
Honor prior authorizations; and
Reimburse Providers at a rate no less than the
current Medicaid provider rate.
Scope of Work Be respon3|blg for'contlnumg the provgon of
Disenrollment Covered Serw;e; in the event that a disenrolimen FPI 2
not effective within the IDHW systens a result of a
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Contract Section Contract Requirement Designation | Weight

| SFfGK tfFy SNNBNE dzyi
is successfully processed by IDHW.
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Contract Section Contract Requirement Designation | Weight

Scope of Work Care | Provide care coordination services, which include]

Management (1) Monitor the provision of Covered Services,

includingoutcomes,

(2) Ensure appropriate referrals and timely tway
transmission of Enrollee information,

(3) Support safe transitions for Enrollees moving
between care settings.

(4) Coordinate services with the services the
Enrollee receives from any other HegaPlan and
share with the other Health Plan the identification
and assessment of any Enrollee with special heall EP| 2
care needs to avoid duplication of services,

(5) Coordinate services with the services the
Enrollee receives in FFS Medicaid,

(6) Coordinateservices with the services the
Enrollee receives from community and social
support providers, and

(7) Coordinate transitions for Enrollees that
transition from or to another Health Plan. This
includes timely sharing of information necessary
ensure a srooth transition of services for the
Enrollee.

Scope of Work Cost | Ensure that if cost sharing is required for Medicai
Sharing services, it is only to the extent that cost sharing o
patient liability responsibilities are required for
thoseservices by IDHW in accordance with FPI 3
applicable federal and State statutes and
regulations, including but not limited to IDAPA
16.03.05, 16.03.10, and 16.03.18.

Scope of Work Obtain prior approval of all marketing and Enrelle
Marketing and communications materials in categories of materie FPI 3
Outreach that IDHW requires to be prospectively reviewed.
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Contract Section Contract Requirement Designation | Weight
Scope of Work The Health Plan shall noffer gifts or material,
Marketing and financial, or other incentives to induce potential
Outreach Enrollees to enroll with thélealth Plaror to refer a FPI 3
friend, neighbor, or other person to enroll with the
Health Plan
Scope of Work, TheHealth Pla shall not directly or indirectly
Marketing and conduct doorto-door, telephone, or other FPI 3
Outreach unsolicited, colecall contacts or marketing activitie|
Scope of Work Notify IDHW of significant changes that may affec
Marketing and Provider procedures at least thirty (30) calendar P
Outreach days prior to notifying its Provider network of the 2
changes.
Scope of Work, DAOPS t NPJARSNE i fSIa
Marketing and advance notice of significant changes that may
Outreach F FFSOG GKS t NPOARSNEQ FPI 2
subcontractors, claims submission procedures, or
prior authorization policies).
Scope of Work Limit marketing gnd outreach acti.v.ities to potential
Marketing and Enrollees to the timeframes specified by IDHW.
Outreach 1. During implementation, marketing and
outreach activities are limited to the sixty (6
days prior to submission of the initial
enroliment file. FPl 2
2. Annually thereafter, marketing and outreacH
activities are limited to the thirty (30) days
prior to and during the open enroliment
period.
Scope of Work Submit all marketing and Enrollee communication
Marketing and materials, whether prospectively reviewed or not, | FPI 2
Outreach the IDHW Contract Monitor.
Scope of Work Develop and distribute Provider education and
Marketing and outreach materials prapproved by IDHW. FPM 1
Outreach Electronic distribution is acceptable, eptehat
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Contract Section Contract Requirement Designation | Weight

providers must have the option to request hard
copies free of charge. All materials shall be
submitted to IDHW for review at least thirty (30)
calendar days prior to expected use and distributi
All substantive changes to previously approved
education and outreach materials shall be submitt
to IDHW for review and approval at least thirty (3C
calendar days prior to use.

Scope of Work Develop, print, and distribute IDHW accepted

Marketing and information packets to its network of Providers up FPI 1
Outreach Provider enrollment.

Scope of Work Prior to implementation the Health Plan shall offer

Marketing and training to all providers specificgladdressing how

Outreach to submit a clean claim. Copies of the approved FPW 1

Provider Policy & Procedures Manual must be
available to providers at that time.

Scope of Work Providethe information specified in th Grievances
Grievances and and Appeals and Critical Incident Resolution and
Appeals; ancCritical | Tracking SysterBectiondo all Providers and FPI 3

Incident Resolution | subcontractors.
and Tracking System

Scope of Work Information on how to file a Grievance or Aqad
Grievances and shallbe provided to the Enrollee at enrollment and
Appeals annually thereatfter. FPI 3
Scope of Work Log all appeals and grievances in an 1B&pproved
Grievances and database such that the IDHW may have access t¢ P 3
Appeals reattime data regardingrievances and appeals
filed with the Health Plan.
Scope of Work Respond to Critical Incidents within tweriyur (24)
Critical Incident hours based on the following criteria: eI 3

Resolution and

_ Reports of abuse, neglect, or exploitat must be
Tracking System

reported immediately to Adult/Child Protection anc
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Contract Section

Contract Requirement

Designation | Weight

to the appropriate law enforcement agency within
four (4) hours;

-A report of any other Critical Incident that may
impact the health and/or safety of an Enrollee muj
be responded to as approiate to ensure the health
and safety of the Enrollee; and

-May result in an interim resolution/response until
permanent resolution/response can be
accomplished.

Scope of Work
Grievances and
Appeals

The Health Plan shall dispose of Grievarices
which there is an immediate health or safety
02y OSNY & SELISRAGAZdz
condition requires.

The Health Plan shall dispose of Grievances for
which there is neither an immediate health or safe

, , . . FPI 2
issue nor a resolution response/tinikame defined
in rule or law within thirty (30) days.
The Health Plan shall dispose of Grievances for
which resolution/response time frame are defined
rule or law, within the time frames specified in rulg
or law.
Scope of Work Resolve each Appeal, and provide notice as
Grievances and SELISRAGAZ2dzat e | a GKS 9
Appeals requires, not exceeding the following timeframes:
Standard Health Plalevel Appeals Thirty (30)
calendar days from thdate theHealth Plamreceives FPI 3
the Appeal.
ExpeditecHealth Plarievel AppealsA maximum of
three (3) business days after thiealth Plan
receives the Appeal.
Scope of Work For A&D Waiver services and PCS Hhbalh Plan
Utilization shall ensure authorization of at least the level of FPI 3
Management service required by the UAL
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Contract Section Contract Requirement Designation | Weight
Program
Scope of Work Implement and maintain surveillance and utilizatio
Fraud and Abuse control programs and procedures in accordance W
42 CFR § 456.3, § 456.4, and § 456.23 to safeguz FPW 3
against unnecessary or inappropriate use of servi
and improper payments.
Scope of Work Submit timely encounter data submissions:
Encounter Data Weekly submissions of claims finalized for the we|
This includes original claim submissions paid or
denied, reversed claims, adjusted claims and void
claims. Pended claims are not required.
FPI 1
Weekly submissions of financial data paid on behi
of Idaho Medicaid participants.
Weekly submissions of provider related data,
including existing data, new additions and change
as specified in the encounter dsoarding manual.
Scope of Work Submit a minimum of one (1) batch of encounter
Encounter Data RFGF G2 L512Qa RSaAxayl Ep| )
denied claims before 5:00 p.m. MT on Friday of e:
week via SFTP.
Scope of Work Before implementation and at least annually, the
Encounter Data Health Plarshall submit an Encounter Data Work
Plan that addresses tHe S I  { &stratefgyt fof Q FPM 1
monitoring and improving encounter data
submission.
Scope of Work Implement and maintain a Systems Refresh Plan
Information Systems| must be IDHW approved prior to implementation FPI 2
and annually thereafter.
Scope of Work, Ensure the Systems Help Desk (SHD) is available
Information Systems| local and toHfree telephone service andmail D 1
during the period of time between 6:00 a.m. to 6:0
p.m. Mountain Time, Monday through Friday.
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Contract Section Contract Requirement Designation | Weight

Availability times are not required for State holiday

Scope of Work, Ensure the Enrollee website is operational twenty

Information Systems| four (24) hours a day, seven (7) days a week, with
the exception of scheduled maintenance, which is
permitted only between the hours of 12:00 a.m. ar FPD 1
6:00 a.m. Moutain Standard Time. Other time
periods may be allowable upon notification of and
approval by IDHW.

Scope of Work Ensure the provider website is operational twenty

Information Systems| four (24) hours a day, seven (7) days a week with
exception of scheduled maintenance, which is FPD 1
permitted only between the hours of 12:00 a.m. ar
6:00 a.m. MT.

Scope of Work DD service plan monitoring shall include at least ¢

Developmental (1) faceto-face contact betwer the DD Targeted

Disability Service Coordinator and the Enrollee every ninety

Requirements (90) calendar days to ensure the services on the [ FPI 1
service plan are provided in coordination with the
OYNREftSSQa LYRAGARdZ t A
in the plan are adequate.

Scope of Work The DD Plan Developer/Plan Monitor/Targeted

Developmental Service Coordinator shall provide a new service p P 1

Disability to BDDS at least forty five (45) calendar days prio

Requirements the expiration date of the current DD serviceupl

Scope of Work Notify the IDHW, in writing, when changes in

Personnel management and supervisory level staff occur. TI

Requirements Health Plarshall provide the IDHW with resumes ¢ FPM 2
management and supervisory level staff for reviev|
and within ten (10) business days of any change.

Scope of Work Develop and maintain written policies and

Project Task Plan an| procedures for each area of the contract for which EPM 2

Service IDHW requests the development of policies and

Implementation procedures, at any time during the contract.
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Contract Section Contract Requirement Designation | Weight

Scope of Work Submit a Cultural Competep®lan within thirty (30)

Cultural Competency| calendar days of the contract effective date that
outlines clear goals, policies, operational plans, ar
management accountability/oversight mechanismi FPM 2
to provide culturally and linguistically appropriate
services with specific®@dza 2y bl (A @S
YR I AaLIlyAaAdaQ ySSRao

Scope of Work Develop and submit a Nondiscrimination

Cultural Competency] Compliance Plan within thirty (30) calendar days ¢ FPM 2
the contract effective date.

Scope of Work Provide training to staff and employees regarding

Health Insurance HIPAArelated policies, procedures, Enrollee rights

Portability and and penalties prior to the HIPAA implementation FPM 2

Accountability Act deadlines and at least annually thereafter.

(HIPAA) Compliance

Scope of Work Ensure that Enrollee medical records, and any oth

Enrollee Records an( health and enrollment information that contains

Health Information | individually identifiable health information is used

Exchange and disclosed in accordance with thevacy FPI 3
requirements set forth in the HIPAA Privacy Rule |
CFRg 160 and 164, A, E) in accordance with 42 Cl
438.224

Scope of Work Provide the findings of all subcontractor

Subcontracts performance monitoring and reviews upon reques P 3
and notfy the IDHW any time a subcontractor is
placed on corrective action.

Scope of Work Maintain service limits that are not more rigorous

Covered Services than they would be under Medicare or Medicaid FPW 3
outside of this contract.

Scope of Work Not deny authorization for a Covered Service that

Covered Services the Enrollee or the Provider demonstrates is P 3

Medically Necessary; provided that the limitation fi
the service has not been reached.
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Contract Section

Contract Requirement

Designation | Weight

Scope of Work
Second Opinion

Provide for a second opinion in any situation whel
there is a question concerning a diagnosis, the
options for surgery, or other treatment of a health
condition when requested by an Enrollee or their
legal representative.

FPI 2

Scope of Work
Emergeng and Post
Stabilization Care

Cover emergency services without requiring prior
authorization and not limit reimbursement to-n
network Providers in accordance with 42 CFR §
438.114.

FPI 3

Scope of Work
Authorization
Decisions

Make standardauthorization decisions as
SELISRAGAR2dzate +ta GKS 9
requires and no later than fourteen (14) calendar
days after receipt of the request for service, with &
possible extension not to exceed fourteen (14)
additional calendar days. Suextension will only be
allowed if:

The Enrollee or the Provider requests an extensio
or

TheHealth Plarjustifies to IDHW, upon request,
GKFGY 6m0 ¢KS SEGSya&ana?z
and (2) There is a need for additional information
where: () There is a reasonable likelihood that
receipt of such information would lead to approval
of the request, if received; and (ii) Such outstandir
information is reasonably expected to be received
within fourteen (14) calendar days.

FPI 2

Scope of Work
Authorization
Decisions

For expedited service authorization decisions, wh
the Provider indicates or theealth Plardetermines
that following the standard authorization timefram:
O2dzf R &aSNA2dzafe 2S2LJI N
health or ability to att&n, maintain, or regain
maximum function, théHealth Plarshall make a
decision and provide notice as expeditiously as th
9YyNRBffSSQa KSIfGK O2yR

FPI 3
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Contract Section

Contract Requirement

Designation

Weight

than three (3) business days after receipt of the

request for service, with a posée extension not to
exceed fourteen (14) calendar days. Such extens
will only be allowed if:

The Enrollee or the Provider requests an extensio
or

TheHealth Plarjustifies to IDHW upon request,
GKFGY 6m0 ¢KS SEGSyaarz
and (2) There is a need for additional information
where: (i) There is a reasonable likelihood that
receipt of such information would lead to approval
of the request, fireceived; and (ii) Such outstandin
information is reasonably expected to be received
within fourteen (14) calendar days.

Scope of Work Care
Management

Ensure that each Enrollee has an assigned Care
Specialist.

FPI

Scope of Work
Transitional Care
Requirements

Develop and implement transitional care protocols
and procedures to ensure the Health Plan is notifi
of the admission of an Enrollee to an inpatient
facility and that each Enrollee receives appropriat
and costeffective Malically Necessary services
upon discharge.

FPM

Scope of Work
Incentive Programs

Obtain IDHW approval prior to implementing any
Enrollee incentive programs and before making a
changes to an approved incentive.

FPI

Scope of Work
Transition Plan

Submit the Transition Plan within ninety (90)
calendar days of the contract effective date and al
updated Transition Plan to IDHW within one
hundred eighty (180) calendar days prior to the
conclusion of the contract.

FPW

Attachment10¢
Information Systems

Have an electronic document management solutiq
that includes abilities to scan, index, store, and

retrieve documents used to transact business with

FPW
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Contract Section

Contract Requirement

Designation

Weight

the IDHW.

Attachment10¢
Information Systems

Load dailyEnrollee eligibility and enrollment data
within two (2) hours of availability Monday through
Friday, 8:00 am to 5:00 pm, or by 8:00 am the
following business day if available after normal
business hours, for use in eligibility verification,
claims processai, and other functions that rely on
Enrollee data

FPD

Attachment10-
Information Systems

Ensure all Systems support and maintain complia
with current and future versions of HIPAA
Transaction and Code Set requirements, privacy,
security, and identiér regulations by their
designated compliance dates for electronic health
information data exchange and Privacy and Secul
Rule standards; meeting all required transaction
formats and code sets with the specified data
sharing agreements required unddre regulations.

FPI

Attachment10¢
Information Systems

Ensure the System is available to support process
and other contract functions ninetgiine percent
(99%) of the time for twentjour (24) hours, except
for scheduled maintenance.

FPW

Attachment10-
Information Systems

Provide the necessary computer hardware,
software, and any other connectivity equipment
required to establish and maintain a system with t
capability to securely send and receive data
necessary to support the Contract.

FPM

Attachment10¢
Information Systems

Ensure for each Enrollee or Potential Enrollee for
whom the Health Plan submitted an enrollment or
disenroliment record with errors to IDHW, the
Health Plan must correct and resubmit the record
IDHW no later than twentjour (24) hours after
IDHW returrs the record, provided that IDHW
returns the record on a Monday, Tuesday,

Wednesday, or Thursday. If IDHW returns the rec

FPI
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Contract Section Contract Requirement Designation | Weight
on a Friday, Saturday, or Sunday, the Health Plan
must correct and resubmit the record to IDHW no
later than 11:59 pm on the follomg Monday.
Attachment10¢ Maintain Systems to perform the data receipt,
Information Systems| transmission, integration, management, assessmie FPI 2

and analytics tasks for the contracted functions.

10.

RI

11.

Termination for Convenienc&he IDHW or the Health Plan may cancel the
Contract at any time, with or without cause, upon emendred eighty (180) calendar
24AQ gNAGGSY y20A0S (2
terminate the Contract and provide Enrolle€? a SRA OF A R
if the Health Plan has failed to carry out the substantive terms of its contracts or meet
applicable requirements in sections 1932, 1903(m) and 1905(t) of the Social Security
Act.

Prior to terminating the contractDHW will

iKS

20 KSNJ LI NI &
0SySTaida

a) Give Enrollees timely notice of the termination and information,

consistent with 42 CFR § 438.10, on their options for receiving Medicaid services

following the effective date of termination.

Effect of TerminationUpon termination by tie IDHW, Health Plan shall: (a)
promptly discontinue all work, unless the termination notice directs otherwise; (b)
promptly return to the IDHW any property provided by the IDHW pursuant to the

Contract; and, (c) deliver or otherwise make available toliéW all data, reports,

estimates, summaries and such other information and materials as may have been
accumulated by Health Plan in performing the Contract, whether completed or in
process. Upon termination by the IDHW, the IDHW may take over the seavidenay
award another party a contract to complete the services contemplated by the Contract.
Upon termination for cause, the IDHW shall be entitled to reimbursement from Health

Plan for losses incurred as a result of the Health Plan's breach.

12.

Survivdof Terms Any termination, cancellation, or expiration of the Contract
notwithstanding, provisions which are intended to survive and continue shall survive
and continue, including, but not limited to, the provisions of these Special Terms and

a LJS
0 K NZ

ConditionsSections IV (Records and Data), VII (Federal and State Audit Exceptions), VIII

(Compliance with Certain Laws), the Idaho Medicaid Provider Agreement, and the State

of ldaho General Terms and Conditions, Sections 9 (Contract Relationship) and 12 (Save
Harmkss).

K. MISCELLANEOUS.
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1. Disposition of PropertyAt the termination of the Contract, Health Plan shall
comply with relevant federal and state laws, rules and regulations and with federal OMB
Circulars concerning the disposition of property purchased wholly or in part with funds
provided under the Contia.

2. Time of PerformanceTime is of the essence with respect to the obligations to
be performed under the Contract; therefore, the parties shall strictly comply with all
times for performance.

3. HeadingsThe captions and headings contained hereinfareconvenience and
reference and are not intended to define or limit the scope of any provision of the
Contract.

4. Clean Air Act and Federal Water Pollution Control Bogé Health Plan shall
comply with all applicable standards, orders or regulatiesséd pursuant to the Clean
Air Act (42 U.S.C. § 7401 et seq.) and the Federal Water Pollution Control Act as
amended (33 U.S.C. § 1251 et seq.).

5. Renewal The IDHW reserves the right to extend this contract for additional
periods, not to exceed a totalf four (4) years, provided the Health Plan has
demonstrated satisfactory performance in the previous year. Any extension or
amendment of this contract shall be in writing, signed by both parties.

6. Status The Health Plan's status under the Contractigba that of an

independent contractor and not that of an agent or employee of IDHW or the State of
Idaho. The Health Plan shall be responsible for paying all employrelated taxes and
benefits, such as federal and state income tax withholding, sse@lrity contributions,
worker's compensation and unemployment insurance premiums, health and life
insurance premiums, pension contributions and similar items. The Health Plan shall
indemnify the IDHW and hold it harmless from any and all claims for tenabsding but

not limited to social security taxes, penalties, attorneys' fees and costs that may be
made or assessed against the IDHW arising out of the Health Plan's failure to pay such
taxes, fees or contributions.

7. Indemnification by the Health PlaiThe Health Plan shall indemnify, defend and

save harmless the State of Idaho, and the IDHW, its officers, agents, and employees,

from and against all liability, claims, damages, losses, expenses, actions, attorney fees

and suits whatsoever, includingumy or death of others or any employee of the Health

Plan or subcontractor caused by or arising out of the Health Plan's negligent or

otherwise wrongful performance, act or omission under the Contract or the Health
tfFyQa Tl Afd2NE ( de@lidMdcH statuie Aaiv,Kegllagich, orrile: G S >
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beyond the liability of the IDHW provided in the Idaho Tort Claim's Act Idaho Code 6

901 et seq., the aggregate of wh is limited to $500,000 by Idaho Cod8Z%.

8. Public Record$?ursuant to Idaho Code section-I81 et seq., as amended
during the term of the Contract, information or documents received from the Health
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Plan may be open to public inspection and copyimless they are exempt from
disclosure. The Health Plan shall clearly designate individual documents as "exempt"
and shall indicate the basis for such exemption. The Health Plan shall indemnify and
defend the Idaho IDHW for honoring such a designatitie. Health Plan's failure to
designate as exempt any document that is released by the IDHW shall constitute a
complete waiver of any and all claims for damages caused by any such release. If the
IDHW receives a request for materials claimed exempt by tlatiiBlan, the Health

Plan shall provide the legal defense for such claim.

9. LicensesFor the duration of the Contract, the Health Plan shall maintain in
effect, and have in its possession, all licenses required by federal, state and local laws,
rules am regulations, including, but not limited to business and professional licenses.

10. Governing LawThe Contract shall be governed by and construed under the laws
of the State of Idaho. Any action to enforce the provisions of this Contract shall be

brought in State district court in Ada County, Boise, lIdaho.

11. Officials Not Personally Liabla no event shall any official, office, employee or
agent of the State of Idaho or of IDHW be liable or responsible for any representation,
statement, covenant, arranty or obligation contained in, or made in connection with,
the Contract, express or implied.

12. Nonwaiver of BreachThe failure of the IDHW to require strict performance of
any term or condition of the Contract, or to exercise any option hereianinone or all
instances shall not be construed to be a waiver or relinquishment of any such term or
condition. The same shall be and remain in full force and effect unless there is a prior
written waiver by the IDHW.

13. Complete Statement of Term$§he @ntract constitutes the entire agreement
between the parties hereto and shall supersede all previous proposals, oral or written,
negotiations, representations commitments, and all other communications between the
parties. The Contract may not be releasdischarged, changed, extended, modified,
subcontracted or assigned in whole or in part, and no claim for additional services not
specifically provided herein will be allowed by the IDHW, except to the extent provided
by an instrument in writing signed bydally authorized representative of the IDHW and
the Health Plan.

14. Severability If any term or provision of the Contract is held by the court to be
illegal or unenforceable, the validity of the remaining terms and provisions shall not be
affected, and e rights and obligations of the parties shall be construed and enforced as
if the Contract did not contain the particular term or provision held to be invalid.

15. Priority of Contract Document$he Contract consists of and precedence is
established byhe order of the following documents incorporated into this Contract: 1)
this Appendix B to the Medicaid Provider Agreement; 2) the Attachments identified in
Section LVIII. of the Scope of Work; and 3) the Idaho Medicaid Provider Agreement.
These documemstare complementary and what is required by one shall be binding as if
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required by all. In the case of conflict or inconsistency arising under the documents, a
higher priority document shall supersede a lower priority document to the extent
necessary togsolve any such conflict or inconsistency. No conflict or inconsistency
shall be deemed to occur in the event an issue is addressed in one atbdive
mentioneddocuments but is not addressed in another of such documents.

Il. General Requirements

A.

IDHW Responsibilities: The IDHW wiill:

1. Provide an IDHW Contract Monitor for ongoing contract administration and
contract performance monitoring.

2. Designate an IDHW Contract Monitor who shall have overall responsibility for

the management of all asptscof this contract and shall be a member of the

AYLX SYSyildlidAazy GSI Yo ¢KS L5112 [/ 2yGNI OG az2y
progress, facilitate issue resolution, coordinate the review of deliverables, and manage

the delivery of IDHW resources to theoject, consulting with the Health Plan as

needed. The IDHW Contract Monitor may designate other IDHW staff to assume
RSAAIYIGSR LERNIA2ya 2F (GKS L5012 [/ 2y(iNr OlG az
Monitor shall be the central point of communicati® and any deliverables to the IDHW

shall be delivered to the IDHW Contract Monitor and any communication or approval

from the IDHW shall be communicated to the Health Plan through the IDHW Contract

Monitor. Should disagreements arise between Health Blanl ¥ | yR GKS L51 2 ¢
¢SIFYZ GK2aS RA&alF3INBSYSyilda akKlftf 0SS Saoltl ¢
respective reporting structure. Should those disputes remain unresolved after that

LIN2 OS&dasz GKS L512Qa / 2yiobsca@ie thm®lytheDRidlonK | & { K
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decide the outstanding issue or question.

3. Review any required informational materials prior to release including, but not

limited to Enrdlee Materials, Provider materials, and Notices.

a) The IDHW Contract Monitor will review draft documents, identify
revisions, and return written comments to the Health Plan within agreed upon
timeframes.

4. Determine the initial and oigoing eligibiliy of a person for services.

5. Determine the maximum Enrollee cost sharing amount, collect applicable
premiums, and will determine the amount of patient liability.

6. In accordance with 42 CFR § 438.60, ensure that no payment is made to a
Provider other han the Health Plan for services available under the contract between

the IDHW and the Health Plan, except when these payments are provided for in title XIX
of the Act, in 42 CFR, or when the IDHW has adjusted the capitation rates paid under
the contract,in accordance with 42 CFR § 438.6(c)(5)(v), to make payments for graduate
medical education.
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7. Provide training and assistance on the IDHW fair hearing system to the Health

Plan as needed.

I SIHfTGK tfFyQa wSalLRyairioAfAdASay ¢KS | SIfaK

1.  Administer integrated, comprehensive, and seamless health coverage to
Medicare and Medicaid Dual Eligible Enrollees (Enrollees). The Health Plan shall
offer the Idaho Medicaid Plus plan in the geographic area approved by CMS and
the IDHW.

2. Ensure all necassiry Medicaid services [including pharmacy, behavioral health,
and Long Term Services and Supports (LTSS)] are provided, coordinated, and
managed.

3. Ensure services are sufficient in amount, duration, or scope to reasonably be
expected to achieve the purpedor which the services are furnished consistent
with requirements at 42 CFR § 438.210(a)(3)(i) and as amended.

4, Comply with Medicaid Managed Care availability standards established at 42 CFR
§ 438.206, ensuring the Health Plan and its providers meeg¢ Stahdards for
timely access to care and services, taking into account the urgency of need for
services.

5. b2adAFe Fff 9yNRtftSSax +d GKS GAYS 2F SyN
providers.

6. Not arbitrarily deny or reduce the amount, duratiorr, scope of a required
service solely because of diagnosis, type of illness, or condition of the Enrollee. 42
CFR § 438.210(a)(3)(ii).

7. Comply with provisions of 42 CFR § 438.210 on coverage and authorization of
services.

8. Provide assurances satisfactory RHW State showing that its provision against
the risk of insolvency is adequate to ensure that its Medicaid enrollees will not be
fAFLOfES FT2NJGKS 1SIHEGK tflyQa RSoGta AT (K

9. Notify Enrollees of their rights and protections¢linding their rights to change
providers and disenroll from the Health Plan, at least annually, in a manner
appropriate to their condition and ability to understand.

10. Ensure the requirements in Attachment Enrollee Rights, are incorporated into
businessperations.

11. Defend, indemnify and hold harmless Enrollees, the IDHW or its agents,
employees, or contractors against any and all claims, costs, damages, or expenses
OAYy Ot dzZRAY 3 Gd2NySeqQa FSSaov 2F lye GeLlsS
or refusal of the Health Plan to pay a Provider for Covered Services or supplies.

12. Designate a fullime Administrator/Program Director who has clear authority
over the general administration and d&y-day business activities of this
contract.

13. Comply with dlprovisions of State and federal laws, rules, regulations, policies,
and guidelines as indicated, amended, or modified that govern performance of
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the contractual obligations. This includes, but is not limited to Idaho statutes and
administrative rules witch can be accessed at http://www.idaho.gov/laws_rules/.

14. Ensure, consistent with 42 CFR § 438.6(h), 42 CFR § 422.208 and 422.210, that
compensation to individuals or entities that conduct Utilization Management
(UM) activities is not structured to providecentives for the individual or entity
to deny, limit, or discontinue Medically Necessary Covered Services to any
Enrollee.

15. Not prohibit, or otherwise restrict, a health care professional acting within the
lawful scope of practice, from advising or adviireg on behalf of an Enrollee who
Ad KAa 2NJ KSNI LI GASYyd F2NJ GKS 9yNRffSSQa
options, including any alternative treatment that may be selfministered. 42
CFR 8§ 438.102(a)(1)(i)

16. Not prohibit, or otherwise restrica health care professional acting within the
lawful scope of practice, from advising or advocating on behalf of an Enrollee who
is his or her patient, for any information the Enrollee needs in order to decide
among all relevant treatment options. 42 C&R38.102(a)(1)(ii)

17. Not prohibit, or otherwise restrict, a health care professional acting within the
lawful scope of practice, from advising or advocating on behalf of an Enrollee who
is his or her patient, for the risks, benefits, and consequences afrrent or
nontreatment. 42 CFR § 438.102(a)(1)(iii)

18. Not prohibit, or otherwise restrict, a health care professional acting within the
lawful scope of practice, from advising or advocating on behalf of an Enrollee who
is his or her patient, forthe EnrBlIIS Q& NA IKG G2 LI NGAOALI GS |
his or her health care, including the right to refuse treatment, and to express
preferences about future treatment decisions. 42 CFR § 438.102(a)(1)(iv)

19. Not be required to provide, reimburse, or provideveoage for a service if the
Health Plan objects to the service on moral or religious grounds. 42 CFR §
438.102(a)(2)

20. If the Health Plan elects not to provide, reimburse for, or provide coverage of a
service because of an objection on moral or religiowsigds, the Health Plan
shall furnish information about the services it does not cover:

a) To IDHW whenever it adopts the policy during the term of the contract
and with its application for a Medicaid contract or renewal.

b) To the Potential Enrollee, consistesith the information requirement
provisions of 42 CFR 8 438.10, before and during enroliment; and

c) To Enrollees within ninety (90) calendar days after adopting the policy
with respect to any particular service, or a minimum of thirty (30)
calendar days Here the effective date of the policy. 42 CFR §
438.102(b)

21. Distribute information prepared by IDHW or the federal government to its
Enrollees upon request of the IDHW.
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22.

23.

24.

25.

26.

27.

Maintain and monitor a network of appropriate Providers supported by written
subcontactor agreements and sufficient to provide adequate access to Covered
Services to meet the needs of the population served. 42 CFR § 422.112

a) ¢KSaS t NPJARSNE AyOf dzRS

OSKIFBAZ2NFf K¢

degree, specialists, hospitals, skilled nogsiacilities, home health

agencies, ambulatory clinics, and other Providers.

Not employ or contract with, or otherwise pay for any items or services furnished,

directed, or prescribed by a Provider that:

a) Has been excluded from patrticipation in federahlle care programs by
the Office of the Inspector General of the U.S. Department of Health and
Human Services under either section 1128 or section 1128A of the Social

Security Act;

b) Could be excluded under section 1128(b)(8) of the Social Security Act as

being controlled by a sanctioned individual;

c) Has a substantial contractual relationship as defined in 42 CFR §
431.55(h)(3) of this chapter, either directly or indirectly, with an
individual convicted of certain crimes as described in section

1128(b)(8)(Bdf the Saocial Security Act; or

d) Has been terminated from participation under Medicare or another
adlrisSqQa aSRAOFIAR LINBPINYYZ SEOSLI & |

1001.1801 and § 1001.1901.

Submit a request to IDHW for review and approval prior to implemeraing
material change to operations. The request shall contain, at minimum,
information regarding the nature of the change, the rationale for the change, the
proposed effective date, and sample Enrollee and Provider naotification materials.
All material changs to operations shall be communicated to Enrollees or
Providers at least thirty (30) calendar days prior to the effective date of the

change.

Maintain oversight, and be responsible for any functions and responsibilities it

delegates to any subcontractor.

WSLIR NI G2 (GKS L512Qa /2yiNFOl az2yAid2Nl Iy
practices that may conflict with federal or State rules and regulations discovered

during the performance of activities under the contract. Such information may

also need tdoe reported to the Medicaid Fraud Control Unit (MFCU) and the

Medicaid Program Integrity Unit, as appropriate.

Comply with all requirements for meetings and collaborative workgroups
established by IDHW, including, but not limited to preparation, attendanc
participation, and documentation. IDHW reserves the right to cancel any
regularly scheduled meetings, change the meeting frequency or format, or add
meetings to the schedule as necessary. IDHW may require the participation of

subcontracted entities wén determined necessary.
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28.

29.

30.

31.

32.

33.

Cooperate fully with any evaluation of the contracted services conducted by
IDHW.
Allow the IDHW, MFCU, the Office of the Comptroller of the Treasury, the Office
of the Inspector General (OIG), the Department of Health and Hieavices
6511 {0z GKS 5SLINILHYSYy(lH 2F WdzadAOS 65hwWox
such other places where duties of this contract are being performed, to inspect,
monitor, audit, or otherwise evaluate the work being performed. The Health Plan
andall subcontractors or Providers shall supply immediate access to all facilities
YR FaaAradlryOS GKS FdzZRAGAY3 3SyOeQa NBL
evaluations will be performed in such a manner as to minimize disruption of
normal business, exceptder special circumstances when aftssurs admission
shall be allowed. Special circumstances shall be determined by the IDHW, MFCU,
OIG, DHHS and/or DOJ.
Ensure the Health Plan, its Providers, subcontractors, and other entities receiving
monies originatig by or through IDHW maintain books, records, documents, and
other evidence pertaining to services rendered, equipment, staff, financial
records, medical records, and the administrative costs and expenses incurred
pursuant to this contract as well as meaiinformation relating to the individual
Enrollees as required for the purposes of audit, administrative civil and/or
criminal investigations, and/or prosecution.
a) Medical records shall be maintained in their original form unless they are
converted to eletronic format and remain readable and/or legible; and
b) Records other than medical records may be kept in an original paper
state, preserved on micro media, or may be converted to an electronic
format.
Retain records that fully disclose the extentsefvices provided to Enrollees
under the contract for a period of five (5) years in accordance with Idaho Code §
56-209(h)(3) and IDAPA § 16.03.09.330 or the time period specified by federal or
State law or regulation, whichever is longer.
Ensure that IDHWMFCU, the Office of the Comptroller of the Treasury, the Office
of the Inspector General (OIG), the Department of Health and Human Services
(DHHS), the Department of Justice (DOJ), and any other duly authorized federal or
State agency has immediate anohaplete access to any and all contraetated
records, which include administrative, financial and medical records relating to
the delivery of items or services for which IDHW monies are expended, including
records maintained by contracted or na@ontracied service Providers, within five
(5) business days of a request unless a later date is agreed upon by all parties.
Requested records shall be provided at no expense to the duly authorized federal
or State agency.
Cooperate with IDHW or any duly authoniziederal or State agency during the
course of any claims processing, financial or operational examinations, or any
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administrative, civil or criminal investigation, hearing, or prosecution. This
cooperation includes, but is not limited to the following:

a) Providing full cooperation and direct and unrestricted access to facilities,
information, and staff; including facilities, information, and staff of any
management company or claims processing subcontractor; and

b) Maintaining full cooperation and authorifgr claims processing systems
access and mailroom visits, and cooperating fully with detail claims
testing for claims processing system compliance.

4. Cooperate fully with audits IDHW may conduct of medical management, including
internal audits and audits tated to clinical processes and outcomes, Provider
networks, and any other aspect of the contract IDHW deems appropriate. IDHW
may select any qualified person or organization to conduct the audits.

5. Ensure that procedural safeguards are followed in canfihlity requirements
according to IDAPA 16.05.01, Use and Disclosure of Department Records.

M. Personnel Requirements

A. The Health Plan shall:

1. Notify IDHW of any person or corporation that has 5% or more ownership or
controlling interest in the entity athsubmit financial statements for all owners with
over 5% ownership.

2. Maintain sufficient staffing capable of fulfilling the requirements of this
contract.
3. Notify the IDHW, in writing, when changes in management and supervisory level

staff occur. Ta Health Plan shall provide the IDHW with resumes of management and
supervisory level staff for review and within ten (10) business days of any change.

4, Maintain sufficient fulitime clinical and support staff to conduct daily business
in an orderly maner including but not limited to functions and services in the following
areas:

a) Administration,

b) Accounting and finance,

c) Fraud and abuse,

d) UM including prior authorizations,

e) Care coordination,

f) Quality Management/Quality Improvement K@Ql),

0) Enrollee education and outreach,

h) Appeal system resolution,

i) Enrollee services,

) Provider services,
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k) Provider relations, and
)] Claims processing and reporting.
5. Appoint specific staff to an internal audit function(s).

Designate a LTSS Specialist who specializes in issues related to LTSS Providers.

a) The Health Plan shall make the LTSS Provider network aware of this
person(s) as the single point of contact for any question or issue LTSS Providers
may have.

7. Designa¢ a Behavioral Health Clinical Director.

8. Conduct training of staff in all departments to ensure appropriate functioning in

all areas. This training shall be provided to all new staff and on an ongoing basis for
current staff.

Project Task Plan and Si&e Implementation

A. The Health Plan shall develop and utilize a comprehensive written Project Task Plan and
Schedule for implementation of the contracted services.
B. The Health Plan shall submit the Project Task Plan and Schedule using a format and

computerprogram agreed upon by the Contract Monitor, within five (5) business days of the
effective date of the contract and update it on a weekly basis thereafter; identifying all tasks and
including all work necessary to complete the preparation for implemematilt must also

identify who is responsible for each task, start and end dates for each task, and include all
critical milestones for implementation, and allow fifteen (15) business days for IDHW review of
each deliverable. Tasks include but are nottéohto the following:

1. All tasks remaining to prepare for implementation that were not verified as
completed and approved during readiness review;
2. Work necessary to communicate effectively with Enrollees, Providers, and
stakeholders;
3. Creation of marketing materials;
4. Creation of Enrollee Materials that includes all information about being an
Enrollee including:

a) The Enrollee Handbook,

b) An Evidence of Coverage Document,

c) A Summary of Benefits,

d) A combined Provider and plmacy directory, and
e) A formulary that covers outpatient drugs provided by Medicaid;
5. Enrollee and Provider Website Development;

Performing an Operational Readiness Test; and
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7. Creation of an Operational Readiness checklist to be used for the go
decision on implementation.

8. Deliverables identified in the Scope of Work within the stated timeframes.

C. In addition to those items specifically enumerated above, the Health Plan shall develop
plans to ensure the completion of all necesstasks, explicit or implicit, assigned to the Health
Plan. Such plans shall be made available to the IDHW when completed and whenever updated.

D. The Health Plan shall describe:

1. All assumptions or constraints identified in developing the Project Task Rlian an
Schedule;

2. Any identified risks to implementation and strategies to overcome those risks;
and

3. How the Health Plan will handle potential and actual problems or delays in

meeting the timeline for identified tasks.

E. ¢KS 1 SFHtGK tf Iy QaDirdctBr Yohadasimiesllo beeréskonshe @rS O i
4dz00SaaTtdA O2YLX SGAz2y 2F ISIfGK tflyQa NBalLRya
I SIf 4K t f Iy @adaydbisls &They2uydertake Rrbjéct activities. The

Administrator/Project Director, odesignee, shall also work closely with the IDHW Contract
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Director, or designee, shall maintain the Work Plan.
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staff shall meet with IDHW within ten (10) business days of the contract effective date, and
provide a written weekly Project Status Report and the updated Project Task Plan and Schedule
to the IDHW Contract Monitor anather IDHW staff one (1) business day prior to the weekly
project status meeting thereafter. The purpose of the status meeting is for the Health Plan to
communicate actual progress, identify problems, recommend courses of action, and obtain
approval for naking modifications to the Task Plan. The weekly Project Status Meetings and the
weekly written Project Status Report are required from the contract effective date through two
(2) months of full statewide implementation, unless otherwise determined byBhéWV
Contract Monitor. The Project Status Report shall identify:

1. Work completed since the last meeting;

Work scheduled for the upcoming week;

Tasks that are behind schedule;

Any information needed from IDHW;

Items for discussion or decision;

Dependent &asks for tasks behind schedule;

LGSYa NBIAANARY3I GKS L5112 [/2yiNIOG az2yAi:
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8. Anticipated staffing changes;

9. Risk assessment with proposed risk mitigation actions to keep implementation
on time; and
10. Any issues that can affect schedules for prognpletion.
G. The Health Plan shall ensure that any change to the Project Task Plan and Schedule that
results in a significant or milestone date change is identified and communicated to IDHW at the
weekly Project Status Meeting along with strategiesafddressing any resulting challenges to
the timeline for implementation.

H. The Health Plan shall:

1. Prepare agendas for all meetings and distribute agendas and relevant materials
at least one (1) business day before a scheduled meeting;
2. Be responsible for daenenting all meetings, including attendees, topics

discussed, action items, and decisions recommended and/or made with fafjow
details. Written summaries of all meetings shall be provided to the IDHW Contract
Monitor no later than three (3) business dagfter the date of each meeting;

3. Prepare and submit a comprehensive set of flow diagrams that clearly depict
the agreed upon final work operations, including, but not limited to Enrollee flow,
Health Plan workflow, expected IDHW workflow, and data flothiwitwenty-one (21)
calendar days of the effective date of the contract. These diagrams shall aid in the
understanding of how the Health Plan will perform work and support training. With a
goal to maximize clarity, the Health Plan shall use graphifiaVae that matches what
the IDHW currently uses as its platform;

4, Utilize proven project management processes, including use of an
Issue/Decision Management Log. This ensures issues, requests, and decisions are
recognized, agreed upon, assigned to an esymonitored, documented, and managed
through resolution. The Issue/ Decision Management Log will be reviewed at each
Project Status Meeting; and

5. Ensure services are available prior to implementation as demonstrated during
Readiness Review.

l. The HealttPlan shall demonstrate its readiness and ability to provide Covered Services,
demonstrate that LTSS training, experience, and expertise are incorporated into operations and
management and to resolve any previously identified operational deficienciesH&dlth Plan
shall undergo and pass a readiness review process that may include, but is not limited to desk
and onsite review of documents provided by the Health Plan, a sralbugh of the Health
Plan's operations, system demonstrations, including systmsectivity testing, and interviews
with Health Plan staff. The scope of the review may include any and all requirements of the
contract, as determined by IDHW.
1. The Health Plan shall not enroll Potential Enrollees until IDHW has determined
that the Haalth Plan meets the requirements.
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VI.

VII.

2. Based on the results of the review activities, IDHW will issue a letter of findings
and, if needed, will request a corrective action plan from the Health Plan.

Written Policies and Procedures

A. The Health Plan shall develapd maintain written policies and procedures for each
area of the contract for which IDHW requests the development of policies and procedures, at
any time during the contract. If the IDHW determines the Health Plan lacks a policy or
procedure required tdulfill the terms of this contract, the Health Plan shall adopt a policy or
procedure as directed by IDHW.

B. The Health Plan shall:

1. Maintain written guidelines for developing, reviewing, and approving all policies
and procedures;
2. Review all policieand procedures at least annually to ensure they reflect
current practice and update them as necessary;,
3. Sign and date reviewed policies; and
4, Ensure all medical and quality management policies are reviewed and approved
o GKS | S| Gmrectof. I yQa aSRAOI f
C. Should the IDHW determine a Health Plan policy requires revision; the Health Plan shall

work with the IDHW to revise the policy within the timeframes specified.

Approval Process

A. IDHW will specify all deliverables, if they require prior approval, deliverable instructions,
submission and approval time frames, and will provide the Health Plan with technical assistance,
if required.

B. IDHW must approve deliverables before they are anpinted by the Health Plan.

1. At any time that approval of IDHW is required, such approval shall not be
considered granted unless IDHW issues its approval in writing.

Enrollee / Provider Materials and Notices

A. Enrollee Material Guidelines: The HealtarPshall develop, print, and distribute
Enrollee materials including, but not limited to Enrollee Handbooks, Provider and pharmacy
directories, Enrollee newsletters, identification cards, fact sheets, notices, brochures, form
letters, mass mailings, systegenerated letters, and any other additional materials and
information provided to Enrollees designed to promote health and/or educate Enrollees,
according to the following requirements:

1. Word all Enrollee materials at a sixth (6th) grade reading lewétss IDHW
requires otherwise.
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2. Ensure all written Enrollee materials are clearly legible with a minimum font size
of twelve point (12pt) with the exception of Enrollee identification cards, and unless
otherwise required in writing by IDHW.

3. Incluce an assurance of nedliscrimination.

4. Include notification that oral interpretation is available for all ABnglish

languages and that written information is available in prevalent languages at no expense

to them and how to access those services. Wnitmaterials must include taglines in the

prevalent norEnglish languages in the state explaining the availability of written

translation to understand the information provided and the tiste telephone number

2F GKS 1 SFHfGK tflyQa 0O0dzai2YSNI AaSNBAOS dzyAadd
5. Translate and make available all written Enrollee materials in Spanish and each

Limited English Proficiency group that constitutes five percent (5%) or more of Enrollees
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whichever is less.

6. Include notification that each Provider of services must make oral interpretation

services for all nofEnglish languages and auxiliary aids, including as TTY/TDY and
American Sign Language, available free of charge to eacHdenrol

7. Make all Enrollee materials available in Alternative Formats for Enrollees with
special needs within fortfive (45) calendar days of a request at no expense to the
Enrollee.

a) Alternative Formats may include, but are not limited to: Bralidege
print (printed in a font size no smaller than 18 point), and audio; and shall be
based on the needs of the individual Enrollee.

8. Provide written notice to Enrollees of any changes in policies or procedures
described in Enrollee materials previouskent to Enrollees at least thirty (30) calendar
days before the effective date of the change.

9. Submit all Enrollee materials for review and approval prior to distribution.

10. Obtain IDHW written approval, specific to the use requested, before asing
of the following:

a) The Seal of the State of Idaho;

b) The IDHW name;

c) Any other State agency name or logo;

d) ¢tKS $2NR GFNBSé¢ dzyt Saa GKS aSNBAOS &
Enrollees have cost sharing or patient liability responsibilities service is not

free. Any conditions of payments shall be clearly and conspicuously disclosed in
Ot2aS LINPEAYAGE (2 GKS aFNBS¢ I22R 2NJ &
e) ¢KS dzaS 2F LIKNIasSa (2 SyO2dzaN» 35S SyNP
implying that Enrolleesan keep all of their Providers. Enrollee materials shall
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not infer that Enrollees may continue to go to their current Provider, unless that
particular Provider is an inetwork Provider.

11. Provide the Enrollee with written notice of any action withine time frames
specified for each type of action consistent with 42 CFR § 438.404.

B. Approval Process for All Enrollee Materials: The Health Plan shall:
1. Submit all Enrollee materials to IDHW on paper and electronic file
media, in the format prescribed by IDHW. The Enrollee materials shall be
FOO02YLI YASR o0& | LIy GKFG RSaONRoSa (K:
the use of the Enrollee material&€nrollee materials developed by a recognized
entity having no association with the Health Plan, related to management of
specific types of diseases (e.g., heart, diabetes, asthma, etc.), or general health
improvement shall be submitted for approval. Araronic file for these
materials is not required unless requested by IDHW. Electronic files submitted
in any other format than those approved by IDHW will not be processed.
2. Submit an electronic version (PDF) of the final printed product, unless
otherwise specified by IDHW, when Enrollee materials have been approved in
writing by IDHW and within thirty (30) calendar days from the print date. If
IDHW requests hard copy original prints, photocopies may not be submitted as
a final product. Upon requesthé Health Plan shall provide additional original
prints of the final product to IDHW.
3. Submit a detailed description of any proposed modification to any
approved Enrollee material for written approval by IDHW. Proposed
modifications shall be submitted irceordance with the formatting
requirements for Enrollee materials.
4. IDHW will review and either approve or deny the Enrollee materials
within fifteen (15) business days from the date of submission. In the event
IDHW does not approve the materials, IDHW miayvide written comments
and the Health Plan shall revise and resubmit the Enrollee materials for
approval prior to distribution.
5. IDHW reserves the right to notify the Health Plan to discontinue or
modify Enrollee materials after approval.

C. Distribution d Enrollee Materials: The Health Plan shall:
1. Distribute to Enrollees and Potential Enrollees information in accordance with
42 CFR § 438.10 including, but not limited to the following materials:
a) Any information required by CMS;

b) A single identification cdrfor accessing all Covered Services provided
under the contract;
c) An Evidence of Coverage (EOC) document that includes information

about all Statecovered and Plaovered supplemental benefits ;
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d) An Annual Notice of Change (ANOC) summarizing all majageh to

GKS 1'SIHfTGdK tflyQa O20SNBR o60SySTAdGa FTNRY
in the second contract year, if the contract is extended,;

e) A document that summarizes benefits and contains a concise

description of the important aspects of enrollingy G KS | SIf 0K t I yQ:
well as the benefits offered under the Health Plan, including premiums, cost

sharing, applicable conditions and limitations, and any other conditions

associated with receipt or use of benefits. The Health Plan shall usdraaten

specific SB;

f) A combined Provider and pharmacy directory that includes all Providers
of Medicaid services and Supplemental Services.

8} The Provider Directory must include the following information
Fo2dzi SHFOK 2F GKS 1SIHfdK tflyQa ySisg
@ TKS LINRPGARSNRE ylFYS +a ¢gStf |
(b) Street address(es);
(©) Telephone number(s);
(d) Web site URL, as appropriate;
(e) Specialty, as appropriate;
() Whether the provider will accept new Enrollees;
(@@ ¢KS LINPGARSND&E Odzf GdzNI £ | yR f 2
including languages (including American Sign Language) offered
08 UGUKS LINPJGARSNI 2NJ I &1AftftSR YSRA
office, and whether the provider has completed cultural
competence training; and.
(hy 2KSGKSNJ GKS LINPJARSNRDA 2FFAOS«
accommodations for people with physical disabilities, including
offices, exam room(s) and equipment.
(2) The Provider Directory must include the details listed under (1)
for the following provider types:
@) Pharmacies;
(b) Behavioral health providers; and
(© LTSS provéts, as appropriate.
3) Information included in a paper version of the Provider
Directory must be updated at least monthly and an electronic Provider
Directory must be updated no later than thirty (30) calendar days after
the Health Plan receives updated pider information.
0) A comprehensive integrated formulary that includes outpatient
prescription drugs (including both generic and name brand) that are covered
under Medicaid, and what tier each medication is on ;
h) Notification of Formulary Changes per the rggment at 42 CFR §
NHODMHANOOOOPO GKFG GKS ISFHEGK tfly LINRGJ,
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notice also applies to the Health Plan for outpatient prescription or-tler
counter drugs or products covered under Medicaid,

i) An Enrollee Handbook that ilucles the requirements in Attachment-2
Enrollee Handbook.

)] Welcome letter;

k) Enrollee Rights and Responsibilities document;

)] Proof of health insurance coverage document;

m) An Explanation of the following:
(2) The charges for which the Potential Enroleé be liable;
(2 CKS t20SydAlf 9yNRftSSQa | dziK2NRI
exchange of necessary information between the Health Plan, IDHW, and

CMS;
B ¢KS NBIdANBYSyGa F2NJ dzaS 2F GKS |
Providers;

4) The potential for financial liality if it is found that the

individual is not entitled to Medicare Part A and Part B, enrolled in
Medicaid at the time coverage begins, and he or she used Plan services
after the effective date; and

(5) The effective date of coverage and how to obtain sewipgor

to the receipt of an ID card (if the Health Plan has not yet provided the

ID card).
n) Other materials as determined by IDHW.
2. Distribute upon request, to any Enrollee who requests it, the following
information:
a) Information regarding the structure anoperation of the Health Plan;
b) Description of transactions between the Health Plan and a party of

interest as defined in § 1318(b) of the Public Health Service Act:
D Any sale, exchange, or leasing of any property between the
Health Plan and such a party.
2) Any furnishing for consideration of goods, services (including
management services), or facilities between the Health Plan and such a
party, but not including salaries paid to employees for services provided
in the normal course of their employment.
3) Any Bnding of money or other extension of credit between the
Health Plan and such a party.
c) Information regarding physician incentive plans including, but not
limited to:
D Whether the Health Plan uses a physician incentive plan that
affects the use of referraervices;
(2) The type of incentive arrangement; and
3) Whether stoploss protection is provided.
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Network Notice Requirements

1. Enrollee Notification: The Health Plan shall provide written notices to Enrollees
that include all notice content requirements spedaifig applicable federal and State
statutes and regulations, and all court orders and consent decrees governing notice and
appeal procedures, as they become effective in addition to the Enrollee material
guidelines as follows:

a)

b)

If a Provider who is providingrior-authorized ongoing courses of
treatment for Enrollees becomes unavailable to continue to provide
services to Enrollees and the Health Plan is aware of such ongoing
courses of treatment, provide written notice to each Enrollee as soon as
possible buho less than thirty (30) calendar days prior to the effective
date of the termination and no more than fifteen (15) calendar days
after receipt or issuance of the termination notice. The requirement to
provide notice thirty (30) calendar days prior teetbffective date of
termination will be waived in instances where a Provider becomes
physically unable to care for Enrollees due to illness, dies, fails to provide
GKANI & 6on0 OFfSYRIFENIRIe&aQ I ROIFIyOS
the Geographic Seiae Area and fails to notify the Health Plan, or fails
credentialing; but shall be made immediately upon the Health Plan
becoming aware of the circumstances.

If a norPCP Provider, including, but not limited to a specialist or
hospital, ceases to be anivetwork Provider, provide written notice to
each Enrollee seen and/or treated by the RBEP provider within the
previous six (6) months. Notice shall be issued no less than thirty (30)
days prior to the effective date of the termination of the rBCP

Provider when possible or immediately upon the Health Plan becoming
aware of the termination.

If a longterm care Provider ceases to be amietwork Provider, the

Health Plan shall provide written notice as soon as possible, but no less
than thirty (30) elendar days prior to the effective date of the
termination and no more than fifteen (15) calendar days after receipt or
issuance of the termination notice, to each Enrollee who has chosen or is
authorized to receive lonterm care services from the Proeid Notices
regarding termination by a nursing facility shall comply with applicable
federal and State statutes and regulations. The requirement to provide
notice thirty (30) calendar days prior to the effective date of termination
will be waived in ingtnces where a Provider becomes physically unable
to care for Enrollees due to iliness, dies, fails to provide thirty (30)

Ot SYRIFNJ RFegaQ RgFryOS y2iA0S G2 (K

Geographic Service Area and fails to notify the Health Plan, or fails
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credentialing; but shall be made immediately upon the Health Plan
becoming aware of the circumstances.
2. IDHW Noatification: The Health Plan shall provide written notices to IDHW that
include all notice content requirements specified in applicable fedmmelState statutes
and regulations, and all court orders and consent decrees governing notice and appeal
procedures, as they become effective and as follows:
a) When a subcontract that relates to the provision of services to Enrollees
or claims processing ®ing terminated between the Health Plan and a

adzo0 02y (NI OU2NE 3IAGS G £Srad GKANI& don

termination to IDHW. Said notices shall include, at a minimum: a statement
SELX FAYyAYy3a GKS | St t (amewstibtoyit@ctor faryhd Sy G (i 2
provision of said services; an effective date for termination and/or change; and
any other pertinent information that may be needed to access services. In
addition to the prior written notice, the Health Plan shall also prode

transition plan to IDHW within fifteen (15) calendar days, which includes, at a

YAYAYdzYY AYTF2NXIGA2y NBIFNRAYy3I KIFyRfAy3
Fdzi K2NAT I GA2y NBljdzS§ada RdzZNAYy3 FyR I FiSN)

method for ensuring continujt of care is maintained for Enrollees.

b) b2adAFe L512 Ay gNRGAYTI 2F GKS GSN¥YAY

Provider Subcontract with any hospital, whether the termination is initiated by
the hospital or by the Health Plan, no less than thirty (30)nzide days prior to
the effective date of the termination.

C) Notify IDHW of any Provider termination and submit an Excel

ALINBIFRaKSSG GKFU AyOftdzRSa GKS t NROJARSNID:

number, NPI number (if applicable), and the number of Enrslédtected

GAGKAY FAOBS oO0p0O o0dzaAAySaa RIFea 2F (KS
was initiated by the Provider, the notice to IDHW shall include a copy of the

t NEOARSNRAE y20AFAOFIGAR2Y (2 GKS 1 SIft 0K
documentaton of all information, including a copy of the actual Enrollee

notice(s) orsite. Upon request, the Health Plan shall provide IDHW a copy of

the following: one (1) or more of the actual Enrollee notices mailed, an

electronic listing in Excel identifyimgich Enrollee to whom a notice was sent, a
transition plan for the Enrollees affected, and documentation from the Health

tfFyQa YFAf NR2Y 2N 2dzidaARS OSYR2NJ AYRA

notices were mailed as proof of compliance with the Eemhotification
requirements.

d) Notify IDHW within five (5) business days of the date that the Network
Provider Subcontract was terminated in writing, the terminations of all Network
Provider Subcontracts that cause the Health Plan to be out of compliaittte w
the Network Adequacy Standards.

e) Notify IDHW of significant changes that may affect Provider procedures
at least thirty (30) calendar days prior to notifying its Provider network of the
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changes. The Health Plan shall give Providers at least thit®@@) Sy R NJ Rl & &
I RGIFYyOS y20A0S 2F aA3yATFAOLIYy(d OKIFy3aSa Gl
(e.g. changes in subcontractors, claims submission procedures, or prior

authorization policies). The Health Plan shall post a notice of the changes on its

Provder website to inform both imetwork and outof-network Providers, and

make payment policies available to eaftnetwork Providers upon request.

VIIl.  Cultural Competency

A. The Health Plan shall:
1. t F NOAOALI GS Ay L512Qa ST7T2 MAdultuialy LINE Y2 (!
competent manner to all Enrollees, including those with limited English proficiency and
diverse cultural and ethnic backgrounds. 42 CFR § 438.206
2. Comply with standards 4, 5, 6, and 7 of the National Standards on Culturally and
Linguisticdly Appropriate Services (CLAS). The Health Plan shall make available easily
understood patientrelated materials and post signage in the languages of the
commonly encountered groups and/or groups represented in the service area.
3. Submit a Cultural Competey Plan within thirty (30) calendar days of the
contract effective date that outlines clear goals, policies, operational plans, and
management accountability/oversight mechanisms to provide culturally and
linguistically appropriate services with specifictdis on Indian and Hispanic needs that
includes the following requirements:
a) Maintain sufficient staff with cultural competency to implement and
oversee compliance with the Cultural Competency Plan;
b) Identify Enrollees whose cultural norms and practices afégct their
access to health care and include its plan to outreach these Enrollees;
c) Recruit and retain qualified, diverse, and culturally competent clinical
staff within the Provider network and offer single case agreements to culturally
competentstaffalzi aA RS 2F Ada ySGég2Nl > AT NBI dzi N
d) Work with Indian and Hispanic Providers to promote the development
of these culturally specialized networks of Providers;
e) Monitor the language services provided to all Enrollees, upon request
and address gaps or inadequacies found;
f) Respond to Enrollees with limited English proficiency through the use of
bilingual/multicultural staff or language assistance services. Bilingualfmulti
cultural staff, at a minimum, shall speak English, Spanighaay other
language spoken by at least five percent (5%) of the population eligible for
services;
Q) Notify Enrollees that oral interpretation is available for any language,
and that written information is available in prevalent languages at no expense
to them and provide instruction on how to access those services;
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h) Ensure every reasonable effort is made to overcome any barrier that
Enrollees may have to receiving services, including any language or other
communication barrier; and

i) Ensure network Providersave staff available to communicate with the
Enrollee in his or her spoken language, and/or access to a ghased

translation service so that someone is readily available to communicate orally
with the Enrollee in his or her spoken language free of ghar

IX. Non-discrimination Compliance
A. IDHW will:
1. Investigate and resolve all alleged acts of discrimination committed by the

Health Plan, its employees, and subcontractors.
2. WSOASS GKS 1 SIFHTOK tflFyQa AYAGAIET Ay@Sai;
resolutions for the complaints.
B. IDHW may:
1. Investigate and resolve any complaints concerning alleged acts of discrimination
O2YYAUUSR 08 tNRPJARSNEZ t NPJARSNDRA SYLX 28S8°¢
2. wSljdzSad GKS [|d&drifmidaiion coinplighe®Staffyadsigt with
conducting any investigations.
C. The Health Plan shall:
1. Comply with all federal and state statutes and regulations including title VI of
the Civil Rights Act of 1964; title IX of the Education Amendments of 1972 (regarding
education programs and activities); the Age Discrimination Act of 1975; the
Rehabilitation Act of 1973; the Americans with Disabilities Act 42 CFR § 438.6(f)(1), the
Omnibus Budget Reconciliation Act of 1981 (P.t3%7the Church Amendments (42
U.S.C. 306d), Section 245 of the Public Health Service Act (42 U.S.C. 238n), and the
Weldon Amadment (Consolidated Appropriations Act 2008, Public Lawl®10 Div. G,
Sec. 508 (d), 121 Stat. 1844, 2209) regardingdiscrimination.
2. Develop and submit a Nediscrimination Compliance Plan within thirty (30)
calendar days of the contract effectidate that includes the following requirements, at
a minimum:
a) Emphasize nodiscrimination in personnel policies and procedures as it
relates to hiring, promoting, operational policies, contracting processes, and
participation on advisory/planning boards committees.
b) Ask all staff to provide their race or ethnic origin and sex. Staff response
is voluntary. The Health Plan is prohibited from utilizing information obtained
pursuant to such a request as a basis for decisions regarding employment or in
determination of compensation amounts.
C) Make a standard, approved Discrimination Complaint Form available to
Enrollees. The Discrimination Complaint Form shall be provided to Enrollees
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upon request, included in the Enrollee Handbook, and available in Eagtish
Spanish.

d) Ensure Enrollees receive assistance with submitting complaints to
IDHW, upon request.
(2) Inform employees, Providers, and subcontractors how to assist

Enrollees with obtaining Discrimination Complaint Forms and how to
obtain assistance from thHealth Plan with submitting the forms to
IDHW and the Health Plan.
e) Ensure all discrimination complaints against the Health Plan, its
SYLX 2855843 t NPOARSNAZ t NEPUARSNDRA SYLX 28
according to the following processes:
D Forcomplaints concerning alleged acts of discrimination
committed by the Health Plan and/or its employees related to the
provision of and/or access to Covered Services: (1) Send complaints to
IDHW within two (2) business days of the complaint; (2) AssisvIDH
during the investigation and resolution of complaints and provide
requested information to IDHW; (3) Implement the IDHW approved
corrective action plan to resolve the discrimination complaint within the
timeframes designated by IDHW; and (4) Ensure aayghentation or
materials related to the investigation are considered confidential and is
not subject to disclosure to any third party, unless disclosure is
otherwise required by law.
(2) For complaints concerning alleged acts of discrimination
committed byt N2 A RSNE>X t NPOARSNBRQ SYLX 28SS
related to the provision of and/or access to Covered Services: (1) Send
complaints reported to the Health Plan to IDHW within two (2) business
days from the date the Health Plan learns of such coma{@) Begin
to document and conduct the initial investigations of the complaints
within five (5) business days of receipt of such complaints; (3) Report
the determination to IDHW when an initial investigation has been
completed. At a minimum, the reposhall include the identity of the
LI NI & FAEAYy3a GKS O2YLX FAYOGT GKS 02 YL
Plan; the circumstances of the complaint; the date the complaint was
FAESRT IyR GKS 1 SFHfGK tflyQa adzZa3asSad
theHed 4K tflyQa AYyAGAIf Ay@SadGAararzya
resolutions for the complaints; (5) Implement the IDHW approved
corrective action plan to resolve the discrimination complaint within the
timeframes designated by IDHW; and (6) Ensure anyrdeatation or
materials related to the investigation are considered confidential and is
not subject to disclosure to any third party, unless disclosure is
otherwise required by law.
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3. Develop and submit a Nediscrimination Compliance Training Plan withiirth
(30) calendar days of the contract effective date that includes, but is not limited to the
following requirements:
a) Written policies and procedures that demonstrate ndiscrimination in
the provision of and/or access to Covered Services to Enroleesl|lees with
limited English proficiency, and Enrollees requiring communication assistance in
Alternative Formats.
b) Provide nordiscrimination compliance training to all Health Plan staff
within sixty (60) calendar days of the contract effective daté &mall new staff
within sixty (60) calendar days of hire.
C) Provide nordiscrimination compliance training to all Providers and
subcontractors providing direct service to Enrollees within ninety (90) calendar
days of the contract effective date and to a#lw Providers within ninety (90)
calendar days of hire.
d) Maintain documented proof of nediscrimination compliance training.

4. Provide Reports on nediscrimination compliance activities as described in the

Reports section of this contract.

5. Abide by IDHW® & | LILINE SR NBaz2ftdzirazy 2F |yeé RAA
may include a corrective action plan and/or require the Health Plan to provide

additional nondiscrimination training on relevant discrimination topics.

X. Health Insurance Portability and Accdaibility Act (HIPAA) Compliance

A.

The Health Plan shall:

1. Acknowledge its designation as a covered entity and/or business associate
under the HIPAA regulations and agree to comply with all applicable HIPAA regulations.
2. Inform Enrollees of their privagyghts in the manner specified under the
regulations.

3. Provide training to staff and employees regarding HHr#l#ted policies,
procedures, Enrollee rights, and penalties prior to the HIPAA implementation deadlines
and at least annually thereafter.

4, Tracktraining of staff and employees and maintain signed acknowledgements of
dzy RSNARUGI YRAY3 o6& aidlFF YR SyYLi28SS8a 2F (KS
5. Implement and maintain a plan for receiving, creating, accessing, storing, and

transmitting Protected Healtmformation (PHI) in a manner that is compliant with
HIPAA standards for electronic data exchange privacy and security requirements (45 CFR
§ 160, 162 and 164) and addresses the following:
a) Ensure that PHI exchanged between the Health Plan and IDHW is used
only for the purposes of treatment, payment, or health care operations and
health oversight and its related functions. All PHI not transmitted for these
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purposes or for purposes allowed under the Federal HIPAA regulations shall be

de-identified bythe Heal K t £ 'y (G2 &SOdz2NBE |yR LINRGSOI

b) Set up appropriate mechanisms to limit use or disclosure of PHI to the
minimum necessary to accomplish the intended purpose of the use or
disclosure.

c) Adopt the appropriate procedures and access safeguardsdtrict and
regulate access to and use by Health Plan employees and other persons
performing work for the Health Plan to have only minimum necessary access to
PHI and personally identifiable data.

d) Planning, development, testing, and implementation ofvnaperating

rules, new or updated versions of electronic transaction standards, and new or
updated national standard code sets.

e) Concurrent use of multiple versions of electronic transaction standards
and codes sets.

f) Registration and certification of newd existing trading partners.

0)] Creation, maintenance, and distribution of transaction companion

guides for trading partners.

h) A staffing plan for Electronic Data Interchange (EDI) help desk to
monitor data exchange activities, coordinate corrective actiamdgdiled

records or transactions, and support trading partners and business associates.

i) Strategies for maintaining ujp-date knowledge of HIPAA related
mandates with defined or expected future compliance deadlines.
)] Compliance with all applicable HIPAquirements including, but not

limited to the following:
D Compliance with the Privacy Rule, Security Rule, and
Notification Rule (45 CFR 8§ 164.&B%); the creation of and adherence
to Privacy and Security Safeguards and Policies;
2) Timely Reporting of Viations in the Access, Use and Disclosure
of PHI,
3) Timely Reporting of Privacy and/or Security Incidents; and
4) Acknowledgement that failure to comply may result in actual
damages that the IDHW incurs as a result of the breach.
k) Policies and procedures to pedically audit adherence to all HIPAA
regulations, and for which the Health Plan acknowledges and promises to
perform, including but not limited to the following obligations and actions:
1) Agree to ensure that any agent, including a subcontractor, to
whomit provides PHI that was created, received, maintained, or
transmitted on behalf of IDHW agrees to use reasonable and
appropriate safeguards to protect the PHI; and
(2) Return or destroy all confidential information upon termination
of the contract and certyf on oath, in writing, that such return or
destruction has been completed. The Health Plan shall identify any PHI
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that cannot feasibly be returned or destroyed and upon agreement by
the IDHW, shall extend the protections of this contract to such
confidental information and limit further uses and disclosures of such
confidential information to those purposes that make the return or
destruction infeasible, for so long as the Health Plan maintains such
confidential information.
6. Obtain and submit a third pty certification of their HIPAA transaction
compliance no less than ninety (90) calendar days before the start date of operations.
7. Track all security incidents as defined by HIPAA, and as required by the HIPAA
Report. The Health Plan shall report in soany fashion such security incidents as
defined in the Reports section of this contract.

XI. Enrollee Records and Health Information Exchange

A.

The Health Plan shall:

1. Develop and maintain written policies and procedures for maintaining the
confidentiality of all medical records and other pertinent information including, but not
limited to health and enrollment information.

2. Ensure that Enrollee medical records, and ather health and enroliment
information that contains individually identifiable health information, both hard copy
and computerized, is used and disclosed in accordance with the privacy requirements
set forth in the HIPAA Privacy Rule (45 CFR § 160 and1B3in accordance with 42
CFR § 438.224.

3. Comply with all applicable federal and State statutes and regulations regarding
privacy and confidentiality requirements.
4, Maintain medical records in a manner that is current, detailed, and organized,

and thatpermits effective and confidential patient care and quality review,
administrative, civil, and/or criminal investigations and/or prosecutions.

5. Require innetwork Providers and subcontractors to maintain medical records in
a manner that is current, detaideand organized, and which permits effective and
confidential patient care and quality review, administrative, civil and/or criminal
investigations, and/or prosecutions.

6. Have medical record keeping policies and procedures that are consistent with
42 CFR 856 and current National Committee on Quality Assurance (NCQA) standards
for medical record documentation and distribute these policies to sites where Covered
Services are rendered. At a minimum, the policies and procedures shall address:

a) Confidentialityof medical records;
b) Medical record documentation standards; and
c) The medical record keeping system and standards for the availability of

medical records. At a minimum the following shall apply:
1) As applicable, medical records shall be maintained or availabl
at the site where Covered Services are rendered;
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2) Performance goals to assess the quality of medical record

keeping; and

3) Respect the privacy of Enrollees.
d) Complying with all federal and State legal requirements as they pertain
to confidentiality and priacy of Enrollee records, including without limitation
HIPAA;

e) Sharing information as requested by Enrollees in writing and/or
electronically;
f) Ensuring effective linkages of clinical and management information

systems among all Providers in the Providetwork (e.g., acute, specialty,
Behavioral Health, and LTSS Providers), leveraging national stahdaets
statewide Health Information Exchange where applicable;
0)] Maintaining a communication network that facilitates Care
Coordination, including use bydiHealth Plan of a single electronic medical
record to manage communication and information flow regarding referrals,
transitions, and services;
h) Maintaining a single, comprehensive, centralized Enrollee Record that
R20dzySyiGa GKS 9y NPl fusctofal ant Sétal statug and 6 SK I G,
that contains the following:
(1) 9yNRfftSSaQ ARSYy(GAFeAy3ad YR RSY23AN
race, ethnicity, disability type, primary language, and homelessness) and
family/caregiver contact information;
(2) Documentationof each Medicaid service provided, including
the date of service, the name of both the referring Provider and the
servicing Provider (if different), and their contact information;
3) Documentation of physical access and programmatic access
needs of the Enrades, as well as needs for accessible medical
equipment;
4) Documentation of communication access needs, including live
interpreting services, access to telephone devices and advanced
technologies that are hearing aid compatible, and video relay service or
point-to-point video for Enrollees who are deaf or hard of hearing;
(5) Documentation of multidisciplinary assessments, including
diagnoses, prognoses, reassessments, Individualized Care Plans,
behavioral health treatment plan, and treatment and progress notes
signed and dated by the appropriate Provider;
(6) Laboratory and radiology reports;
(7 Prescribed medications under the Medicaid benefits, including
dosages and any known drug contraindications;
B8 !''LIRIFGSE 2y GKS 9yNRfftSSQa Ayg2t @S
community agencies that are not part of the Provider Network,
including any services provided;
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9) Documentation of contacts with family members and persons

giving informal support, if any;

(10)  Physician orders;

(11) 9y NRffSSQa AYRAGARIAZ f | R& yOS RAN
recorded and maintained in a prominent place;

(12) Plan for Emergency Medical Conditions and Urgent Care,

including identifying information about any emergency contact persons;

(13) Behavioral health crisis plans, if appropriate; and

(14) Allergies and special dietangeds.

XII. Subcontracts

A. The Health Plan shall:
1. Maintain oversight, and be responsible for any functions and responsibilities it
delegates to any subcontractor in accordance with 42 CFR § 438.230.
2. Support all subcontracts by a written agreement that meéts tequirements of
42 CFR 88 434.6 and 438.214(c). The written agreement must
a) Incorporate by reference the applicable terms and conditions of this
contract, and specify that the subcontractor agrees to perform the delegated
activities and reporting respoitslities in accordance with the terms and
conditions of this contract;
b) Specify the activities or obligations, and related reporting
responsibilities, that are delegated to the subcontractor;
c) Provide for revoking delegation or imposing other sanctiottseif
4dz0 O2y GNI Ol 2NN& LISNF2NXI YOS Aa Ayl RSI dz |
d) Specify that the subcontractor agrees to comply with all applicable
Medicaid laws and regulations, including applicable subregulatory guidance and
contract provisions;
e) Specify that the subcontractor must nekvailable, for the purposes of
an audit, evaluation, or inspection, its premises, physical facilities, equipment,
books, records, contracts, computers, or other electronic systems relating to its
Enrollees at no cost to the requesting agency; and
f) Indicak that the IDHW, Medicaid Fraud Control Unit (MFCU), CMS, HHS
Inspector General, the Comptroller General, or their designees have the right to
immediately audit, evaluate, and inspect any books, records, contracts,
computer or other electronic systems dfda subcontractor, or of the
3dz0 O2y G NI Oli2NNa O2y (NI OG2NE GKFG LISNI I A
performed, or determination of amounts payable under this contract.
(2) The right to audit will exist through ten (10) years from the final
date of the contract period or from the date of completion of any audit,
whichever is later
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2) If the IDHW, MFCU, CMS, or the HHS Inspector General
determines that there is a reasonable possibility of fraud or similar risk,
the IDHW, CMS, or HHS Inspector Generalingpect, evaluate, and
audit the subcontractor at any time.
3. Develop and maintain policies and procedures to audit and monitor
4dzo O2y UNF OG2NBQ RIGlFY RIFEGF adzomYAdaarzys | yR
mechanisms to monitor performance and compliamdéh contract requirements on an
ongoing basis with formal reviews at least quarterly
a) The Health Plan must have in place a process to conduct unannounced
on-site visits to obtain records from subcontractors when the Health Plan
receives allegations of fraywaste, or abuse that would be difficult to validate
via written requests.
4, Provide the findings of all subcontractor performance monitoring and reviews
upon request and notify the IDHW any time a subcontractor is placed on corrective
action. If defi@ncies or areas requiring improvement are identified, the Health Plan
and subcontractor shall take corrective action. IDHW will establish and provide any
reporting requirements for incorporating subcontractor performance into reports
submitted to IDHW.

5. Ersure that all subcontractors with access to PHI sign a business associate
agreement that requires compliance with HIPAA.
6. Not make payment to any agency providing home health services unless the

agency provides the Health Plan, on a continuing basis, #ydwad in a form specified
under the Social Security Act 8 1861(0) and in an amount that is not less than $50,000 or
such comparable surety bond as indicated in the Social Security Act § 1903(i)(18).

XIll.  Contracts with Providers / Network Provider Subcontsact

A. IDHW will:
1. Not require the Health Plan to contract with Providers beyond the number
necessary to meet the needs of its Enrollees and the access standards of this contract;
and
2. Not preclude the Health Plan from establishing measures which are consistent
with its responsibilities to Enrollees that are designed to maintain quality of services and
control costs.

3. Not preclude the Health Plan from using different reimbursement amounts for
different specialties or for different practitioners of the same spdgial

4. The Health Plan shall:

5. Provide Covered Services via direct Network Provider Subcontracts or by
entering into a subcontract(s) with entities or organizations to provide Covered Services
to Enrollees.

6. Ensure all contracts with Providers, entities, oganizations providing services

incorporate by reference the applicable terms and conditions of this contract, specifies
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the activities and reporting responsibilities delegated to the Provider, entity, or
organization and provides for revoking delegatiarimposing other sanctions if the
t NEOARSNRASY SyidAradeqQazr 2N 2NBFYATFGA2Yy Q&
7. Organize records, billing, and payment systems such that each Provider has a
unique identifier for billing and payment purposes.
8. Implement and maintain witten policies and procedures for the selection and
retention of Providers that include the following requirements:
a) Not discriminate against particular Providers that serve high risk
populations or specialize in conditions that require costly treatnpt42 CFR
§ 438.214(c);
b) Not discriminate for the participation, reimbursement, or
indemnification of any Provider who is acting within the scope of his or her
license or certification under applicable state law, solely on the basis of that

licenseorcet TAOF GA2Y @ ¢tKS ISIHfTGK tfFyQa |

as maintain a separate network and not include any willing Provider is not
considered discrimination per 42 CFR § 438.12;

C) Give affected Providers written notice if the Health Plan deslito
include individual or groups of Providers in its network;
d) Maintain all Provider contracts in accordance with the provisions

specified in 42 CFR 8 438.12 and 42 CFR 8§ 438.214 with respect to the selection
and retention of providers, credentialing anelcredentialing requirements, and
nondiscrimination.

e) Not discriminate against Providers and entities in accordance with the
federal prohibition against discrimination as provided for under the collective

AAAAAAAA

LIS N

OAf
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individually as the Church Amendments, 42 U.S.C. §308action 245 of the
Public Health Service Act, 42 U.S.C. § 238n, and the Weldon Amendment,
Consolidated Appropriations Act, 2010, Public Lawc11Z, Div. D, Sec. 508(d),
123 Stat. 3034, 32%SB0;

f) Provide all necessary training and information to Providers to ensure
satisfaction of all Health Plan responsibilities as specified in the contract; and
9) Not execute Network Provider Subcontracts that contain compensation

terms tha discourage Providers from serving any specific eligibility category or
population covered by this contract.
9. Offer training to assist Fefer-Service Providers in the transition to the
managed care program, including developing the proper administraapabilities in
information technology, billing, systems operations, and tracking enroliment and
disenroliment to effectively operate within a managed care environment.
10. Establish written agreements with alliretwork Providers in accordance with
42 CFR § 438.206 and the requirements in AttachmemM&work Provider
Subcontracts.
a) Providers of LTSS must be Medieaidolled Providers in good standing.
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b) For all other Rovider categories, the Health Plan may contract with
non-Medicaid Providers if they meet the minimum Medicaid Provider
gualifications.
D Providers must meet the minimum Medicaid Provider
qualifications prior to their inclusion on the Provider Enrolimefe F
and/or before payment of their claim.
11. Submit the Network Provider Subcontract template and any subsequent
changes to IDHW for review and approval prior to implementation.
12. Comply with the requirements set forth in 42 CFR 8§ 434.6, General
requirementsfor all contracts and subcontracts.
13. PGATATS GKS L5112 LINPOGARSNI FAEST YIRS | gl
to verify Medicaid provider status and reconcile provider type and specialty.

XIV.  Credentialing and Other Certification

A. Provider Credentialingfhe Health Plan shall:
1. Completely process credentialing applications from all types of Providers
(physical health, behavioral health and letegm care Providers) within one hundred
twenty (120) calendar days of receipt of a completed credentialing @i, including
all necessary documentation and attachments, and a signed Provider contract. This
includes review, approval, and loading approved applicants to its Provider files in its
claims processing system or denying the application and ensur@aBritvider is not
used under the contract.
2. Ensure that no credentialed Provider engages in any practice with respect to any
Enrollee that constitutes unlawful discrimination under any applicable federal and State
statutes and regulations including, buttiomited to practices that violate the
provisions of 45 CFR § Part 80, 45 CFR § Part 84, and 45 CFR § Part 90. Notify IDHW
when a Provider fails credentialing oreceedentialing, no longer meets Provider
standards, or if the ability of a Provider to pide services is limited because of a
program integrity reason within thirty (30) calendar days of the denial or limitation. The
Health Plan shall provide related and relevant information to IDHW as required by IDHW
or federal or State statute and regulatis.
3. Terminate, suspend, or deny enrollment to a Provider from its network as
appropriate. Notify IDHW of immediately if a Provider is terminated or suspended from
GKS I1'SIHfGK tftlyQa tflys LRIFIK2 aSRAOIFIARI aSF
is the subject of a State or Federal licensing action or for any other independent Action.
Such Providers are not authorized to continue providing services under this contract.
The Health Plan shall deny payment to such Providers for any services provited aft
being terminated or suspended.
4, Implement and maintain written policies and procedures related to Provider
credentialing and reredentialing that include standards of conduct that articulate the
I SFEGK tflFyQa dzyRSNEGF YRAWR AWARKSS (NSl dzASNE Y
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compliance with all applicable federal and State statutes and regulations related to
Provider credentialing. The policies and procedures shall be submitted to IDHW for
review and approval prior to implementation of this contraannually thereafter, and if
amended. The policies and procedures shall include:

a) A training plan designed to educate staff in the credentialing and re
credentialing requirements;

b) Provisions for monitoring and auditing compliance with credentialing
stanadards;

c) Provisions for prompt response and corrective action when-non
compliance with credentialing standards is detected;

d) A description of the types of Providers that are credentialed,

e) Methods of verifying credentialing assertions, including any evidence of
prior Provider sanctions;

f) Prohibition against employment or contracting with Providers excluded
from participation in federal health care programs; and

0)] Methods for certifying that each Provider license is current with the

appropriate Idaho licensing buae using the license and certification
requirements for each individual Provider type.
5. Demonstrate that its Providers are credentialed as provided in this contract
within thirty (30) calendar days prior to implementation.
B. Clinical Laboratory Improvement Amendments (CLIA) of 1988:
1. The Health Plan shall comply with the provisions of CLIA 1988 and ensure all
laboratory testing sites providing services under this contract have a CLIA identification
number and a current CLIArtiéicate of waiver or certificate of registration.

a) Laboratories with CLIA certificates of waiver shall provide only the types
of tests permitted under the terms of their waiver.
b) Laboratories with CLIA certificates of registration may perform a full

range of laboratory tests.

XV. Covered Services

A. The Health Plan shall:
1. Provide a benefit package that includes the comprehensive set of Covered
Services in the amount, duration, and scope available under the Medicaid State Plan and
the Medicaid waiver progranthat is no less than the amount, duration, and scope for
the same services furnished to beneficiaries underfteeservice Medicaid, which are
defined in Attachment 4 Plan BenefiPackageincluding the Medicaid portion of
coveredservices paid by the primapayer. Covered Services are subject to change
during the contract. IDHW will communicate information regarding potential changes
to Covered Services in advance of any changes.
2. Provide for the full range of Covered Services.
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3. Offer at least the same level of Medically Necessary services in the amount,

duration and scope an Enrollee has access to under the Medicaid State Plan or 1915(c)

Aged and Disabled Waiver (A&D Waiver) for all Covered Services, including organ
transplantsthat is no less than the amount, duration, and scope for the same services

furnished to beneficiaries under feer-service Medicaid.

4. Allow Enrollees to file Grievances or Appeals regarding their services. If the

Health Plan rules against the Enrolleasere the Enrollee that they may appeal the

' OGA2Y GKNRBAAK GKS {dFGS FIFANI KSIENAY3I LINROS

process.
5. Cover inpatient hospital care, inpatient behavioral health care, and nursing
facility services only under the foling circumstances:
a) Inpatient hospital care after the Enrollee exhausts the Medicare benefit
limit per eligibility period or the Medicare lifetime reserve of days;
b) Inpatient behavioral health care in a psychiatric or acute care hospital
after the Enrolleeexhausts the Medicare benefit limit; or
c) Nursing facility services when there is no Medicare benefit.
6. Pay hospice agencies a per diem amount for room and board of hospice

residents in a certified nursing facility receiving routine or continuous carécestv
consistent with IDAPA 8§ 16.03.10.459.08 and applicable hospice rules in IDAPA §
16.03.10.45160.

7. Provide for abortions only under the following situations:
a) If the pregnancy is the result of an act of rape or incest, or
b) In the case where a womanféers from a physical disorder, physical

injury, or physical illness; including a{éadangering physical condition caused
by or arising from the pregnancy itself that would, as certified by a physician,
place the woman in danger of death unless an aiborts performed.

c) No other abortions, regardless of funding, shall be provided as a benefit
under the contract.
8. Not provide services which violate the Assisted Suicide Funding Restriction Act
of 1997.

XVI.  Medical Necessity

A. The Health Plan shall:
1. Authorize,arrange, coordinate, and provide to Enrollees all Medically Necessary
Covered Services as specified in the Covered Services Section, in accordance with the
requirements of this contract.
2. Furnish Covered Services in an amount, duration, or scope reaseagiagted
to achieve the purpose for which the services are furnished. The Health Plan may place
appropriate limits on a service on the basis of Medical Necessity criteria for the purpose
of utilization control, provided that

a) The services furnished can ssmable achieve their purpose,
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b) The services supporting individuals with ongoing or chronic conditions

or who require longerm services and supports are authorized in a manner that

NEFf SOGa GKS 9y NRffSSQa 2y3a2Ay3a ySSR F2I
c) Family planning services are provided in a manner that protects and
SylFroftSa GKS 9yNRffSSQa FTNBSR2Y (2 OK22a:
used consistent with 42 CFR § 441.20.

3. Cover, at minimum, all benefits and services Medically Necessary as dddorib
the Plan Benefit Package including, but not limited to those services that:
a) Prevent, diagnose, or treat health impairments;
b) Allow Enrollees to attain, maintain, or regain functional capacity; or
C) Allow Enrollees receiving losigrm services and suppts to have

access to the benefits of community living, to achieve persemtered goals,

and live and work in the setting of their choice.
4, Maintain service limits that are not more rigorous than they would be under
Medicare or Medicaid outside of this ictvact.
5. Make the criteria for Medical Necessity determinations for all Covered Services
available to any contracting Provider and current or Potential Enrollee upon request.
6. Not deny authorization for a Covered Service that the Enrollee or the Provider
demonstrates is Medically Necessary; provided that the limitation for the service has
not been reached.
7. Not employ utilization control guidelines, whether explicit or de facto, unless
supported by a determination of Medical Necessity based upon the nefdtie o
Enrollee.

8. Not employ quantitative coverage limits, whether explicit or de facto, that are
more restrictive than Medicaid coverage limits.
9. Establish procedures and Medical Necessity Guidelines for the determination of

Medical Necessity of Cover&rvices. The determination of Medical Necessity shall be
made on a case by case basis. The procedures and guidelines shall, at a minimum:

a) Be developed with input from practicing physicians and psychiatrists,
when appropriate;

b) Be developed in accordanedth standards adopted by national
accreditation organizations;

c) Be developed in accordance with the definition of Medical Necessity in
Attachment5 - Contract Definitions;

d) Be updated at least annually or as new treatments, applications, and
technologiesare adopted as generally accepted professional medical practice;
e) Be evidencéased, if practicable;

f) Be applied in a manner that considers the individual health care needs
of the Enrollee.

0) Be consistent with Medicare standards for acute services and

presciption drugs and Medicaid standards for LTSS, as applicable; and
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XVIL.

XVIIL.

XIX.

Second Opinion

A. The Health Plan shall provide for a second opinion in any situation where there is a
guestion concerning a diagnosis, the options for surgery, or other treatment of a health
condition when requested by an Enrollee or their legal representative. The second opinion shall
be provided by an imetwork licensed, qualified professional, or the Health Plan may arrange

for the ability of the enrollee to obtain one outside of the netrk. The second opinion shall be
provided at no cost to the Enrollee. 42 CFR § 438.206

CarvedOut Services and Supplemental Services

A. CarvedOut Services: The Health Plan shall coordinate with the IDHW to ensure
Enrollees are linked to the appropriatersiees for carvedbut nonemergency medical
transportation, dental service§evelopmental Disabilities (DD) Waiver including Targeted
Service Coordination, ICF/A4Brvices and915(i) State Plan Option services as described in
Attachment 4- Plan BenefiPackage Examples of coordination include, but are not limited to
transferring calls from the Call Center/Help Desk information line to IDHW and providing
information on how to access these services in Enrollee education materials.
B. Supplemental Serviceshe Health Plan may provide additional benefits not covered in
the Medicaid State Plan that enhance the general health andlvedtig of its Enrollees,
including programs that address preventive health, risk factors, or personal responsibility
(SupplementhServices). The Health Plan shall:
1. Not build costs for Supplemental Services into the capitation rate.
2. Offer and provide to all Enrollees any and all Supplemental Services specific to
Enrollees for which the Health Plan has received IDHW approvalupflegental
Services must be approved by IDHW.

3. Not pay for norcovered services unless it is an approved Supplemental Service
or as otherwise directed by a court of law.
4. Ensure no Enrollee is balance billed for any reason by any Provider for

Supplementabr Covered Services.

Authorization of Services

A. For the processing of requests for initial and continuing authorizations of Covered
Services, the Health Plan shall:

1. Have in place and follow written policies and procedures;

2. Have in effect mechanisms to ane the consistent application of review

criteria for authorization decisions; and

3. Consult with the requesting Provider, when appropriate.
B. The Health Plan shall authorize services in accordance with 42 CFR § 438.210 and as
follows:

1. Ensure all behavioral health authorization and utilization management activities

are in compliance with 42 U.S.C. § 132%hb)(8).
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2. GComply with the requirements for demonstrating parity for both cost sharing
(copayments) and treatment limitations betwedsehavioral health and substance use

disorder and medical/surgical inpatient, outpatient, and pharmacy benefits as required

by the Mental Health Parity and Addiction Equity Act (MHPAHEASprovisiondoes not

require Health Plan to ensure MHPAEA compkanith respect to benefits provided by

or under another health plan.

3. Authorize Personal Care Services (PCS) and/or A&D Waiver services to meet
9YNRffSSaQ ySSRa FT2NJ FaaradlyOoS gAdGK ! OGA DA
Activities of Daily king (IADLS), in accordance with the results of the Uniform

Assessment Instrument (UAI). The authorization process shall be integrated with the

I SFfOGK tflryQa FdziK2NAT I GA2y LINRPOSaa F2NJ O02¢
services.

4, Not require hat PCS and/or A&D Waiver services be ordered by a treating

physician, but may consult with the treating physician, as appropriate, regarding the
9YNRffSSQa LKeaAOlf KSIfOiKZI o0SKI@A2NIf KSIf
communication and coordination regNRA Y 3 (G KS 9y NRff SSQa LIKeaAic
health, and LTSS.

5. Notify the requesting Provider, in writing, and give the Enrollee written notice of

any decision by the Health Plan to deny a service authorization request, or to authorize

a service in aamount, duration, or scope that is less than requested. The notice shall

meet the requirements of 42 CFR § 438.404 and shall:

a) Be produced in a manner, format, and language that can be easily
understood;

b) Be made available in Prevalent Languages, uponestgand

c) Include information, in the most commonly used languages about how

to request translation services and Alternative Formats. Alternative Formats
include materials which can be understood by persons with limited English
proficiency.
6. Make authorizaibn decisions within the following timeframes:
a) For standard authorization decisions, provide notice as expeditiously as
0KS 9yNRfftSSQa KSIfOK O2yRAGAZ2Y NBI dzA NB:
days after receipt of the request for service, witpa@ssible extension not to
exceed fourteen (14) additional calendar days. Such extension will only be
allowed if:
(2) The Enrollee or the Provider requests an extension, or
(2) The Health Plan justifies to IDHW that: (1) The extension is in
0§KS 9y NPTt taBd32) Bhera iy ainsedBaaidrtional
information where: (i) There is a reasonable likelihood that receipt of
such information would lead to approval of the request, if received; and
(ii) Such outstanding information is reasonably expected to be received
within fourteen (14) calendar days.
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7.

3) The Health Plan provides the Enrollee or Provider with written
notice of the reason for the decision to extend the timeframe and
inform the Enrollee or Provider of the right to file a grievance if he or
she disagrees Wi that decision
b) For expedited service authorization decisions, where the Provider
indicates or the Health Plan determines that following the standard

Fdzi K2NAT I GA2Y GAYSTFNIYS O2dxA R aSNA2dzat &

or ability to attain, mantain, or regain maximum function, make a decision and
LINE GARS y2GA0S a4 SELSRAGAZ2dAAtE | &
no later than three (3) business days after receipt of the request for service,
with a possible extension not to excefmlirteen (14) calendar days. Such
extension will only be allowed if:
8} The Enrollee or the Provider requests an extension; or
(2) The Health Plan justifies to IDHW that: (1) The extension is in
GKS 9yNRftSSQa AYyGiSNBAGT YR 0O0HO
information where: (i) There is a reasonable likelihood that receipt of
such information would lead to approval of the request, if received; and
(ii) Such outstanding information is reasonably expected to be received
within fourteen (14) calendar days.
C) On thedate that the timeframes expire when service authorization
decisions are not reached within the timeframes for either standard or
expedited service authorizations. Untimely service authorizations constitute a
denial and are thus adverse actions.
d) For all overed outpatient drug authorization decisions, provided notice
consistent with section 1927(d)(5)(A) of the Social Security Act.

{
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health condition requires an expedited decisiogluding, but not limited to requests
for home health services for Enrollees being discharged from a hospital or other
inpatient setting when such home health services are needed upon discharge.

8. Not deny payment for a prior authorized service based onldbk of Medical
Necessity, provided that the Enrollee was eligible on the date of service, prior
authorization of the service was granted by the Health Plan, and the service was
provided; unless it is determined that the facts at the time of the deniglayinent are

significantly different than the circumstances which were described at the time that

prior authorization was granted.

9. Cover emergency services without requiring prior authorization or PCP referral,

as described in Emergency and Post Stahitimafare Section, regardless of whether
these services are provided by anrnietwork or outof-network Provider.

10. Have a mechanism in place to allow Enrollees to directly access a specialist as
FLILINBLINRFGS F2N 6KS 9y NP orESdlees readiider G A 2y

course of treatment or regular care monitoring.

11. Not require a PCP referral for Enrollees to access behavioral health services.
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XX.

C.

12. Not require a PCP referral for pregnant Enrollees to access prenatal care.
13. The Health Plan may require Enrollees to seek a referral from a PCP prior to
accessing some or all n@mergency specialty physical health services.

The Health Plan may require eof-network Providers to obtain prior authorization to

render any norselfreferral or noremergent services to Enrollees. If the @itnetwork

Provider has not obtained such prior authorization, the Health Plan may deny payment to that
out-of-network Provider. The Health Plan shall reimbursedadtrtetwork Providers for all
authorized, routine care provided to Enrollees.

Enrollment

A.

IDHW will:
1. Provide an 83<ligibility file of all members assigned to the Health Plan as
outlined in AttachmentlLO.
2. Not pay a Per Eligible Member Per Month (PMPM) payment for any Enrollee
who lostMedicaid eligibility the previous month.
3. Open enrollment schedule:
a) During implementation, potential Enrollees will have a ninety (90) day
open enrollment period to make an active selection of a Health Plan. At the
conclusion of the open enrollment pedopotential Enrollees who have not
made an active selection will be assigned by the IDHW based on an algorithm
that accounts for case mix to ensure equitable distribution amongst
participating Health Plaria accordance with the process described in
Attachment 10.
b) Annually thereafter, Enrollees will have a sixty (60) day open enroliment
period to make a change to their Health Plan.
c) Newly dual eligible potential Enrollees will have a ninety (90) day
enrollment period to make an active selection of a He&ltn. At the
conclusion of the open enrollment period, newly dual eligible potential
Enrollees who have not made an active selection will be assigned by the IDHW
based on an algorithm that accounts for case mix to ensure equitable
distribution amongst paitipating Health Plans.
The Health Plan shall:
1. Process all assigned enrollments and reenrollments. Enrollment into the MLTSS
program is mandatory for all dual eligible beneficiaries residing in the geographic service
area, excluding Tribal members and ginant women, and is authorized under an
approved waiver of Section 1915(b)(4) of the Social Security Act.
2. Accept new enrollments and reenrollments on an ongoing basis, including
members that are newly eligible in the service area based on an assignment algorithm
that accounts for case mix to ensure equitable distribution amongst participating Health
Plans.
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3. Verify eligibility of all Enrollees at the time of enrollment and reenrollment
utilizing the following criteria:
a) Aged twentyone (21) or older at the time of enrollment,
b) Eligible for full Medicaid benefits under one of the following categories:
(2) Recipientof Supplemental Security Income (SSl),
(2) SSirelated individuals,
3) Dual Eligible Qualified Medicare Beneficiary (QMB) Plus
individuals,
(4) Dual Eligible Specified Ldncome Medicare Beneficiary (SLMB)
Plus individuals,
(5) Full Benefit Dual Eligible (FBDE) indialdu
(6) Recipients of mandatory state supplements,
@) Recipients of hospice care, or
(8) Recipients of longerm care.
c) Entitled to or enrolled in Medicare Part A,
d) Enrolled in Medicare Part B,
e) Eligible to enroll in a Medicare Part D plan, and
f) Does not have End S&agrenal Disease at the time of enrollment unless
they are already enrolled in another health plan operated by the Health Plan.
4. Accept Potential Enrollees in the order in which they apply without restriction.
42 CFR § 438.6(d)(1).
5. Not discriminate againd®otential Enrollees eligible to enroll on the basis of
health status or need for health care services. 42 CFR § 438.6(d)(3) and 42 CFR 8§
422.110(a).
6. Not discriminate against Potential Enrollees eligible to enroll on the basis of
race, color, national orig, sex, sexual orientation, gender identity or disability and shall
not use any policy or practice that has the effect of discriminating on the basis of race,
color, national origin, sex, sexual orientation, gender identity or disability. 42 CFR §
438.6¢)(4)
7. Comply with all federal and State statutes and regulations and regulations
including title VI of the Civil Rights Act of 1964; title IX of the Education Amendments of
1972 (regarding education programs and activities); the Age Discrimination AZTSf 1
the Rehabilitation Act of 1973; and the Americans with Disabilities Act. 42 CFR §
438.6(f)(1)
8. Develop Information Technology (IT) Systems needed and/or modifications to
existing Systems to meet enroliment or disenrollment responsibilities at thetHekn
expense.
9. Ensure all enrollments or reenrollments are effective the first day of the month
following receipt of a completed enrollment request.
10. Only use Enrollment and Disenrollment Forms and enrollment related notices
approved by IDHW.
11. Provideevidence of the received enrollment request to the Enrollee.
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XXI.

12. Issue a confirmation of enroliment notice to all Enrollees within seven (7)
calendar days of the enrollment completion.

13. Not construe anything in this contract to impose any obligation on IDHW,
whether express or implied, to guarantee any level of enroliment for the Health Plan.
14. Demonstrate to the satisfaction of IDHW that it has the capacity to serve the
current number of Enrollees, upon request by IDHW.

15. Provide service coverage for Enrolleesovitise Medicaid eligibility during the
month through the end of the calendar month.

Disenrollment

A.

IDHW will:

1. Process all involuntary disenrollments.

2. 5SGSNXYAYS 6KSYy YR AT I SHEGK tflyQa
Enrollee will begranted

IDHW will process disenroliment requests for or without cause during the enrollees
initial ninety (90) days of coverage pursuanOFR 438.56(c)(2)

3. Determine when a request for disenrollment made by an Enrollee outside of the
openenrollment S NA 2R O2yadAddziSa | aF2NJ OF dzaSé
disenroliment.

NB |j
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b) The plan does not, because of moral or religious objections, cover the
service the Enrollee seeks;

c) The Erollee needs related services to be performed at the same time;
not all related services are available within the provider network; and the

OYNREfSSQa t/t 2N FYy20KSNJ LINEJARSNI RS(GS|

separately would subject the Enrollee tanecessary risk;

d) For Enrollees that use MLTSS, the Enrollee would have to change their
residential, institutional, or employment supports provider based on that

LINE A RSNRAa OKI y Andtwdrkyfo aa dutofineizsiork Proviief |y
with the HealthPlan, and, as a result, would experience a disruption in their
residence or employment; or

e) Other reasons, including poor quality of care, lack of access to services
covered under the contract, or lack of access to providers experienced in
dealingwithi KS 9y NRff SSQa OFINBE ySSRao
4. Assign an Enrollee who has disenrolled for cause from a Health Plan to another
participating Health Plan.

5. Develop a process to evaluate disenroliment requests for Enrollees whose

Ay

continued enroliment seriously impairsthe Hed K t f I yQa oAt AdGe G2 7Fi

this Enrollee or other Enrollees.
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The Health Plan shall:

1. Process all cancellations of Voluntary enroliment that occur during the open
enrollment period.
2. Process all Voluntary disenroliments that occur duringadpen enroliment

period. Enrollees or their representatives must request voluntary disenrollment orally or

in writing.

3. Implement and maintain a mechanism for tracking timely information about all
RAASYNREETYSydGa FTNRY (KS reQivefdatekof t £ | yQa LI I y3
disenroliment, and a method to notify IDHW of all disenrollments within a timeframe

agreed upon by IDHW.

4, 9y &adz2NE RAASYNREfYSyda aF2NJ OF dzaSé¢ GKIFG
period are effective on the first calendar day of the lfmlving month.

5. Be responsible for ceasing the provision of Covered Services to an Enrollee upon
the effective date of disenrollment.
6. Be responsible for continuing the provision of Covered Services in the event that

a disenrollment is not effective withithe IDHW system as a result of a Health Plan
SNNRNE dzyiAf GKS 9yNRffSSQa RAASYNREEtYSyld A
7. Notify IDHW of any Enrollee who is no longer eligible to remain enrolled in the
I SHfEGK tflyQa LXIFyod & Hekelsed, ErodindziRtSDistatd, KIS NB |y
their residence in the state cannot be confirmed for more than six (6) consecutive
months.
8. b2d RA&ASYNRft 2F lyeé& 9yNR{ftSS RdzsS (2 vy
ailGdza 2N) 6SOlFdzaS 2F (GKS 9yNRttSSQa dziAt ATl
services, diminished mental capacity, or uncooperative or disruptive behavior resulting
from his or her special needs. The Health Plan may submit a written request,
accompanied by supporting documentation, to the IDHW to disenroll an Enrollee, for
cause, to ensure that the Health Plan does not request disenroliment for reasons other
than those permitted under theontract, forthe following reason:
a) CKS 9yNRfftSSQa O2yiAydzSR SyNRffYSyi
ability to furnish services to either this Enrollee or other Enrollees, provided the
9YNRffSSQa o6SKI eudbted ta anR®/erse MidrigeistRe 2
Enrollee's health status, or because of the Enrollee's utilization of medical
services, diminished mental capacity, or uncooperative or disruptive behavior
resulting from his or her special needs.

9. Transfer Enrolleeecord information promptly to the new Provider upon written
request signed by the disenrolled Enrollee.

10. Notify IDHW if the Health Plan becomes aware that an Enrollee has
comprehensive insurance other than Medicare or Medicaid.
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XXII.  Continuity of Care
A. The Heah Plan shall:

1. Ensure continuity of care for medical, behavioral, LTSS, and pharmacy services
upon enroliment for Enrollees as described in Attachn@nTransition Requirements
and shall:
a) Allow Enrollees to maintain their current Providers;
b) Honor priorauthorizations; and
c) Reimburse Providers at a rate no less than the current Medicaid
Provider rate.
2. Ensure that during the transition period change to a new Provider only occurs in
the following circumstances:
a) The Enrollee requests a change;
b) The Providerlooses to discontinue providing services to an Enrollee as
currently allowed by Medicare or Medicaid; or
c) The Health Plan or IDHW identify Provider performance issues that
FFFSOG +y 9yNRffSSQa KSIfGK 2NJ ¢St Fl NB®
3. Ensure an Enrollee has the option to waiveaaticular transition requirement
as long as:
a) lye &adzOK ol APBSNI Aa y2G (G0KS NBadzZ G 27
the Enrollee to waive a transition requirement, and
b) ¢CKS 41 ABSNI 2F | (NIyaAiridAazy NBIjdzA NBYS
health a welfare.
4, Reimburse an oubf-network Provider of emergent or urgent care at no less
than the Medicaid fedor-service (FFS) rate applicable for that service.
5. Advise Enrollees who receive care from-ofinetwork Providers during the

transition period,via written notice, that they have received care that would not
otherwise be covered at an-metwork level and will not be covered once the transition
period is ended.

XXIIl.  Network Adequacy

A. L5112 gAff NBIdAFNI& Y2YyAG2NI 0KS | SIf4GK t €y
in accordance with the terms of the contract when the Health Plan fails to meet the network
adequacy standards.
B. IDHW may grant exceptions to the access standard#@etment7 - Access Standards
to account for patterns of care for Enrollees and/or the availability of Providers, but will not do
so in a manner that will dilute access to care for Enrollees.
C. The Health Plan shall:
1. Provide, directly or by subcontractingttvother qualified entities, the full
continuum of Medicaid Covered Services to Enrollees, in accordance with the contract.
Medicaid Covered Services shall be provided in accordance with the requirements in the
approved Medicaid State Plan, including amplicable State Plan Amendments,
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1915(b) and/or 1915(c) A&D Waiver, and in accordance with the requirements specified
in the contract.
2. Ensure Enrollees have access to an adequate network of pharmacy, behavioral
health, and LTSS Providers that are appiie and capable of addressing the needs of
the diverse population, including availability of services that are accessible 24 hours a
day, 7 days a week when medically necessary.
a) The use of telehealth technology, including telephonic awebg video,
is acceptable and if it meets the minimum standards required by IDHW in Fee
for Service Medicaid.
3. Ensure accessibility of Covered Services, including geographic access,
appointments, and wait times are in accordance with the access standards in
Attachment7 - Access Standards. In addition, the Health Plan must require providers to
offer hours of operation that are no less than the hours of operation offered to
commercial enrollees or comparable to Medicaid-fee-service, if the provider serves
only Medicad enrollees. These minimum requirements do not release the Health Plan
from the requirement to provide or arrange for the provision of any Medically
Necessary Covered Service required by its Enrollees.
4, Comply with 42 CFR § 438.22@87 and the following:
a) Maintain and monitor a network of appropriate Providers that is
supported by written agreements and is sufficient to provide adequate and
timely access to all services covered under the contract;
b) Offer an appropriate range of preventive behavioral healtid a
specialty services that is adequate for the anticipated number of Enrollees for
the service area;
c) Maintain a network of Providers that is sufficient in number, mix, and
geographic distribution to meet the needs of the anticipated number of
Enrollees irthe service area; and
d) Consider the following in establishing and maintaining the network:
(2) Anticipated Medicaid enrollment,
2) The expected utilization of services, taking into consideration
the characteristics and health care needs of the populations,
3) The nuniers of network Providers who are not accepting new
Medicaid patients, and
(4) The numbers and types (in terms of training, experience, and
specialization) of providers required to furnish the contracted Medicaid
services.
(5) The geographic location of Providensd Enrollees, considering
distance, travel time, the means of transportation ordinarily used by
Medicaid Enrollees, and whether the location provides physical access
for Enrollees with disabilities.
5. Allow each Enrollee to choose his or her health protessito the extent
possible and appropriate. 42 CFR § 438.6(m)
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6. Ensure all behavioral health services are provided by, or under the supervision

C

2F> G tSrad + tAO0SyaSR o0SKIF@A2NI f KSIfGK
7. Ensure Emergency Service PrograBfsHs) are available to Enrollees.
8. Comply with federal law regarding access to Federally Qualified Health Centers
(FQHCSs). If the Health Plan does not have -@aeiwork FQHC that meets the General
Access Standards, the Health Plan shall allow its Eesaib seek care from an cof-
network FQHC, if available.
a) The Health Plan shall reimburse any FQHC or Rural Health Clinic at the
rates provided in Section 1902(bb) of the Social Security Act.
b) The Department will provide current price lists witimbursement
rates for FQHCs and Rural Health Clinics.
9. lftf2g FTSYIES 9yNRifSSa RANBOG | OO0Saa 06,

health specialist who is an-metwork Provider for Covered Services necessary to
LINE A RS ¢2YSyQa HRedih dase Services. RThiIsliB alitibniitd tlie

9y NRffSSQa RSaA3aIYyIl GSR &a2dz2NDOS 2F LINAYLEFNE OF N

specialist per 42 CFR § 438.206.

10. Demonstrate that its network includes sufficient family planning providers to
ensure tmely access to covered services, and not restrict the choice of the Provider
from whom the Enrollee may receive family planning services and supplies.

11. If the Health Plan network is unable to provide necessary services, covered
under the contract, to a paicular Enrollee, adequately and timely cover these services
out of network for the Enrollee, for as long as the Health Plan is unable to provide them.
12. Collaborate with oubf-network providers with respect to payment to ensure

that cost to the Enrolleesino greater than it would be if the services were furnished
within the network. 42 CFR § 438.206(b)(4)(5)

13. Utilize IDHW network adequacy standards as described in Attachmehtcess
Standards for LTSS and all services for which Medicaid is primary.

14. Ensure home health, durable medical equipment requirements, and any other
services for which Medicaid and Medicare coverage may overlap are subject to the
more rigorous of the applicable Medicare or Medicaid network adequacy standards.

15.  Allow Enrollees to itize outof-y S 62 NJ] t NPGARSNARA AT GKS
is insufficient for the anticipated enroliment. The Health Plan shall do so until such time
as the IDHW determines the network adequacy standards have been met.

16. Provide a sixty (60) calendarydadvance notice whenever possible to IDHW of
changes to the network that may affect access, availability, or network composition.

17. Conduct surveys and office visits to monitor Provider compliance with
appointment waiting time standards and report findirgysd corrective actions as
described in the Reports Section. IDHW reserves the right to direct the Health Plan to
terminate or modify any Network Provider Subcontract when IDHW determines it to be
in the best interest of the State.
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18. Submit network report$n accordance with the requirements established in the
Reports Section which address adequate capacity and services as specified, no less
frequently than
a) Upon entering into initial contract; and
b) At any time there has been a significant change in thelH&al t f | y Q&
operations that would affect adequate capacity and services including
D Changes in services, benefits, geographic area or payments; or
(2) Enrollment of a new population in the Health Plan.
20. The Health Plan may require Enrollees to seeetwork Prowders after the
network adequacy standards are met and the network is approved by IDHW; with the
exception of family planning and emergency services.

XXIV. LTSS Network Development Plan

A. The Health Plan shall implement and maintain a LTSS Network Developaretd Pl

ensure the adequacy and sufficiency of the LTSS Provider network. The LTSS Network
Development Plan shall be submitted to IDHW for approval prior to implementation and

annually thereafter. The LTSS Network Development Plan shall include therfglkdvei

minimum:
1. Summary of the LTSS Provider network, including commbaitgd residential
alternatives, by service and county;
2. Summary of nursing facilities in the Provider network, by county;
3. Monitoring activities to ensure that access standards for LTSS are met, including
the requirements in Attachmen - Access Standards;
4. Ongoing activities to track and trend each time an Enrollee does not receive

initial or ongoing LTSS in accordance wliid tequirements of this contract due to
inadequate Provider capacity. Activities shall include:

a) Identification of systemic issues by service and county,
b) Implementation of remediation and QI activities, and
c) Recording the targeted and actual completicates for those activities;

5. 5SAaONRLIIAZY 2F GKS I SHfGK tflyQa ¢2N] G
community-based residential alternatives (including adult residential care) for the
elderly and/or adults with physical disabilities. The descriptiontrapecify all activities

to increase capacity, related activities (including Provider recruitment activities), and
provide a status update on capacity building;

6. Ongoing activities for Home and Community Based Services (HCBS) Provider
development and expasion taking into consideration identified Provider capacity,
network deficiencies, service delivery issues, and future needs relating to growth in the
number of Enrollees and their lofigrm needs; and.

7. Ongoing activities to ensure HCBS are deliversetiings consistent with 42

CFR § 441.301(c)(4).
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XXV. Indian Tribe, Tribal Organization, or Urban Indian Organization (I/T/U) Requirements

A. The Health Plan shall:
1. 9y adaNE GKSNB IINB adzZFFAOASY(d Lke¢k! t NRODAI
ensure timely accesto services available under the contract for Indian Enrollees who
are eligible to receive services from such Providers.
2. lftf2g yed LYRAFLY @6K2 A& SYyNRfftSR Ay GKS
services from a participating I/T/U Provider, toodse to receive Covered Services from
that I/T/U Provider, and if that I/T/U Provider participates in the network as a PCP, to
choose that I/T/U as his or her PCP, as long as that Provider has capacity to provide the
services.
3. Pay I/T/U Providers, whethgarticipating in the network or not, for Covered
Services provided to Indian Enrollees who are eligible to receive services from such
Providers either:
a) At a rate negotiated between the Health Plan and the I/T/U Provider, or
b) If there is no negotiated rat at a rate not less than the level and
amount of payment that would be made if the Provider were not an I/T/U
provider.
4, Reimburse an Indian Health Program or an Urban Indian Organization owned
FQHC no less than the Health Plan pays any ofiitstimork FQHC whether or not it is
LI NODAOALIF GAYy3 Ay (GKS 1SIHEGK tflyQa ySis2N]:
Indian Health Program or an Urban Indian Organizabvwned FQHC
a) When an I/T/U Provider is not enrolled in Medicaid as an FQHC,
regardlessof WSGKSNJ Al LI NGAOALI GSa Ay GKS I St
the right to receive its applicable encounter rate published annually in the
Federal Register by the Indian Health Service, or, in the absence of a published
encounter rate, the amount it muld receive it the services were provided under
GKS {GFdS tftlyQa CC{ LI e&YSyil YSiK2R2f 23
5. Pay I/T/U Providers for Covered Services provided to an Indian without any
reduction for Medicaid cossharing amounts, as long as all applicable requirements of
this contract are met.

6. Permit an outof-network 1/T/U Provider to refer an Indian Enrollee to a
network provider.
7. Not apply any form of Medicaid cesharing to Indian Enrollees served by I/T/U

Providers, as those terms are defined in section 4 of the Indealth Care

Improvement Act 25 U.S.C. § 1603.

8. Make prompt payment to all I/T/U Providers in its network as required for
payments to practitioners in individual or group practices in accordance with 42 CFR §
447.45 and § 447.46.

XXVI. Care Delivery Model
A. The Health Plan shall:
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1. Ensure Enrollees receive all Covered Services in the amount, duration, scope,

and manner as identified through the persoantered assessment and service planning

process.

2. Ensure all Covered Services are provided to Enrollees anaanthat is
aSYyaAridAgsS 2 GKS 9yNRffSSQa FTdzyOuAzylft | yR
for involvement of the Enrollee and caregivers; and is in an appropriate setting.

3. Ensure that care is persarentered and can accommodate and suppset:
direction.
4. Develop practice standards in consultation witimietwork health care

professionals, consistent with practice standards set forth by leading academic and
national clinical organizations, considering the needs of the Enrollees. Practice
standards shall be reviewed and updated as appropriate.

5. Disseminate the practice standards to all affected Providers, and upon request,
to Enrollees and Potential Enrollees.

6. Include the practice standards in Network Provider Subcontracts.

7. Review Providepractices to ensure compliance with the practice standards.

8. Ensure decisions for utilization management, Enrollee education, coverage of

services, and other areas to which the practice standards apply are consistent with the
practice standards.

9. Coordinage with Providers and other payers, as appropriate, to coordinate
Enrollee care and benefits

XXVII. Care Management

A. The IDHW will perform all nursing facility Level of Care Assessments which are required
as part of the Medicaid eligibility process. The IDHW witlqum all other nursing facility Level

of Care Assessments, and assessments to determine eligibility for Personal Care Service for a
fixed fee of $155.00 per assessment for which the IDHW will submit a monthly invoice to the

Health Plan.
1. IDHW will perfom reassessments within 364 days of the previous assessment.
2. The Health Plan shall submit requests for necessary nursing facility Level of Care
Assessments at least forfive (45) calendar days prior to the assessment due date.
3. The Health Plan shall subraitremittance to the IDHW for each monthly invoice
within thirty (30) days.
4, The Health Plan shall be responsible for all other documentation related to

Enrollee eligibility for A&D Waiver or PCS services, as a result of the Level of Care
assessment. Documéation must be housed in the Enrollee file within the IDHW
assessment tool, unless otherwise specified by the IDHW. Documentation includes, but
is not limited to:

a) Service and Provider Choice Form.
b) Significant Change Form.
C) Notice of Change Form.
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d) Agency Chage Form.
e) Fiscal Intermediary Memorandum of Understanding, if applicable.
5. The Health Plan shall be responsible for managing changes to the Level of Care
Assessment that are required as a result of deterioration or improvement in the
9y NR f f SS Q heseRayigesiniugt Beyindnaged by a Registered Nurse and
completed within the IDHW assessment tool.
6. The Health Plan may request modifications to the IDHW assessment tool if
needed for reporting or automation purposes. The Health Plan and IDHW shall
negotiatea fee for IDHW to implement any specialized system functionality.
7. The IDHW shall provide the Health Plan with Enrollee feedback data, which is
collected during the Level of Care Assessment process, on a routine basis. Data will
include measures related tguality of life and community integration activities.
a) The Health Plan must investigate issues within sixty (60) days of
NEOSA@AYy3d GKS RIGFE FNRBY L5120 ¢KS | SIFfdl
must be reported to the IDHW on a quarterly basis.
B. The Heah Plan shall develop and submit a Care Management Plan to IDHW for review
and acceptance during readiness review that includes policies and procedures for care
management services to manage, coordinate, and provide continuity of care for all Enrollees
that includes the following requirements, at a minimum. The Health Plan shall:

1. Ensure each Enrollee has access to a Care Specialist.
2. Define the roles and responsibilities of the Care Specialist to include:
a) Act as a point of contact for an Enrollee to theatth Plan

D) Be an individual employed or contracted by the Health Plan

2) Be trained on providing care coordination to people with
disabilities, the persoitentered planning processes, cultural
competence, accessibility and accommodations, independent lasidg
recovery, wellness principles, and the ADA/Olmstead requirements, as

needed;
3. Coordinate the completion of the Wellness Assessments;
a) With reasonable efforts made to contact all enrollees within ninety (90)

days. Reasonable efforts are defined as doentation of at least three (3)
attempts to contact the Enrollee, including two phone calls on different days of
the week and at different times of the day, and one letter, unless the Enrollee
has refused a Wellness Assessment. Refusals must be documented,;
b) A minimum of once every twelve (12) months thereafter or as
FLILINBLINRFGS 6KSYy (GKSNB A& | OKFy3asS (G2 Gl
significant health care event occurs, or if the Enrollee, caregiver, or Provider
requests a reassessment; and
4. Collalorate with facilities on discharge planning and care transition to ensure
the inclusion of Idaho Home Choice Money Follows the Person Rebalancing
Demonstration (IHCMFP), if appropriate, and to ensure the appropriate safeguards and
services are in place aftleaving the facility;
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5. Provide care coordination services, which include:

a) Monitor the provision of Covered Services, including outcomes,

b) Ensure appropriate referrals and timely tweay transmission of
Enrollee information,

c) Support safe transitions fd=nrollees moving between care settings,
d) Coordinate services with the services the Enrollee receives from any

other Health Plan and share with the other Health Plan the identification and
assessment of any Enrollee with special health care needs td dupiication
of services,
e) Coordinate services with the services the Enrollee receives in FFS
Medicaid, and
f) Coordinate services with the services the Enrollee receives from
community and social support providers
0)] Coordinate transitions for Enrollees thaansition from or to another
Health Plan. This includes timely sharing of information necessary to ensure a
smooth transition of services for the Enrollee.
6. Develop and update an Individualized Care Plan for each Enrollee utilizing the
completed UAIresult ¢ KSy | LILX A0l o0ftSY gA0GK (GKS 9YyNRTf
designated representative as outlined in Attachm@ntindividualized Care Plan

7. Ensure that Care Specialists meet the following qualifications:
a) An individual with a minimum of a twgear degreer a minimum two
8SI NBEQ SELISNASYOS A yelatedindistiyK O NB 2 NJ | KS|
b) Care Specialists must operate under direct oversight of a registered

YdZNESS f A0SyaSR LN OGAOIFE ydz2NBESE LIKeé&aAO,
B. The Health Plan sHa

1. Conduct all Wellness Assessments within ninety (90) days from the date of
enrollment;
2. Submit Care Management Monitoring policies and procedures to IDHW for

review and acceptance during readiness review that include a mechanism to verify the
accuracy otare management data and amend or correct inaccuracies.

XXVIII. Transitional Care Requirements

A. Except as set forth in Section B. belole Health Plan shall develop and implement

transitional care protocols and procedures to ensure the Health Plan is naiffidseé admission

of an Enrollee to an inpatient facility and that each Enrollee receives appropriate and cost

effective Medically Necessary services upon discharge that include:
1. Processes to encourage residential/rehabilitation facilities provide the ptomp
Y2UAFAOFGAZ2Y 2F GKS 9yNRftSSQa FRYAAdaaAzy (32
residential/rehabilitation setting;
2. Providing comprehensive transitional care as available under the scope of
Covered Services to prevent Enrollee avoidable readmissiondasigliarge from an
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inpatient facility (hospital, rehabilitative, psychiatric, skilled nursing, or treatment

facility) and ensure appropriate follow up care;

3. A systematic followup protocol to ensure access to follewp care, including

home and communityased services, post discharge.
B. Ly OFasSa Ay 6KAOK GKS I1SIHtdK tfly R2Sa yz2i
care, the Health Plan withake reasonable efforti® the circumstance® engage in transitional
care planning with th&nrolle€ & maryNafan.

XXIX. LTSS Intake Process

A. The Health Plan shall develop and implement policies and procedures for ongoing
identification of Enrollees who may be eligible for LTSS and submit them to IDHW within thirty
(30) calendar days of the contract effective d&de approval. Policies and procedures shall

include:

1. Identification of Enrollees who may be eligible for LTSS using the following

criteria:
a) WSTFSNNIf FNRBY 9yNRftfSSQa t/tsx aLISOAL
source;
b) SeEiNBEFSNNI f o6& 9yNREtSS 2NJ NBFSNNIf o
representative;
c) WSFSNNIf FNRY | SIHfdK tftlyQa adl¥F Ay
d) Notification of hospital admission; and
e) Periodic review (at least quarterly) of:

8} Claims or encounterata,

(2) Hospital admission or discharge data,

3) Pharmacy data, and

4) Data collected through the UM process.
2. Methods for working with the discharge planner to determine whether LTSS
may be needed upon discharge, and if so, methods to ensure the dischargemplann
completes all applicable screening and/or intake processes immediately to facilitate
transition to the most integrated and cost effective LTSS care delivery setting
appropriate for Enrollees identified through notification of hospital admission.
3. Providing the Enrollee with information about how to request aenealuation
for LTSS in the future if it is determined that an Enrollee is ineligible for or does not need
LTSS.

XXX. Enrollee SelDirection of A&D Waiver Services

A. The Health Plan shall:
1. Provide ifiormation, choice, and supports that include the availability of an
individual to educate and assist the Enrollee in-d@kction to promote seldirection
of A&D Waiver services by Enrollees or their representative.
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2. Allow Enrollee selfdirection of thefollowing services through Personal
Assistance Agencies (PAA) functioning as Fiscal Intermediary (FI) Agencies:

a) Companion Services,
b) Skilled Nursing,
c) Consultation,
d) Attendant Care,
e) Homemaker,
f) Chore Service, and
3. Allow Enrollees to use Fl services from prevacthat meet qualifications

specified in the A&D Waiver located at:
http://www.healthandwelfare.idaho.gov/Portals/0/Medical/MedicaidCHIP/AandDWaiv
er.pdf.

4, Pay for services rendered by a FI Agency functioning as an employer of record
which includes paymerfor services, required taxes, and administrative activities for
Enrollees who direct their own services.

a) FI Agencies must be enrolled as Medicaid providers to receive payment
under this contract.

b) For Enrollees that elect to use an FI agendyleanorandum of
Understanding signed by the Enrollee and Fl agency must be housed within the
Level of Care assessment tool.

XXXI. Idaho Home Choice Money Follows the Person Rebalancing Demonstration (IHCMFP)

A. IDHW will:
1. Make all final determinations regarding IHORI&Nrollment; and
B. The Health Plan shall implement and maintain policies and procedures to provide

information, choice, and to enroll eligible Enrollees who consent to participate in the IHCMFP
upon transition from a Qualified Institution to a Qualified Resce within the community that
include:
1. Dissemination of information, including program requirements and processes,
to eligible Enrollees;
2. t N2OSaasSa (2 dz2ZJRIFGS 9y NRffSSAQ LYRAGARAdZ
submit required referral, consent formand documentation to the IDHW IHCMFP
Coordinator;

3. Processes that ensure sufficient contact between Care Specialists and Enrollees
RAdzZNAY 3 GKS 9yNRffSSQa LINILAOALI GAZ2Y AY LI/
4. Collaboration with qualified Transition Managers or a transition management

agency to provide up to seventyo (72) hours of Transition Management Services and

up to two thousand dollars ($2,000.00) of Transition Services for each Enrollee

participating in IHCMFP; and

5. aSiK2Ra G2 GNI Ol SIFHOK 9yNRfpatrsQa NBaAARS)
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XXXII. Marketing and Outreach

A.

IDHW will share demographic information with the Health Plan to promote effective

marketing and enrollmendluring the open enroliment periad

B.

The Health Plan shall:

1. Limit marketing and outreach activities to potential Eree#f to the timeframes
specified byiDHW.
a) During implementation, marketing and outreach activities are limited to

the sixty (60) days prior to submission of the initial enroliment file.

b) Annually thereafter, marketing and outreach activities are limitedhe
thirty (30) days prior to and during the open enrollmenonth.

2. Be subject to rules governing marketing and Enrollee communications as
specified under section 1851(h) of the Social Security Act; 42 CFR § 422.111; § 422.2260
et. seq.; § 423.120(b) dn(c); § 423.128; and § 423.2260 et. seq.; and the Medicare
Marketing Guidelines (Chapter 2 of the Medicare Managed Care Manual and Chapter 3
of the Prescription Drug Benefit Manual).

3. Receive prior approval of all marketing and Enrollee communicationsriakst

in categories of materials that IDHW requires to be prospectively reviewed. Health Plan
materials may be designated as eligible for the File & Use process, as described in 42
CFR 8§ 422.2262(b) and § 423.2262(b), and exempt from prospective remew a

approval by IDHW.

4, Submit all marketing and Enrollee communication materials, whether
prospectively reviewed or not, to the IDHW Contract Monitor.

5. Include a Spanish phrase in Enrollee material to inform Spapishking
Enrollees how to obtain a copf the materials in Spanish.

6. Distribute any marketing materials to all Potential Enrollees.

7. Comply with the information requirements of 42 CFR § 438.10 to ensure that

before enrolling the Potential Enrollee receives the accurate oral and written
information he or she needs to make an informed decision on whether to enroll.

8. Begin marketing activity no earlier than sixty (60) calendar days prior to
implementation.
9. Participate in state education and outreach plans for educating Enrollees,

families and cargivers, Providers, Provider associations, contractors, and community
organizations about LTSS; including collaborative efforts to provide educational sessions,
newsletters, and notices targeted to LTSS stakeholders prior to, during, and after
implementaton.
10. Maintain effective systems for engaging Enrollees who use LTSS including
convening accessible local and regional Enrollee advisory committees to provide
feedback on LTSS operations.

a) To encourage participation, the Health Plan shall provide suppars

as transportation, interpreters, personal care assistants, and reasonable

accommodations, including compensation, as appropriate.
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b) The Health Plan shall provide a quarterly report on their engagement of
LTSS Enrollees.
11. Establish at least one (1) Eile® advisory group and a process for that group to
provide input to the governing board.
a) The Health Plan shall ensure the advisory group composition reflects the
diversity of Enrollees, including Enrollees accessing LTSS, and local
representation from ky community stakeholders such as advocacy
organizations, faitthased organizations, and other communritgised
organizations.
b) The Health Plan shall develop meaningful Enrollee input processes as
part of their ongoing operations.
The Health Plan is prohibd from the following outreach activities:
1. Offer gifts or material, financial, or other incentives to induce Potential
Enrollees to enroll with the Health Plan or to refer a friend, neighbor, or other person to
enroll with the Health Plan.

2. Directly or imdirectly conduct dooto-door, telephone, or other unsolicited

Coldcall Contacts or marketing activities.

3. Seek to influence enroliment in conjunction with the sale or offering of any

private insurance.

4. {SS1 G2 AyTFtdzSyOS I tigdouyididhmwiththesaR f f SS Q:
or offering of any nofhealth insurance products (e.g., life insurance).

5. Utilize materials and/or outreach activities which could mislead, confuse, or

defraud Potential Enrollees or Enrollees, are unfair or deceptive practicsat

otherwise violate federal or State consumer protection statues or regulations. This
includes materials which mislead or falsely describe Covered Services, membership,
availability, qualifications, and skills ofnetwork Providers, or materiaighich
misrepresent IDHW, the Health Plan, or CMS.

6. Target Potential Enrollees on the basis of health status or future need for health
care services or which otherwise may discriminate against Potential Enrollees eligible for
health care services.

7. Overly agressive solicitation, such as repeated telephoning or continued
recruitment after an offer for enrollment is declined, or similar techniques.

8. Compensation arrangements with marketing personnel that utilize any type of
payment structure in which compensan is tied to the number of persons enrolled.

9. Use of employed, captive, or independent agents or brokers.

10. Making assertions or statements (whether written or oral) that the Health Plan
is endorsed by CMS, federal or State government, or similar entity.

11. Making assertions or statements (whether oral or written) that the Potential
Enrollees must enroll with the Health Plan in order to obtain or not lose benefits.
12 ' aAy3a GKS yrYS 2F GKS I SIFfGK tfFyQa LI I
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The Health Plan may utilize the following optional outreach activities:
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1. Post written outreach and promotional materials approved by IDHW a&tiéer
locations and other sites throughout the state.

2. Use television, radio, printed media (including free newspapers), and website
postings, for the purpose of outreach or promotion in accordance with the
requirements set forth in the contract.

3. Distribute approved outreach and promotional materials by mail to Potential
Enrollees throughout the State.
4. Provide norfinancial promotional items only if they are offered to everyone

who attends a health fair or community sponsored event, regardless of whethestor

they enroll with the Health Plan, and only if the items are of a retail value of twiaray

dollars ($25.00) or less.

5. Conduct nursing facility visits and home visits for interested Potential Enrollees

only if the Health Plan has documented a requestisit by an individual or a person

recognized under IDHW requirements to make this request on behalf of the Potential

Enrollee.
E. Provider Education & Outreach Materials and Activities: The Health Plan shall develop
and distribute Provider education amditreach materials pr@approved by IDHW. Electronic
distribution is acceptable, except that providers must have the option to request hard copies
free of charge. All materials shall be submitted to IDHW for review at least thirty (30) calendar
days prior © expected use and distribution. All substantive changes to previously approved
education and outreach materials shall be submitted to IDHW for review and approval at least
thirty (30) calendar days prior to use. The Health Plan shall revise, finalizestarn the
documents to the IDHW for final review within ten (10) business days after receipt of revisions
identified by the IDHW. Costs associated with developing, printing, and distributing Provider
education and outreach materials are the resporiiipof the Health Plan. The Health Plan
shall:

1. Notify IDHW of significant changes that may affect Provider procedures at least

thirty (30) calendar days prior to notifying its Provider network of the changes. The

Health Plan shall give Providers atiégasti KA NIié 6on0 O f SYRIFNJ RI &4

AAIAYATFAOLYG OKFy3aSa GKFG Yre | FFSOG GKS
subcontractors, claims submission procedures, or prior authorization policies). The
Health Plan shall post a notice of the chasg® its Provider website to inform both-in
network and outof-network Providers, and make payment policies available teofut
network Providers upon request.

2. Provide training on Provider Policies and Procedures to-akiwork Providers
when they arenitially enrolled in the Provider network, whenever there are changes in
policies or procedures, and upon a Provider's request.

3. Develop and include a Health Pidasignated inventory control number on all
Provider education and outreach materials witlae issued or date revised clearly

YIN] SR® ¢ KS LJzN1JI2aS 2F (KAa AYy@Syiz2NR O2yi

and approval of materials and document the receipt and approval of original and revised
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documents. The Health Plan shall also utilige control number to track the status of
approval internally.

4. Include the State program logo(s) in their marketing or other Provider
communication materials upon IDHW request.
5. Obtain IDHW written approval, specific to the use requested, before using a

of the following:
a) The Seal of the State of Idaho;
b) The IDHW name; or
C) Any other State agency name or logo.
6. Not interpret any approval given for the use of IDHW or other State agency
name or logo as blanket approval.
F. Provider Information Packet: The &lth Plan shall develop, print, and distribute IDHW
accepted information packets to its network of Providers upon Provider enroliment. Provider
Information packets shall include, at minimum, the following:

1. Explanation of the contracted services;
2. Health Pan's contact information (address, telephone number, fax, web site);
3. Health Plan's office hours and days;
4, Information on accessing the Policies and Procedures Manual electronically or
manually;
5. Information on urgent and emergent care which includesftiwing:
a) Notice that prior authorization is not required for an Enrollee to obtain
urgent and emergent services from anriatwork Provider;
b) Providers are required to inform their patients to what extent and how

after hours and urgent care is providedciuding how to contact an inetwork
Provider twentyfour (24) hours a day, seven (7) days a week;
C) The locations where Providers and hospitals furnish urgent and
emergent services covered under the contract; and
d) ¢KS 9YNRTt f SS QanetNdkProviderdoRurgerd Gre e A Yy
any Provider (in and owdf-network) for emergent services.
G. Provider Policy & Procedures Manual: The Health Plan shall maintain and distribute a
written Provider Policies and Procedures Manual. The Provider Policies aediescManual
shall:

1. Be submitted to the IDHW for review and acceptance prior to initial distribution
to Providers and at least sixty (60) calendar days prior to implementation.
2. Be available both electronically and in hard copy upon request, to alldersyi

without cost, prior to implementation, when new Providers are initially enrolled, when
GKSNB INB Fye OKFy3daSa Ay LRftAOASAE 2N LINRO
a) Be submitted to the IDHW for review and acceptance within five (5)
business daysf updates or changes in operation identified for revision or
inclusion by the Health Plan or the IDHW.
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b) The Health Plan shall make the updated Provider Policies and
Procedures Manual available to Health Plan staff, IDHW, and Providers within
five (5) busiess days of IDHW acceptance.

3. Include, but not be limited to:
a) Policies and procedures;
b) Policies and procedures for the implementation of all aspects of the
LTSS program;
c) Covered Services and limitations;
d) Claims filing instructions, including detailed imf@tion on how to
submit a clean claim;
e) Criteria and process to use when requesting prior authorizations;
f) Definition and requirements pertaining to urgent and emergent care;
) O9YyNRffSSaQ NRIAKGAT
h) Providers' rights for advising or advocating on behalf of hiseo
patient;
i) Provider nordiscrimination information;
) Policies and procedures for Grievances and Appeals in accordance with
42 CFR § 438.414,
k) Information on outreach services;
) Frequently asked questions and answers; and

m) Health Plan and IDHW contanformation including addresses and
phone numbers.
H. Provider Education Activities: The Health Plan shall provide ongoing education to
Providers regarding the contracted services as well as Healtkspéific policies and
procedures. The Health Plan shall

1. Develop Provider education and outreach materials;
2. Participate in IDHVgponsored Provider outreach activities upon request.
3. Include, but not be limited to the following topics for education:

a) Prior authorization policies and procedures;

b) Clinical protocts;
C) 9YNRffSSaQ NAIKGA YR NBALRYAaAOAT AGA

d) Claims dispute resolution procedures;

e) Payfor-performance and other physician incentive programs;
f) Enrollee cepay and cossharing responsibilities; and

Q) Training on how to submit a clean claim.

1) Training shalbe offered to all Providers prior to

implementation.

(2) Copies of the IDHVdEpproved Provider Policy and Procedures

Manual must be available to Providers at the time of training.
4, Ensure there is a staff person responsible for educating and assistinigd?sov
regarding appropriate claims submission processes and requirements; coding updates;
electronic claims transactions and electronic funds transfer; the development and
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maintenance of Health Plan resources such as Provider manuals, website, fee sghedule
etc.; technical assistance regarding claims submission and resolution processes; and
prompt resolution of claims issues or inquiries.

XXXIII. Customer Service System

A. The Health Plan shall implement and maintain a customer service system that includes
implementaion of a Customer Service Plan. The Customer Service Plan must be approved by
IDHW and shall include the following requirements:

1. Operate an Enrollee Services Department staffed with trained representatives;
2. Comply with the requirements at 42 CFR § 486){6) by ensuring required
information is accessible and readily available to Enrollees.

3. Customer service policies and training for staff;

4, Implement and maintain a Call Center/Help Desk that meets the requirements
in Attachment 10 Information Systems;

5. Implement and maintain an internet website for Enrollees to access information

LISNI FAYAy3a (2 GKS 1 St f K haréquirgnieats i SNIDA OSa (0 K
Attachment 10- Information Systems;

6. Implement and maintain an internet website for Providers that complies with
the requirements in AttachmertO - Information Systems; and
7. Operate a dedicated toftee Provider Services Helpline tlatmplies with the

requirements in AttachmentO - Information Systems and is staffed with trained
representatives knowledgeable about the contracted services.

8. If Interactive Voice Response (IVR) is utilized, comply with the requirements in
Attachment 11 - Provider Helpline, Call Center, and IVR Requirements.
9. Conduct periodic (at least annually) monitoring of calls to the Call Center/Help

Desk and for QM purposes.

XXXIV.Critical Incident Resolution and Tracking System

A. The Health Plan shall implement and mainta Critical Incident Resolution and Tracking
System for all Critical Incidents. The system shall include safeguards to prevent abuse, neglect
and exploitation. The Health Plan shall have a system in place allowing network Providers
and/or Health Plarstaff to document incidents of health and safety issues impacting an

Enrollee. The Health Plan shall:

B. Implement and maintain policies and procedures for resolving and tracking Critical
Incidents.
1. Critical Incident Process: The following must be incluged i KS | S G K t f I

Critical Incident procedures:
a) The Health Plan and its network Providers shall abide by Idaho State law
including those laws regarding mandatory reporting.
b) Critical Incidents shall be logged by a network Provider, or the Health
Plan itsdf, when a Critical Incident is either observed or noted.
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c) Designate a network Provider or Health Plan staff to conduct a
reasonable investigation or inquiry into the Critical Incident logged and give due
consideration and deliberation to all informationtsuitted by or on behalf of
the Enrollee.
d) Designee shall resolve each Critical Incident report by documenting at a
minimum:
D A summary of the Critical Incident including a statement of the
issues raised and pertinent facts determined by the investigation;
(2) A statement of the specific coverage, policy, or procedure
provisions that apply; and
3) A decision or resolution of the Critical Incident including a
reasoned statement explaining the basis for the decision or resolution.
C. Include components that allow the H#alPlan to analyze the Critical Incident and
provide reports as requested by the IDHW in Critical Incident Resolution and Tracking System.
D. Comply with Idaho Code §300 > & ! RdzZf &G ! 6dzaS> bS3fSOG | yR
aspects of its Critical IncideResolution and Tracking System.

E. Have internal controls to monitor the operation of the Critical Incident Resolution and
Tracking System.

F. Track all Critical Incidents, whether they are resolved or in the process of resolution, and
report the informationto the IDHW.

G. Analyze the Critical Incidents and utilize the information to improve business practices.
H. Have a methodology for reviewing and resolving Critical Incidents received, including

timelines for the process.
l. Address Critical Incidents that may need resolution at the IDHW level.

J. Ensure that all documents pertaining to Critical Incident investigations and resolutions
are preserved in an orderly and accessible manner.
K. Respond to Critical Incidents within twerfyur (24) hours based on the following
criteria:
1. Reports of abuse, neglect, or exploitation shall be reported immediately to
Adult/Child Protection and to the appropriate law enforcement agency within four (4)
hours;
2. A report of any Critical Incident thatay impact the health and/or safety of an

Enrollee must be responded to as appropriate to ensure the health and safety of the
Enrollee; and

3. May result in an interim resolution/response until a permanent
resolution/response can be accomplished.

XXXV. Grievancesnd Appeals

A. The Health Plan shall implement and maintain a system for Enrollees meeting all
regulation requirements, including a grievance process, an appeal process, and access to the
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IDHW fair hearing system, which complies with 42 CFR § 438240)@&ndallows any Enrollee
0KS 2LIRNIdzyAte G2 OKFIffSyasS GKS 1SIHEGK tflyQa
B. ¢KS I'SFfEGK tflyQa DNASGIyOSa FyR ! LISt a {&
appeal process, and access to the IDHW fair hearing sy$teerGrievances and Appeals System
requirements apply to all three components of the grievance system. The Grievances and
Appeals System shall include the following provisions:
1. Filing Procedures
a) An Enrollee may file a Grievance or a Health Plan level Appea
b) An Enrollee may be represented by legal counsel at their own expense,
2NJ o6& | NBLINBaSyidliAdS 2F GKS 9yNRffSSQ:
GNAGGSY adridSYSyd AYyRAOFIGAY3A KAa 2N KSNJ
representative beforghe provider will be permitted to assume that role.
c) ¢tKS 9YyNRfEtSS 2N GKS 9yNRftSSQa NBLINB
Appeal either orally or in writing, with the Health Plan or IDHW. If filed with
IDHW, the Grievance or Appeal will be forwardedht® Health Plan. If the
grievance or appeal is regarding an IDHW action impacting the Enrollee, IDHW
will route the grievance or appeal through the State Fair Hearing process and
notify the Health Plan of the outcome.
d) Lyt Saa GKS 9y NP fefrSéhtateNdqliektiSexegied? f £ SSQ
resolution, an oral request for an Appeal must be followed by a written request.
2. ¢CAYAY3IY ¢KS 9yNREftSS 2N GKS 9yNRfftSSQa |
days from the date the Notice of Action was mailed to fileAmpeal. A Grievance may
be filed at any time.
3. b2GAO0S 2F ! OGA2YY ¢KS I SIHfGK tflyQa LRf .
following requirements for notifying Enrollees and Providers of Action(s) the Health Plan
has taken or intends to take that negadly affects eligibility or services.

a) The Notice must be in writing and must meet the language
requirements of 42 CFR § 438.10(c) and (d) to ensure ease of understanding.
b) The Notice must explain the following:

D The Action the Health Plan has taken or intemal take;

2) The reasons for the Action and the applicable rules, state or

federal, that support the Action;

3) The rights of the Enrollee or Provider to file an appeal and

procedures for exercising Health Plan level Appeal rights;

(4 ¢KS 9y NPT tefré&senahimsdif arkdrselfio? be

represented by a person of his or her choosing;

G) ¢KS 9yNRfftSSQa NARIKG G2 0SS LINPRJDAR
charge, reasonable access to and copies of all documents, records, and

other information relevanttothe Enr@dlSQa o6 Sy STAG RSGSNI)A
information includes medical necessity criteria, and any processes,

strategies, or evidentiary standards used in setting coverage limits;
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c)

(6) The circumstances under which expedited resolution is available

and how to request jtand

(7) ¢KS 9yNRfftSSQa NRIKG (2 KIFI GBS 06SyS
resolution of the Appeal, how to request that benefits be continued,

and the circumstances under which the Enrollee will be required to pay

the costs of these service.

(8) Thattherulesgoverning KS & dF 6SQa FIANI KSI NRY
available to an Enrollee who exhausts appeal rights with the Health

tfrysS FNB F2dzyR Ay L5!'t! wmMcodnpPdPno &
t NPOSSRAY3Ia YR 5SOfINIG2NER wdA AyJao
A copy of the Notice of Action must beamtained in the Enrollee file.

4, Timing of Notice of Action: The Health Plan shall mail the notice within the
following timeframes:

a)

For termination, suspension, or reduction of previously authorized

Covered Services, at least 10 days before the date afradti the event of

verified probable recipient fraud, the period of advance notice is shortened to 5
days. Notice shall be given by the date of the action for the following, pursuant
toin 42 CFR § 431.211, § 431.213, and § 431.214:

b)
c)

8} The death of an Enrel

(2) A signed Enrollee statement requesting service termination or

providing information that requires the termination or reduction of

services

3 CKS 9yNRftSSQa I RRNBaa Aa dzylyz2é6y
Enrollee has no forwarding address

4) The Enrollee has beeaccepted for Medicaid services by

another local jurisdiction

(5) ¢CKS 9YyNRfftSSQa LIKE@aAOAlY LINBaONAROG
care

(6) The safety or health of the Enrollee would be endangered, the
9YNRffSSQa KSIfGOK AYLNRGS#@mteadzFFAOASY
transfer or discharge, or an immediate transfer is required by the
9YNRffSSQa dz2NHSyYyid YSRAOFIfT ySSRao

For denial of payment, at the time of any action affecting the claim.

For standard service authorization decisions that deny or limit services,

within the timeframe specified in 42 CFR § 438.210(d)().

d)

If the Health Plan extends the timeframe in accordance with 42 CFR §

438.210(d)(1), it shall:

(2) Give the Enrollee written notice of the reason for the decision
to extend the timeframe and inform the Enrofl®f the right to file a
Grievance if he or she disagrees with that decision; and
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2) Issue and carry out its determination as expeditiously as the
Enrollee's health condition requires and no later than the date the
extension expires.
e) For service authorizatiodecisions not reached within the timeframes
specified in 42 CFR 8 438.210(d) (which constitutes a denial and is thus an
adverse action), on the date that the timeframes expire.

f) For expedited service authorization decisions, within the timeframes
specifiedin 42 CFR § 438.210(d).
5. I FYyRfEAY3 2F DNASGFIyOSa FyR !LIISHfay ¢KS

for handling Grievances and Appeals shall include the following requirements:
a) The Health Plan shall provide the information specified at 42 CFR §
438.10(g)(1) about the Grievance and Appeals system to all Providers and
subcontractors at the time they enter into a contract.
b) The Health Plan shall give Enrollees any reasonable assistance in
completing forms and taking other procedural steps including,not limited to
providing interpreter services and tdlee numbers that have adequate
TTY/TTD and interpreter capability.

c) The Health Plan shall acknowledge receipt of each Grievance and
Appeal.
d) The Health Plan shall ensure that individuals who makésas on

Grievances and Appeals are individuals who:

8} Were not involved in any previous level of review or decision
making; and

2) Are health care professionals who have the appropriate clinical
SELINIAAS Ay GGNBIFGAY3T (KStetniiedR £ £ SSQa
by IDHW, when deciding an Appeal of a denial that is based on Medical
Necessity or lack thereof, or a Grievance regarding denial of expedited
resolution of an Appeal, or a Grievance or Appeal that involves clinical
issues.

3) Take into account allbenments, documents, records, and other
information submitted by the Enrollee or their representative without
regard to whether such information was submitted or considered in the
initial adverse benefit determination.

e) ¢KS I'SFHfEGK tfly®a ! LIISIFE tNRPOSaa aKkt
(2) Provide that oral inquiries seeking to appeal an Action are
treated as Appeals to establish the earliest possible filing date, and are
confirmed in writing unless the Enrollee or the Provider requests
expedited resolution;

(2) Provide the Enrollee a reasdsla opportunity to present

evidence and testimony, and make legal and factual arguments, in
person as well as in writing (the Health Plan shall inform the Enrollee of
the limited time available for this in the case of expedited resolution);
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3) Provide the Erllee and his or her representative opportunity,
0ST2NBE YR Rd2NAyYy3a GKS ! LIISIfa LINRBOSa
file, including medical records, other documents and records, and any
new or additional evidence considered, relied upon, or generaiethb
Health Plan (or at the direction of the Health Plan) during the Appeals
process. This information must be provided free of charge and
sufficiently in advance of the resolution timeframe; and
(4) Include, as parties to the Appeal, the Enrollee and hiseor
authorized representative, and the legal representative of a deceased
Enrollee's estate, whenever applicable.
f) The Health Plan shall establish and maintain an expedited review
process for Appeals, when the Health Plan determines (for a request from the
Enrollee) or the Provider indicates (in making the request on the Enrollee's
behalf or supporting the Enrollee's request) that taking the time for a standard
resolution could seriously jeopardize the Enrollee's life or health or ability to
attain, maintain or regain maximum function.
(2) The Health Plan shall ensure that punitive action is neither
taken against a Provider who requests an expedited resolution or
supports an Enrollee's Appeal.
(2) In the event the Health Plan denies a request for expedited
resolution of an Appeal, the Health Plan shall transfer the Appeal to the
thirty (30) calendar day timeframe for standard resolution and make
reasonable efforts to give the Enrollee prompt oral notice of the denial,
and follow up within two (2) calendar days wihwritten notice.
3) Once an Enrollee files an expedited appeal, no Enrollee follow
up is required.
Q) The Health Plan shall dispose of Grievances for which there is an
AYYSRAFGS KSHEtGK 2N al¥Side O2y OSSNy L a Si
condition requies, and mail written notice of the disposition within two (2)
business days of the disposition for Grievances received in writing. Grievances
received orally may be resolved orally.
h) The Health Plan shall dispose of Grievances for which there is neither an
immediate health or safety issue nor a resolution response/time frame defined
in rule or law within thirty (30) days, and mail written notice of the disposition
within ten (10) calendar days for Grievances received in writing. Grievances
received orally ray be resolved orally.
i) The Health Plan shall dispose of Grievances for which
resolution/response time frames are defined in rule or law, within the time
frames specified in rule or law. The Health Plan shall mail written notice of the
disposition no latethan two (2) business days of the disposition for Grievances
received in writing. Grievances received orally may be resolved orally.
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) The Health Plan shall resolve each Appeal, and provide notice as

SELISRAGAZdzaAT e &4 (KS 9y M#eéxteBdh@the KSI £ G K

following timeframes:

D Health Plan level Appeals. Thirty (30) calendar days from the

date the Health Plan receives the Appeal.

(2) Expedited Health Plan level Appeals. A maximum of three (3)

business days after the Health Plan receivesAppeal.
3) Extension of timeframes. Health Plan may extend the
timeframes for Health Plan level Appeals and Grievances by up to

fourteen (14) calendar days if the Enrollee requests the extension, or if

the Health Plan shows that there is a need for adddlanformation

YR GKS RStlFe A& Ay G(KS 9yNREffSSQa A

k) Requirements following extension. If the Health Plan extends the
timeframe, it must complete all of the following:

8} Make reasonable efforts to give the Enrollee prompt oral notice

of the delay,

(2) Within two (2) calendar days, give the Enrollee written notice of

the reason for the decision to extend the timeframe and inform the

Enrollee of the right to file a grievance if he or she disagrees with that

decision, and

(3)  Resolve the appeal as expeditioushda G KS 9y NRf f SSQa

condition requires and no later than the date the extension expires.

)] Notice of Grievance dispositions for Grievances received in writing shall

be provided to the affected parties in writing in a manner that meets, at

minimum, thestandards described at 42 CFR § 438.10. The notice must include:

(2) A statement of the Grievance issue(s);

2) A summary of the facts asserted by each party;

3) The Health Plan decision supported by a wetisoned

statement that explains how the decision was reed¢hand

4) The date of the decision.
m) For all Appeals, the Health Plan shall provide written notice of the
disposition in a format and language that, at minimum meet the standards
described at 42 CFR § 438.10. The notice must include:

D A statement of the issus) on Appeal;

(2) A summary of the facts asserted by each party;

3) ¢CKS ISFHfEGK tflyQa REe@sbrned 2y & dzLJLJ2 N
statement that explains how the decision was reached; and
(4) The date of the decision.

n) For Appeals not resolved in favor of the EnrolleeIth6 | f G K t f I Yy Q&

disposition notice shall also include:

(2) The right to request a State fair hearing and instruction on how

to do so;
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2) The right to request to receive benefits while the hearing is

pending, and instruction on how to make the request; and

3 Notice that the Enrollee will be held liable for the cost of those
0SyS¥Aada AF GKS {GFGS FIAN KSINAY3 R
action.

6. Continuation of Benefits While Health Plan Appeal and State Fair Hearing are
Pending:
a) CAYStEe FAECAYROAOASKET & KRt LNFOSRdAzNBa a
FAEfAYIE F2NI LIdzNLIR2 aSa 2F GKAa {SOGA2y I a
D Within ten (10) calendar days of the Health Plan mailing the
Notice of Action or
2 ¢KS AYGSYRSR STFSOUGApPosddl 1S 2F (K
action.
b) | 2y dAydzZ GA2Yy 2F o0SySFTAalao ¢CKS 1St
benefits if:
(1) ¢KS 9yNRftSS 2NJGKS 9yNRfftSSQa I d
the Appeal in a timely manner;
2) The Appeal involves the termination, suspension, or reducti
of a previously authorized course of treatment;
3) The services were ordered by an authorized Provider;
4) The original period covered by the original authorization has not
expired; and
(5) The Enrollee requests extension of benefits.
7. Duration of ContinuedorRgia G 6 SR . SySTAGay LFZ +Fa (K

I SFEOGK tfly O2yGAydzSa 2NJ NBAyadlkridisa G§KS 9y
the benefits must be continued until one (1) of the following occurs:

8.

a) The Enrollee withdraws the Appeal;

b) Ten (10kalendar days pass after the Health Plan mails the notice,
providing the resolution of the Appeal against the Enrollee, unless the Enrollee,
within the ten (10) calendar day timeframe, has requested a State fair hearing
with continuation of benefits untih State fair hearing decision is reached;

c) A State fair hearing office issues a hearing decision adverse to the
Enrollee; or
d) The expiration or service limits of a previously authorized service is met.

Enrollee Responsibility For Services Furnished Wheldgpeal Is Pending. The

Health Plan shall have a system in place to recover the cost of services furnished to the
Enrollee if the final resolution of the Appeal is adverse to the Enrollee and benefits were
continued pending Appeal to the extent they wearentinued solely by reason of this
Section and in accordance with 42 CFR 438.420(d).

9.

Miscellaneous Requirements
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a) In all aspects of the Grievances and Appeals system, the Health Plan
must comply with Idaho Code 8890 = & ! RdzZf & ! 6dzaS3n bS3t SO
I OG0 o¢
b) The Health Plan shall train staff with regard to the IDHW fair hearing
LIN2 OS&dazx AyOfdzZRAYy3I O2YLI AlFYyOS 6AGK (GKS
/'aS t NEPOSSRAy3a FyR 5SOfF NI G2NE wdAf Sa¢é
c) Information Regarding the Grievance and Afpegystem. The Health
Plan shall provide the information specified in this Section regarding the
Grievances and Appeals system to all Providers and subcontractors. Information
on how to file a Grievance or Appeal must be provided to the Enrollee at
enroliment and annually thereafter.
d) Recordkeeping and Reporting Requirements. The Health Plan shall
maintain records of Grievances and Appeals and shall review the information for
guality assurance purposes. The Health Plan shall submit a detailed report on
aa f DNAS@GFyOSa FyR !'LIJFfta G2 GKS /2y aNY
records must be accurately maintained in a manner accessible to the IDHW and
available upon request to CMS.
e) The contract shall ensure that Enrollees are advised of wheredhiey
get help with reporting elder abuse/neglect/exploitation or where to report
Medicaid fraud on the IDHW website at:
http://healthandwelfare.idaho.gov/Medical/tabid/61/Default.aspx.
f) Effect of Reversed Appeal Resolutions.
(2) If the Health Plan or the Stataif hearing officer reverses a
decision to deny, limit, or delay services that were not furnished while
the Appeal was pending, the Health Plan shall authorize or provide the
RA&LIzi SR aSNWAOSa LINRYLIWGfe yR a SE
condition requires but no later than seventwo (72) hours from the
date it receives notice reversing the determination.
(2) If the Health Plan or the State fair hearing officer reverses a
decision to deny authorization of services, and the Enrollee received the
disputed services while the Appeal was pending, the Health Plan must
pay for those services.
Q) Requirements for State fair hearings.
D Availability. IDHW permits the Enrollee to request a State fair
hearing within one hundred twenty (120) calendar days of theHEnf S S Q&
exhaustion of the Health Plan level Appeal procedures, from the date of
GKS 1'SFHfTOGK tftlFryQa y20A0S 2F NBaz2f dzia
(2) Deemed exhaustion of appeals processes. In the event that the
Health Plan fails to adhere to the notice and timing requirements in this
aS00GA2ys GKS 9yNRftSS A& RSSYSR (2 K
appeals process, and the Enrollee may initiate a State fair hearing.
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3) Parties. The parties to the State fair hearing include the Health
Plan as well as the Enrollee and his or her authdriepresentative or
the representative of a deceased Enrollee's estate.
h) The Health Plan shall log all appeals and grievances in an-IDHW
approved database such that the IDHW may have access ttimeatiata
regarding grievances and appeals filed with tlealth Plan.

XXXVI.Quality Management/Quality Improvement Program

A. The Health Plan shall conduct performance improvement projects, including any
performance improvement projects as required by the IDHW and/or CMS, in consultation with
other stakeholders.

B. IDHW wil utilize an External Quality Review Organization (EQRO) to conduct an annual
external quality review of contract implementation, outcomes, timeliness of, and access to, the
services covered under the contract.

1. The Health Plan shall cooperate fully iryajuality reviews conducted by an
EQRO.
C. The Health Plan shall develop a QM/QI program and implement and maintain a written

comprehensive QM/QI Plan that clearly defines its quality improvement structures and
processes and assigns QM/QI responsibilitiegualified individuals. The QM/QI Plan must
include the following:

1. A process to immediately remediate all individual findings identified through its
monitoring process;

2. A process to track and trend all individual findings;

3. A process to identify systemigsues of poor performance and/or non
compliance;

4, A process to implement remediation and strategies to improve processes and
resolve areas of nenompliance; and

5. A process to measure the success of remediation and strategies in addressing

identified isses.
D. vdzk t AGe alylr3asSySydy ¢KS | SFHtGK tflyQa va LI
procedures that document processes or methods through which the Health Plan ensures clinical
guality, access and availability of services, continuity and coordination of caréhatridclude
all related contractual requirements.
E. Quality Improvement ¢ KS | SIf 6K tfFyQa vL LINRINIY &KL §
1. The formation of a Quality Assurance Program Improvement Committee which
includes innetwork medical, behavioral health, at@hg term care practitioners and
Providers to establish and oversee QM/QI functions.
2. Sufficient resources (staffing, data resources, and analytical resources) to
manage the QM/QI program.
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3. Processes to demonstrate how the results of the QM program are tased
address service delivery, Provider, and other QM issues as they are identified and to
improve the quality of physical health, behavioral health, and long term care.

4, QI projects designed to achieve, through ongoing measurement and
interventions, signiiant improvements sustained over time (expected to have a
favorable effect on health outcomes) and Enrollee satisfaction in clinical andlmacel

care.
5. Measurements of QI projects which include objective quality indicators.
6. Processes to solicit feedtlaand recommendations from key stakeholders,

Providers, subcontractors, Enrollees, families and/or guardians of Enrollees and
methods for using the feedback and recommendations to improve the quality of care
and system performance.

7. Implementation of systa interventions to achieve improvements in quality.
8. Evaluation of the effectiveness of the system interventions.
9. Planning and initiation of activities for increasing or sustaining improvement.

10 t NpPOS&dasSa (G2 SyadaNB GKS | Sl &verk tflyQa
assurances and reporting on performance measures required under the A&D Waiver,
with a compliance focus developed in collaboration with the IDHW. This includes
participation in efforts by the IDHW to prevent, detect, and remediate critical incidents
consistent with assuring beneficiary health and welfare that are based on the
requirements for home and communityased waiver programs under 42 CFR §
441.302(h).

11. Mechanisms to evaluate efficiency and appropriateness of service delivery
including the quaty and appropriateness of care furnished to Enrollees with special

health care needs and Enrollees receiving #&rg services and supports, including
assessment of care between care settings and a comparison of services and supports
received withthoseS G F2NIOK Ay (GKS 9yNRffSSQa L/t o

12. Ensuring reports related to QI projects are submitted to IDHW quarterly, and as
requested.
13. Ensuring QI projects are completed in a reasonable time period to allow

information on the success of QI projects in aggregate talypee new information on
quality of care every year.
a) The Health Plan must have in place, at minimum, one clinical and one
non-clinical QI project at any given time.
b) All proposed QI projects must be approved by the IDHW.
C) The Health Plan must report on theasiis of each QI project on a
guarterly basis.

XXXVIUtilization Management (UM) Program

A. The Health Plan shall operate and maintain a UM program that supports the QM/QI
program. The UM program description, work plan, and program evaluation shall be exclusive to
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IDHW and shall not contain documentation from other state Medicaid programs or product lines
operated by the Health Plan. The UM program description, associated work plan, and annual
evaluation of the UM program shall be submitted to IDHW for approvat psiimplementation

and include the following requirements:

1.

Ensure staffing includes a designated senior physician, a behavioral health care

clinician designated by the Medical Director for the implementation of behavioral health
aspects of the programna a longterm care professional designated by the Medical
Director for the implementation of the lonagerm care aspects of the program.

2.

3.

All UM staff shall:

a) Be in compliance with all applicable federal and State statutes and
regulations and professiontensing requirements.

b) Have a minimum of two (2) years of experience in managed care, peer
review activities, or both.

C) Not have had any disciplinary actions or other type of sanction taken
against them, in any state or territory, by the relevant profesal licensing or
oversight board, Medicare, or Medicaid programs.

d) Not have any legal sanctions relating to his or her professional practice
including, but not limited to malpractice actions resulting in entry of judgment
against him or her, unless otherse agreed to by IDHW.

e) Have sufficient clinical expertise and training to interpret and apply the
UM criteria and UM practice guidelines.
f) Receive ongoing training regarding interpretation and application of the

UM practice guidelines.
Use appropriately liaesed professionals to supervise all Medical Necessity

decisions and specify the type of personnel responsible for each level of UM, including
prior authorization and decision making.

4.

Ensure that compensation to individuals or entities conducting UMitdeg\s

not structured to incentivize the individual or entity to deny, limit, or discontinue
Medically Necessary Covered Services to any Enrollee. 42 CFR § 438.6(h), 42 CFR §
422.208 and 422.210

5.

Have in place policies, procedures, and systems that@hanum:

a) Identify instances of oveand underutilization ofMLTSServices;

b) Identify aberrant provider practice patterns

C) Identify critical quality of care issues;

d) Ensure requests for initial and continuing authorizations of services are

processed per 4ZFR § 438.210(b) and include mechanisms to ensure
consistent application of review criteria for authorization decisions and ensure
consultation with the Provider requesting peaithorization of service, when
appropriate; and

e) Ensure any decision to deayservice authorization request or to
authorize a service in an amount, duration, or scope that is less than requested
is made by a physical health or behavioral health care professional who has

Paged5of 221



F LILINE LINA F GS Of AyAaOF £ SE LiitiolbAdiséaseory G NB I
in the case of longerm care services, a loAgrm care professional who has
appropriate expertise in providing lortgrm care services.
6. Link Enrollees to disease management and care coordination.
7. Encourage health literacy andammed healthcare decisions.
8. LRSYdGATe YR FRRNBaa oFNNASNAR GKIFG YIle& |
healthy lifestyles such as obtaining preventive care and successful participation in drug
maintenance programs.
9. Utilize UM data to identify additival disease management programs that are
needed.
10. Monitor access to preventive car®d the extent possiblespecifically to identify
Enrollees who are not accessing preventive care services in accordance with industry
accepted preventive care standardscaldbHW recommended preventive care guidelines
with a focus on Enrollees with special needs, diagnoses of severe mental illness, or
substance abuse.
11. Develop education, incentive, and outreach plans to increase Enrollee
compliance with preventive care stazls.
12. Establish UM practice guidelines in accordance with 42 CFR § 438.236 based on
valid and reliable clinical evidence or a consensus of healthcare professionals in the
particular field that ensure decisions for UM, Enrollee education, and coverage of
SeNJBA OS& NB FLIWIX ASR Ay I O02NRIFIyOS gAlGK (KSa
guidelines shall:

a) Consider the needs of Enrollees.

b) Be adopted in consultation with Providers.

c) Be reviewed and updated as appropriate.

d) Be disseminated to all affected Providers, and upon request to Enrollees

and Potential Enrollees in a manner that is accessible and understandable.
e) aSSd Iftf adlyRFNRa 2F GKS 1 SFHEOGK tfl
f) Include and provide timeframes for the follavg requirements:
D Complete initial requests for prior authorization of services;
2) Complete initial determinations of Medical Necessity;
3) Complete Provider and Enrollee appeals and expedited appeals
for prior authorization of service requests or determinatsoof Medical
Necessity, per state law and in accordance with the Grievances and
Appeals Section;
(4) b2GATe t NPOARSNA |yR 9yNRffSSa Ay
decisions on initial prior authorization requests and determinations of
Medical Necessity;
(5) Notift t NPOARSNE FyR 9yNRffSSa 2F (K
appeals and expedited appeals of prior authorization requests and
determinations of Medical Necessity;
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(6) Routinely assess the effectiveness and the efficiency of the UM
program;

(7) Evaluate the appropate use of medical technologies, including
medical procedures, diagnostic procedures and technology, behavioral
health treatments, and pharmacy formularies and devices;

(8) Target areas of suspected inappropriate service utilization;

9) Detect over and undeutilization of emergency room services
and other services;

(10) Routinely generate Provider profiles regarding utilization
patterns and compliance with utilization review criteria and policies;
(11) Compare Enrollee and Provider utilization with norms for
comparable Emllees and imetwork Providers;

(12) Routinely monitor inpatient admissions, emergency room use,
ancillary, out of area services, and aftnetwork services, as well as
behavioral health inpatient and outpatient services;

(13) Ensure that treatment and Dischar§éanning are addressed at
the time of authorization and concurrent review, other Providers, and
other supports identified by the Enrollee as appropriate;

(14) Maintain distinct policies and procedures regarding leigm

care services;

(15) Document access to Boa@ertified Healthcare Professionals to
assist in making Medical Necessity determinations;

(16) Refer suspected cases of Provider or Enrollee Fraud or Abuse to
IDHW;

(17) Identify aberrant Provider practice patterns (especially related
to emergency room, impatient seices, and drug utilization); and

(18) Identify critical quality of care issues.

13. Provide and implement a UM Work Plan that includes but is not limited to the
following activities:
a) Referrals and coordination of Covered Services.
b) Authorization of Covered Sereig, including modification or denial of
requests for such services.
c) Assistance to Providers to effectively provide inpatient Discharge
Planning.
d) Behavioral health treatment and Discharge Planning.
e) Monitor and ensure the appropriate utilization of speciarvices,

including behavioral health services.
f) t NEOARS GNIAYAY3 YR adzLISNBAAAZ2Y
and Providers on:
(2) The standard application of Medical Necessity criteria and UM
policies and procedures; and
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2) UM policies, practices, @ndata reported to the Health Plan to
ensure that it is standardized across all Providers within the Network.
) ¢CKS O2yaraidsSyd FLIWXAOFGA2Y YR AYLX S
clinical criteria and guidelines including the behavioral health clinicarierit
approved by IDHW.
h) Monitor and assess all Health Plan services and outcomes
measurement, using any standardized clinical outcomes measurement tools to
support UM activities.

i) Access, collect, and analyze behavioral healthlangterm care
services fo quality management and Network Adequacy purposes.
)] Monitor utilization through retrospective reviews to:

D Identify areas of high and low utilization and key reasons for

these patterns;
(2) Assess the Medical Necessity, clinical appropriateness of care,
and theduration and level of care; and
3) Identify utilization patterns of all Providers by significant data
elements and established outlier criteria for all services.
k) Ensure the services furnished by Providers were appropriate and
Medically Necessary, authorizBd YR 60Aff SR Ay | OO0O2NRIyOS
requirements. This includes monthly review of a random sample of no fewer
than two and onehalf percent (2 1/2 %) of Enrollees to ensure that such
Enrollees received the services for which Providers bili¢hl respect to such
Enrollees.
)] Monitor issues regarding quality and access to services identified by the
Health Plan, IDHW, Enrollees, and Providers, including the tracking of these
issues and resolutions.
m) Report Medical Necessity determination decisiat an aggregate level.

n) For A&D Waiver services and PCS, ensure authorization of at least the
level of service required by the UAL.
0) Assess Provider/office staff satisfaction with UM processes to identify

areas for improvement as part of the Providemvey as described in the
Reports Section
B. ¢KS 1'SFHfTdK tftry aKlFtf KI@GS | ta O2YYAUGSS F
Director. The committee shall:
1. a2yAld2NI t NPOGARSNAEAQ NBljdzSada FT2NJ NBEYRSNA:
2. Monitor the medi@l appropriateness and necessity of Covered Services
provided to Enrollees;
3. Review the effectiveness of the utilization review process and make changes to
the process as needed;
4. Write policies and procedures for UM that conform to industry standards
including methods, timelines, and members responsible for completing each task;
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5. Confirm the Health Plan has an effective mechanism in place form@ativork
Provider or Health Plan representative to respond within one (1) hour to all emergency
room Proviers twentyfour (24) hours per day, seven (7) days per week:

a) ' FGSNI Y 9yNRffSSQa AyAildAlrf SYSNHSyO

b) After an Enrollee has been stabilized and the emergency room Provider
considers continued treatment necessary to maintain stabilization.

XXXVllIncentive Programs

A.
| SIEfGK tflryQa STT2NI G2 AYLNRGS ljddtAade FyR

B.

IDHW reserves the right to implement a pay for performance program to reward the

1. Potential incentive programs to be developed may include but are not limited
to, capitation withhold and/or bonus payments based on performance targets in
priority areas established by IDHW. IDHW will provide advance notice prior to
implementation of such programs.

Provider Incentive Programs: The Health Plan may establish a perforrhased

incentivesystem including a physician incentive plan for Providers using its own methodology
that complies with all federal regulations regarding physician incentive plans and provide IDHW
information on its plan as required in the regulations with sufficient detapermit IDHW to
determine whether the incentive plan complies with the federal requirements. The Health Plan

shall:

1. Obtain IDHW approval prior to implementing any Provider incentives and before
making any changes to an approved incentive. IDHW eages creativity in designing
incentive programs that encourage positive Enrollee engagement and health outcomes.
2. Comply with the requirements set forth at 42 CFR § 422.208 and 42 CFR §
422.210 regarding physician incentive plans in accordance withRZ@B8.6(h) by
reporting the following:

a) Whether services not furnished by the physician or group are covered
by the incentive plan.
b) The type of incentive arrangements and percent of withhold or bonus (if
applicable).
c) Panel size, and if patients are pod)ehe approved method used
d) Proof the physician or group has adequate stop loss coverage, including
amount and type of stop loss if the physician or group is at substantial financial
risk.

3. Not make incentive arrangements include any payment or otherdgachent

that serves to withhold, limit, or reduce necessary medical ormeuical Covered
Services to Enrollees.

4, Ensure that physicians or physician groups have either aggregate-patent
stop-loss protection and conduct annual enrollee surveysefghysician incentive plan
places a physician or physician group at substantial financial risk in accordance with 42
CFR § 422.208(d).
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5. Provide adequate and timely information concerning its physician incentive
plan, upon request, to its Enrollees andaimy marketing materials in accordance with
the disclosure requirements stipulated in the federal regulations.

6. Ensure that incentive programs are
a) For a fixed period of time;
b) Not renewed automatically;
c) Made available to both public and private contractors;
d) Not conditioned on intergovernmental transfer agreements; and
e) Necessary for the specified activities and targets.
7. Enrollee Incentive Programs: The Health Plan may establish Enrollee incentive

programs to encourage appropriate utilization of health sersiged healthy behaviors
using its own methodology. Enrollee incentives may be financial or nonfinancial. The
Health Plan shall:

8. Obtain IDHW approval prior to implementing any Enrollee incentives and before
making any changes to an approved incentive.
9. Enaire that in any Enrollee incentive program, the incentives are tied to

appropriate utilization of health services and/or healthy behaviors. For example, the
Enrollee incentive programs can encourage responsible emergency room use or
adhering to prescribedrug maintenance programs. The Health Plan should develop
Enrollee incentives to encourage appropriate utilization of health care services, improve
adherence to keeping appointments, and increase the receipt of health care services in
the appropriate tratment setting.

10. Comply with all marketing provisions in 42 CFR 8 438.104, federal and State
statutes, and regulations regarding inducements.

XXXIX.Health Information Technology (HIT)

A. The Health Plan may develop and utilize HIT initiatives to improve quaatigre and/or
reduce overall health care costs. Any HIT initiative must be approved by IDHW prior to
implementation, and IDHW may require the implementation of HIT initiatives during the term of
the contract. HIT initiatives may include:

1. Electronic hedh record (EHR) that focuses on the total health of the patient,

I32Ay3 0Se2yR adlyRFNR Ot AyAOlt RIFGI 02ttt SO
ONRBIFRSNI @ASgs 2y | LI GASyGQa OFNB GKFG Fff2¢
sharing;

2. Electrorc prescribing (Jprescribing) that may include electronic access to

clinical decision support information and integration with an EHR;

3. Benchmarking that may include pooling data from multiple Providers and

GoSYOKYI Nl Ay3Ié 2N O2 Y tabmedy ofilZation Dfisdic€siandNS f | (1 S F
populations; and

4. Telehealth technology that may include applications and services usirg/ayo

video, email, smart phones, wireless tools, and other forms of telecommunications
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technology to facilitate Provideo-Provider consultations and Providén-Enrollee live

interactions.
5. The Health Plan shall:
6. Disclose the current or planned relationship between the Health Plan and the
Idaho Health Data Exchange (IHDE) and include the IHDE in HIT initiatives, as
appropriate.
7. Ensure any HIT or Higlated processes support national, state, and regional
standards for health information exchange and interoperability.

a) Baseline documentation shall include policies and procedures for

monitoring the standards for health informati exchange and interoperability.

XL. Hectronic Health Records

A. The Health Plan may assist Network Providers in implementing the use of EHR in their
practice. The Health Plan may assist Providers in:
1. Developing goals for the use of EHR;
2. Conducting a readinesssessment including, but not limited to the following
areas:
a) Organizational culture,
b) Management and leadership,
c) Operational,
d) Technical, and
e) Development of a plan for EHR implementation;
3. Reviewing and documenting existing workflows, including hidarmation
contained in medical records is created, maintained, and exchanged;
4, Identifying business process changes and specific inefficiencies to be corrected
prior to EHR implementation;
5. Determining the most efficient and effective way to convert erigtilata;
6. Identifying other systems requiring integration, if any;
7. Workflow redesign activities, including clinic policies and procedures, job
descriptions, and scheduling and billing workflows;
8. Understanding and documenting total costs related to EHReime@htation;
9. Documenting Provider or practice requirements for the EHR system, including

registry functionality and report generation capability;
10. Ensuring the reporting functionality includes:

a) Identification of a subpopulation of Enrollees,
b) Viewing and maipulation of data,
c) Exporting data,
d) Creating notifications for Enrollees and Providers, and
e) Tracking quality measures;
11. Ensuring EHRs used by Providers meet the Commission for Certification for

Health Information Technology (CCHIT) 2011 Behavioral HedRICEHification Criteria
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XLI.

and EHRs used by eligible Providers meet the certification criteria regulations of 45 CFR
8§ 170;

12. Ensuring EHRs used by Providers can interface with the IHDE;

13. Achieving meaningful use of the EHR system and qualifying for the Medicar
Medicaid Meaningful Use incentives; and

14. Ensuring policies and procedures are in place to ensure compliance with HIPAA
privacy and security regulations.

Fraud and Abuse

A. The Health Plan shall implement and maintain surveillance and utilization control

programs and procedures in accordance with 42 CFR § 456.3, § 456.4, and § 456.23 to safeguard
against unnecessary or inappropriate use of services and improper payments. The Health Plan
shall:

1. Have internal controls, policies, and procedures in pthet are designed to
prevent, detect, and report known or suspected fraud and abuse activities.
2. Have a mechanism to verify, by sampling or other methods, whether services

that have been delivered by network providers were received by Enrollees and the
applcation of such verification processes on a routine basis. The Health Plan shall have

in place a process to expand an audit when instances of billing for services not rendered
are validated.

3. Comply with all federal and State statutes and regulations reggrlaud and

abuse, including, but not limited to § 1128, § 1156, and § 1902(a)(68) of the Social

{ SOdzNAR (Ge ' OG awSLRNIAY3 FyR Ly@SadAadalraay3
4. Provide adequate staffing and resources to investigate detected offenses; and

for the development and implementation of corrective action plans relating to the

contracted services.

5. Have methods for identification, investigation, and referral of suspected fraud
cases.

6. Report all tips and confirmed or suspected fraud and abuse to IDHW aG6tMF
within IDHWspecified timeframes.

7. Investigate all incidents of suspected and/or confirmed fraud and abuse.

8. Notify IDHW when the Health Plan denies a Provider credentialing application

for program integrityrelated reasons or otherwise limits the abildya Provider to

provide contracted services for program integrity reasons.

9. Make full disclosure of ownership and control information for the Health Plan

and any subcontracting entities, Providers, and business transactions in accordance with
42 CFR § 45800¢ 106 and IDAPA 16.03.09, including any time there is a change to any
of the information on the disclosure form and at any time upon request.

10. Provide written disclosure of any prohibited affiliation of the Health Plan or its
principals, or of any subatracting entities or Providers, of any prohibited affiliation

under 42 CFR § 438.610.
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11. Comply with all federal requirements in accordance with 42 CFR § 1002 on
exclusion and debarment screening using both the System for Award Management
(SAM) https://lwwwsam.gov and the DHHIG List of Excluded Enrollees/Entities (LEIE)
http://oig.hhs.gov/exclusions/exclusions_list.asp; ensuring alreporting provider
entities, including their owners and employees, that bill and/or receive IDHW funds as
the result ofthis contract are screened against the federal exclusion databases.
12. Not make payment for a service furnished by an individual or entity when there
is a pending investigation of a credible allegation of fraud against the individual or
entity. Any unallowhle funds made to excluded individuals as full or partial wages
and/or benefits shall be refunded to and/or obtained by IDHW and/or the Health Plan
dependent upon the entity that identifies the payment of unallowable funds to
excluded individuals, with thexception of the provision of emergency services.
13. Report overpayments made by IDHW to the Health Plan and overpayments
made by the Health Plan to a Provider.
a) The Health Plan is entitled to retain recoveries of overpayments to
network providers related téraud, waste, and abuse.
(2) The IDHW has the right to audit and recover identified
overpayments and assess penalties after twelve (12) months from the
date of service. Overpayments and penalties will be recovered from the
Health Plan.
b) The Health Plan musgport recoveries of overpayments to network
providers as specified in the Reports Section.
14. Have a mechanism for network providers to report receipt of overpayments, to
return overpayments within sixty (60) days after the date on which the overpayment
was hvestigated, and to notify the Health Plan in writing of the reason for the
overpayment.
15. Except as provided in 42 CFR 8455.19, ensure all Provider claims forms are
imprinted in boldface type with the following statements, or with alternate wording that
isapproved by IDHW and the Regional CMS Administrator. The statements may be
LINAYGSR 0203S GKS Of FAYFy(iQa aA3Iyl GdzZNBE 2 NE
I NBEFSNBYyOS (G2 GKS adlFaSYSyda Ydzad | LIISE NI A
signature.
a) GCKAA Aa (2 OSNIATe GKIFG GKS FT2NB3A2A
O02YLX SiGSa¢
b) GL dzyRSNRGIYR GKIG LIeYSyd 2F GKAa O
State funds, and that any falsification, or concealment of a material fact, may be
prosecuted uR SNJ FSRSNI f |yR {GlFGS fFgaové
16. Have a written Fraud and Abuse Compliance Plan. A paper and electronic copy
of the Fraud and Abuse Compliance Plan shall be provided to IDHW Program Integrity
Unit within ninety (90) calendar days of the contract effectiveedand annually
thereafter. IDHW will provide notice of approval, denial, or modification of the Fraud
and Abuse Compliance Plan to the Health Plan within thirty (30) calendar days of
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receipt. The Health Plan shall make any requested updates or moidifisatvailable
for review to IDHW as requested by IDHW and/or the IDHW Program Integrity Unit
within thirty (30) calendar days of a request. The Fraud and Abuse Compliance Plan
shall include the following:
a) I NR&a|l lFaaSaayvYSyid 2 TaudbmdabusePiodgramK t f |
AYyGSaANrRGe LINRPOSaasSa GKIFG AyOfdzRRSa | fA
vulnerable areas and outlines action plans in mitigating such risks. A risk
FaaSaaySyd akKrft fa2 0SS adzoYAUGGSR 2y |
after a program integrity related action, including finaneighted actions (such
as overpayment, repayment and fines), is issued on a Provider with concerns of
fraud and abuse. The Health Plan shall inform IDHW of such action and provide
details of suchifancial action;
b) An outline of activities for the next reporting year regarding employee
education of federal and State statutes and regulations related to Medicaid
Program Integrity against Fraud/Abuse/Waste to ensure that all of its officers,
directors,managers, and employees know and understand the provisions of the
| SFfGK tflyQa CNIdzZR FyR ! 06dzaS / 2YLX Al yO!
c) An outline of activities for the next reporting year regarding Provider
education of federal and State statutes and regulations related to téeédli
Program Integrity against Fraud/Abuse/Waste and on identifying and educating
targeted Providers with patterns of incorrect billing practices and/or
overpayments;
d) Procedures to prevent and detect abuse and fraud in the administration
and delivery of sevices under this contract;
e) Descriptions of specific controls in place for prevention and detection of
potential or suspected fraud and abuse, such as:
D Automated prepayment claims edits;
2) Automated postpayment claims edits;
3) Desk audits on pogtrocessingeview of claims;
f) A list of reports of Provider profiling and credentialing used to aid
program and payment integrity reviews;
Q) Surveillance and/or UM protocols used to safeguard against
unnecessary or inappropriate use of services;
h) A list of provisions ithe subcontractor and Network Provider
Subcontracts that ensure the integrity of Provider credentials;
i) A list of references in Provider and Enrollee material regarding fraud
and abuse referrals;
)] A method for confidential reporting of fraud and abuse e t
designated person;
k) Methods for the prompt investigation and folleup of any suspected or
confirmed fraud and abuse, even if already reported, and/or compliance plan
reports;

Y
a
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)] Procedures that ensure the identities of individuals reporting violations

are protected and that there is no retaliation against such persons;

m) Specific and detailed internal procedures for officers, directors,

managers, and employees for detecting, reporting, and investigating fraud and

abuse;

n) A requirement that any confirmed or suescted Provider fraud and

abuse under federal or State law be reported to the IDHW and MFCU and that

Enrollee fraud and abuse is reported to the MFCU;

0) Work plans for conducting both announced and unannounced site visits

and field audits to Providers deéd as high risk Providers with cycle/auto billing

activities and Providers offering Durable Medical Equipment (DME), home

health, mental health, or nomedical transportation services; to ensure

services are rendered and billed correctly;

p) Methods of ensung compliance with the applicable requirements of

the Model Compliance Plan for Medicaid MCOs or Medicare + Choice

Organizations/Medicare Advantage plans issued by the BBHIBS

q) Reporting of fraud and abuse activities as required in the Reports

Section, ikluding the number of complaints of fraud and abuse that warrant

preliminary investigation. For each which warrants investigation, reporting of

GKS 9yNRftSSQa yIYS YR ARSYUATAOIFIGAZ2Y X

nature of complaint, approximatdollars involved, and legal and administrative

disposition of the case;

r Exclusion checking that includes conducting a monthly comparison of

their Provider files, including atypical Providers, against the System for Award

Management (SAM) https://www.sam.g@and the DHH®IG List of Excluded

Enrollees/Entities (LEIE) http://oig.hhs.gov/exclusions/exclusions_list.asp, and

the ldaho Medicaid exclusion list located at:

http:/www.healthandwelfare.idaho.gov/Portals/0/Providers/Medicaid/Provide

rExclusionList.pdfnd providing a report of the result of comparison to IDHW

each month;

s) Establishment of an electronic database to capture identifiable

information on the owners, agents, and managing employees listed on

t NPOARSNEQ 5Aa0f2adz2NB F2NXYAT | YR

t) Prompt terminationof Providers due to inactivity in the past twelve (12)

months.
17. Have a designated compliance officer and Regulatory Compliance Committee
that are accountable to senior management, and have effective training and education
for this committee and forthe Héall K t f I yQa SYLX 28S5Sad ¢KS wS:
I 2YYAUGGSS Ydzad 06S OKINBHSR gA0K 20SNARSSAy3
and its compliance with the requirements under this contract. The Health Plan must
ensure effective lines of communication betarethe compliance officer and the Health
tfryQa SYLiz2eSSao
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a) The Regulatory Compliance Committee must establish and implement
procedures and a system with dedicated staff for routine internal monitoring
and auditing of compliance risks, prompt responsedmpliance issues as they
are raised, investigation of potential compliance problems as identified in the
course of selevaluation and audits, correction of such problems promptly and
thoroughly (or coordination of suspected criminal acts with law enforeeim
agencies) to reduce the potential for recurrence, and ongoing compliance with
the requirements under the contract.

18. Have enforcement of standards through weillblicized
disciplinary guidelines.

XLII.  Information Systems and Data Security

A. The Health Plan shall implement and maintain an Information Systems and Data Security
Plan that includes, but is not limited to all of the requirements in Attachni@ntinformation

Systems. The Health Plan shall submit the Information Systems anddoataySPlan for

approval prior to implementation.

B. The Health Plan shall comply with the requirements in Attachm@ntinformation

Systems; provided, however, in the event a change in a vendor is required, the IDHW and Health
Plan will endeavor to wori good faith to minimize the operational and financial impact of

such change.

XLIII.  Claims Management System

A. The Health Plan shall maintain an IDHW approved Claims Management System to
process and audit Provider claims that includes the following:
1. A system fowerifying and ensuring that Providers are not submitting claims or
encounter data for services that were not provided.
2. Policies and procedures to monitor the accuracy of claims adjudication that
include:
a) Methods to ensure all procedures or encounters aceurately priced;
b) A method to ensure the filing deadlines fornetwork Provider claims
ddzo YAaaAz2y A& AyOfdzZRSR Ay Fft 2F GKS | S|
and
c) A filing deadline for oubf-network Provider claims submission twelve
(12) morihs from the date of service.
3. A claims processing system that supports paper and electronic claims

submission for both in and owdf-network Providers and accepts claims submitted via

standard electronic data interchange (EDI) transactions directly fr@mviders, through

It NPGARSNRDA AYGSNYSRALFNESI | ydRnetwbrkJS NI Of | A Y3
Providers to establish a Health Plgpecific Provider number to receive payment.

Health Plan may accept paper claims instead of electronic, upon a deratoistof
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good cause by the provider in accordance with criteria in appropriate Health Plan
L2f AOASE YR LINRPOSRdANBad ¢KS |ISFHEGK tflyQa
a) Process all claim types (e.g., professional and institutional claims);
b) Uniquely identifythe Provider of the service (ensuring all billing
information related to taxreporting business entities and information related to
individuals who provide services are properly reported on claims);
c) Indicate the date of claim receipt by the Health Pldre(tate the
Health Plan receives the claim as indicated by a-d&ep);
d) Ensure accurate history of actions taken on each Provider claim (i.e.,
paid, denied, suspended, appealed, etc.);
e) Indicate the date of claim payment (the date of the check or otbem
of payment);
f) Include all data elements as required by the Health Plan and IDHW for
encounter data submission;
0)] Track and report service use against benefit limits in accordance with
GKS 1'SIHfGK tflyQa YSGK2R2t23&T
h) Run a minimum of one (1) Providerymaent cycle per week, on the
same day each week, as determined by the Health Plan and approved in writing
by IDHW; and
i) Not employ offsystem or gross adjustments when processing
corrections to payment errors, unless prior written authorization is received
from IDHW.
4, The capacity to coordinate benefits in accordance with 42 CFR 8433, Sulgpart D
Third Party Liability, when an Enrollee has more than one payer. Coordination of
benefits rules apply when an Enrollee enrolls in the MMCP and continueseiorbked
AY KA&AGKKSNI SYLX 28SNkdzyA2y 2NJ d4L12dzaSQa 3INERdz

a) The Health Plan must enter into a Coordination of Benefits Agreement
with Medicare and participate in the automated claims crossqrecess.
B. The Health Plan shall provide a harghgdxplanation of Benefits statement (EOB) on a
monthly basis, at a minimum, to each Enrollee that includes:
1. Summary of all claims submissions, except dental claims, billed to the Health
Plan on behalf of the Enrollee during the EOB timeframe,
2. To whompayments were sent;
3. Explanation of any charges the Health Plan did not pay, and

4. I AGFrGA2y 2F GKS 9yNREfSSQa | LIISFE NARIKIJ:
C. The Health Plan shall provide each Provider with a Remittance Advice (RA) via hard copy
or HIPAA payment transaction, based pndividual Provider preference, in conjunction with the
payment cycle.

1. The RA shall:

a) Indicate the disposition for each adjudicated claim by claim type unique
to each Provider and by capitated payments generated and paid by the Health
Plan;
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XLIV.

XLV.

a) Include a staits report with explanatory remarks related to the
payment or denial of each claim including, but not limited to third party liability
(TPL) data;
b) Specifically identify all information and documentation the Provider is
required to submit on a partially dotally denied claim; and
D. The Health Plan shall maintain staff of qualified, medically trained, and appropriately
licensed personnel, consistent with NCQA accreditation standards to perforapagstent
review of claims to ensure services provided weredMally Necessary.

E. The Health Plan shall implement an IHDW approved internal claims dispute procedure
that includes the following requirements:
1. Providers may file a dispute if he or she disagrees with a claim decision
regarding the denial or payment of &in;
2. A method for Providers to have disputed claims reviewed by independent
reviewers who are not Health Plan employees; and
3. Systematically capture the status and resolution of all claim disputes and all
associated documentation.
F. The Health Plan shalbmply with the IDHW random sample audits of claims and

provide all requested documentation, including but not limited to Provider claims, encounter
data submissions, applicable medical records, and prior authorizations in the form, manner, and
timeframe deéermined by IDHW.

Prompt Payment

A. The Health Plan shall:
1. Pay Providers in accordance with the standards set forth in Idaho Code Title 41,
Chapter 56, and Federal regulations at 42 CFR § 447.45(d), unless the Health Plan and
Provider agree to an alternate payment schedule and method.
a) Pay or deny ninety percel(®0%) of clean claims within thirty (30)
calendar days of receipt of the claim.
b) Pay or deny ninety nine percent (99%) of all clean claims within ninety
(90) calendar days of receipt of the claim.
c) If the claim is a paper claim, pay or deny ninety per¢8a#so) of clean
claims within fortyfive (45) calendar days of receipt of the claim.
2. The Health Plan shall have a contingency plan to makectzom payments to
Providers in cases where claim payments cannot be made by thirty (30) calendar days of
receiptof the claim for ninety percent (90%) of clean claims and ninety (90) calendar
days from the receipt of the claim for ninety nine percent (99%) of clean claims.

Third Party Liability and Overpayment Safety Nets

A. IDHW will compute the capitated paymentsdea on claims experience that includes
the net of TPL collections by the Health Plan.
B. The Health Plan shall:
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1. 'OG la GKS {GrasSQa F3Syd G2 O02ft€tS0O0 ¢t |
433 Subpart D and 42 CFR § 447.20 and 42 CFR § 434.6(a)(9);

2. Provide any thirdparty resource information in a format and media described
by IDHW; and
3. Cooperate as requested by IDHW or any IDHW cost recovery vendor.
C. Subrogation: The Health Plan shall:
1. Seek all subrogation amounts as required by federal Medicaictués; and
2. Treat all subrogation recoveries collected by the Health Plan outside of the

claims processing system as offsets to medical expenses for the purposes of reporting as
defined in the Reports Section.

D. IDHW Recovery Efforts: IDHW will:
1. Retainany TPL identified and recovered by the State more than one hundred
eighty (180) calendar days after the date of payment of a claim;
2. Initiate TPL recoveries and retain all monies derived there for claims not cost
avoided by the Health Plan;
3. Be responsile for estate recovery activities and will retain any and all funds
recovered through these activities; and
4, Not consider cost sharing and patient liability responsibilities TPL.

XLVI. Cost Sharing

A. IDHW will provide the Health Plan with the amount of cgistring, if any, that it may
assess to each Enrollee.
B. The Health Plan shall:
1. Ensure that if cost sharing is required for Medicaid services, it is only to the
extent that cost sharing or patient liability responsibilities are required for those
services byDHW in accordance with applicable federal and State statutes and
regulations, including, but not limited to IDAPA 16.03.05, 16.03.10, and 16.03.18, and 42
CFR § 447.50 through 447.82.
2. Not require an Enrollee to participate in the cost of A&D Waiver sesvialess:
a) ¢tKS 9yNRftSSQa StAIAOAfAGE F2NJ YSRAO
and receipt of, an A&D Waiver service; and
b) The Enrollee is eligible for Medicaid if he meets the conditions referred
to under IDAPA 16.03.05, Rules Governing Eligifwii Aid to the Aged, Blind,
and Disabled (AABD), Section 787.
3. 9y &adz2NBE t NPGARSNAE 2N O2f f SOGA2y | 3SyOASa
bill Enrollees for amounts greater than applicable cost sharing or patient liability
amounts for Covered Sereis (i.e. balance billing), including but not limited to, services
that the Health Plan has not paid for, except as permitted by IDHW rules and as
described below:
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a) Providers may seek payment from an Enrollee only if the services are
not Covered Servicesd, prior to providing the services, the Provider informed
the Enrollee that the services were not covered.
D The Provider shall inform the Enrollee of the ramvered
service and have the Enrollee acknowledge the information. If the
Enrollee still requestthe service, the Provider shall obtain such
acknowledgment in writing prior to rendering the service.
(2) Regardless of any understanding worked out between the
Provider and the Enrollee regarding private payment, once the Provider
bills the Health Plan fa service that has been provided, the prior
arrangement with the Enrollee becomes null and void.
4, Require, as a condition of payment, that the Provider accept the amount paid by
the Health Plan, or appropriate denial made by the Health Plan or, if apjgica
LI @YSyid o6& GKS |ISHfGK t €y GKl-partyjpayerd dzLILX SY ¢
plus any applicable amount of cost sharing or patient liability responsibilities due from
the Enrollee, as payment in full for the service.
5. Notify the Provider andequire the Provider and/or collection agency to cease
billing an Enrollee for amounts other than the applicable amount of cost sharing or
patient liability responsibilities from the Enrollee immediately and refund any monies
inappropriately collected whethe Health Plan is made aware of such activities. If a
Provider continues to bill an Enrollee after naotification by the Health Plan, the Health
Plan shall refer the situation to the Contract Monitor.
6. Ensure that the Enrollee is not held liable for thédwing:
a) ¢KS ISFHfOK tfryQa RSoGa Ay GKS S@Syi
b) The covered services provided to the Enrollee for which IDHW does not
pay the Health Plan.
c) The covered services provided to the Enrollee for which IDHW or the
Health Plan does not pdle individual or health care provider that furnishes
the services under a contractual, referral or other arrangement
d) Payments for covered services furnished under a contract, referral or
other arrangement, to the extent that those payments are in excésbe
amount that the enrollee would owe if the Health Plan provided those services
directly.

XLVII. Encounter Data

A. The Health Plan shall implement and maintain policies and procedures to support

encounter data reporting and submission and provide an Encounter Data Work Plan prior to

implementation and update the work plan at least annually that complies with the reqpgnts

in Attachmentl0 - Information Systems and the following requirements. The Health Plan shall:
1. Submit timely encounter data submissions:
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a) Weekly submissions of claims finalized for the week. This includes
original claim submissions paid or denieeersed claims, adjusted claims and
voided claims. Pended claims are not required;

b) Weekly submissions of financial data paid on behalf of Idaho Medicaid
participants; and
c) Weekly submissions of provider related data, including existing data,
new additons and changes as specified in the encounteboarding manual..
2. Ensure the encounter data submissions are:
a) Accurate,
b) Include all required data elements,
C) Are submitted correctly,
d) Validated that the actual services were provided, and
e) Accurately adjdicated.
3. Meet any encounter reporting requirements that are in place for Medicaid

managed care organizations as may be updated from time to time to meet State and

Federal reporting requirements.

4. 9y adaNBE GKS | St GK tf I yQancoimetDaEiMes ISy SNI
according to IDHVépproved specifications in Attachmeb® - Information Systems and

the Encounter Otboarding Manual, and as updated from time to time, at no cost to

IDHW.

5. Maintain processes to ensure the validity, accuracy, and ¢etmpess of the

encounter data, including any suapitation encounter data, in accordance with the

standards specified in this section. IDHW will provide technical assistance to the Health

Plan for developing the capacity to meet encounter reporting resqaents.

6. Collect and maintain encounter data for all Covered Services provided to
Enrollees.
7. Produce encounter data in an electronic format that adheres to IE4fWoved

data specifications for content, content definitions, format, file structure, artd da

guality in Attachment.0 - Information Systems. IDHW may require the Health Plan to

make revisions and updates as required by federal or State statute and regulations at

GKS 1'SIHfGK tflyQa SELSyasSo

8. Submit a minimum of one (1) batch of encounter datat6 | 2 Q& RS&aA3Iyl (S
agent for all paid and denied claims before 6:00 a.m. MT on Saturday of each week via

SFTP.

9. Upon determination by IDHW, submit a corrective action plan and abide by non
compliance remedies as described in Special Terms and ConditiommSectailure to

comply with the encounter data submission and accuracy requirements.
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XLVIII. Statement on Standards for Attestation Engagements (SSAE) No. 16, Reporting on Controls at a
Service Organization Requirements

A. The Health Plan shall provide the mastrent SOC 1 report prepared in accordance

with Statement on Standards for Attestation Engagements (SSAE) No. 16, Reporting on Controls
at a Service Organization. If one is not prepared, the Health Plan shall provide a copy after the
first year of operabns and annually thereafter.

XLIX. Provider Preventable Conditions

A. The Health Plan shall develop and implement policies and procedures for the
identification, reporting, and nopayment of Provider Preventable Conditions as identified in
the Idaho State PlanSuch policies and procedures shall be in accordance with 42 CFR §
434.6(a)(12), and 42 CFR § 447.26 and guidance, and shall be consistent with IDHW policies,
LINE OSRdzZNBazX |yR 3JIdARIFIFYyOS 2y t NEPOGARSNI t NB@Syil o
procedures shall include the following requirements:
1. The Health Plan shall not pay a Provider for a Provider Preventable Condition.
2. As a condition of payment, the Health Plan shall comply with the requirements
mandating Provider identification of Providereventable Conditions, and prohibiting
payment for Provider Preventable Conditions as specified in 42 CFR § 434.6(a)(12) and
8447.26;
3. Report all identified Provider Preventable Conditions in the form, format, and
frequency specified by IDHW including, Inot limited to any reporting requirements
specified in the Reports Section.
4, The Health Plan shall not impose any reduction in payment for a Provider
Preventable Condition when the condition defined as a Provider Preventable Condition
foraparticular Enbf SS SEAAGSR LINA2NI 12 G(KS t NP OJARSNI

Enrollee.
5. The Health Plan may limit reductions in Provider payments to the extent that
the following apply:
a) The identified Provider Preventable Condition would otherwise result in
an ingease in payment;
b) The Health Plan can reasonably isolate for-pagment the portion of

the payment directly related to treatment for, and related to, the Provider
Preventable Condition;

6. The Health Plan shall ensure that Apaiyment for Provider Preventabl
Condition does not prevent access to services for the Enrollee.
7. The Health Plan shall ensure its Network Provider Subcontracts:

a) Specify that no payment shall be made by the Health Plan to a Provider
for a Provider Preventable Condition under the contractd

b) Require, as a condition of payment under the contract, that Providers
comply with reporting requirements on Provider Preventable Conditions in
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accordance with 42 CFR § 447.26(d) and as specified by the Health Plan and/or

IDHW.
L. Medical Loss Ratio Sktinents, Rate Review, and Payments in Future Years an¥&idRate
Adjustments
A. Medical Loss Ratio Settlements: The Health Plan shall meet a Medical Loss Ratio (MLR)

threshold each year which regulates both the minimum and maximum amount, as a percentage

of the gross Medicaid payments, that must be used for expenses either directly related to

Covered Services or those which are related to Supplemental Services each year. The

Ot OdzA A2y gAff 0SS LISNF2N¥SR o0& Isaftertt®d | Ol dzk N
end of the evaluation period to ensure sufficient runout.

1. The Health Plan shall use the federally defined MLR formula and shall not be
below a MLR of eighty five percent (85%).

a) A basic MLR formula is benefits expense divided by revenue.

b) Thefederally defined MLR formula classifies certain administrative

expenses as benefits expense for the calculation of the MLR, and also includes
adjustments related to federal income tax. The general formula used can be
described as (Claims + Quality Imgrment Expenses) / (Premiurggaxes and
Fees). No credibility adjustment will be applied. This formula will be updated for
changes in the federally defined MLR guidance.
C) The Premiums used in the MLR calculation will be adjusted for the
actual population arolled in the program. The premiums paid to the Health
Plan are based on an assumed distribution among rate cells, while the actual
population mix enrolled is to be used to calculate an adjusted premium amount.
The difference between the premium paid atié adjusted premium amount
will be paid as a settlement between the Health Plan and IDHW.
d) When the difference is greater than three percent (3%) from a target
MLR of eighty eight percent (88%), a settlement calculation shall occur within
seven (7) monthafter the close of the contract term.
D The Health Plan shall remit the amount by which the eighty five
LISNOSy G o6yp:0 GKNSakKz2f R SEOSSRa GKS
multiplied by the total applicable revenue used in the MLR calculation of
the contrad as a lump sum payment to the IDHW.
(2) ¢KS L512Qa | Oldzr N gAft NBOASG |y
submission and calculate the adjusted premiums.
2. ¢KS L512 gAftf NBYAG GKS aSaGidtSYSyid I yY2dz
actual MLR exceeds the ninety onerpent (91%) threshold multiplied by the total
applicable revenue of the contract as a lump sum payment to the Health Plan.
a) The IDHW will not make any settlement payments when the MLR is
between eighty five percent (85%) and ninety one percent (91%).
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3. Tod KS YIEAYdzy SEGSYdG LzaarofsSs GKS 1 SHtE
the MLR shall conform to prevailing regulatory requirements applicable to the other
products offered by organizations operating health plans.
B. wkiS wS@ASg t N2OSaay L5112 gAfft NBOGASg GKS |
interim calculations of the federally defined MLR, encounter data, and other information to
FaasSaa GKS 2y32Ay3a FAYLIYOALlt Zpiopriatenésdaaie 2F GKS
capitation payments at a frequency no greater than each six (6) months.
1. The rate review process is a prospective adjustment to bring the capitation rates
within a range of actuarial soundness which returns the MLR to a target of eigihty e
percent (88%).
2. The first review will include a minimum of nine (9) months of paid claim data.
C. Payments in Future Years and Midar Rate Adjustments: If statutory changes enacted
after the rate development process is determined by IDHW to have a immhtdrange in the
PMPM for any given contract term, IDHW will update the corresponding standardized payment
rates outside of the annual rate development process.
1. A renewal rate proposal shall be provided to IDHW three (3) calendar months
prior to the stat of each contract term, if the contract is extended.

LI. Outpatient Drug Rebate Requirements

A. The Health Plan shall ensure that the covered outpatient drugs it dispenses are subject

G2 GKS &1YS Yl ydzFI Ol dzZNB NJ Nd&-setvideDupatiBnf dimysNS YSy G a |
L5012 Q& YI ydzFl Ol dzNB NJ NiBr&drvicSoutpBdptdiids Bra &vaflabke atT 2 NJ T S
http:/www.ssa.gov/OP_Home/ssact/title19/1927.htm.

B. The Health Plan shall provide a monthly report for rebate purposes as described in the
ReportsSection.

LIl Reports/Records/Documentation
A. IDHW will provide the Health Plan with the appropriate reporting formats, instructions,
submission timetables, and technical assistance as required.
B. IDHW may, at its discretion, change the content, format, or fregyef reports.
C. The Health Plan shall provide reports as described in the Reports Section. Reports shall

include data current through the respective reporting timeframe and shall be submitted within
the required timeframe in the specified format.
D. The Heah Plan shall:

1. Comply with all reporting requirements;

2. Ensure reports are accurate and available within the required timelines;

3. Make changes and reubmit reports according to the time period and format
required by IDHW if revisions to any reports are rieggh by IDHW;

4, Provide additional reports both ad hoc and recurring, upon request;

5. Ensure all financial and ndimancial performance data is accurate; and
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LIII.

6. 9yadaNBE Fff RFEdOGF Aa&a OSNIAFASR o0& GKS | St
Financial Officer, oan individual who has delegated authority to sign for, and who

reports directly to one of these employees in accordance with 42 CFR § 438.604 and 42

CFR 8§ 438.606. The certification shall attest, based on best knowledge, information and

belief the accuascy, completeness, and truthfulness of the data and documents

submitted to IDHW. This certification shall be submitted concurrently with the certified

data.

Reports

Report Description: Provider Network ReperProvider Enroliment Filg- The report shall

include a list of current Medicaidnly service providers and their provider type and specialty.
This report shall include providers of A&D Waiver services, Personal Care Services, behavioral
health servicesand nonmedical transportabn, in addition to Nursing Facilities and

Intermediate Care Facilities for the Intellectually Disabled.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Annually

Report Description: Provider Network RepqiGeographical Access RepariThe Health Plan
shall summarize the number of network providers by type and specialty in each county within
the geographic service area and when relevant, the percentage of Enrollees who have, a
behavioral health provider within distances specified DiAW.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Annually

Report Description: Provider Network ReperTimeliness of Services RepertThe Health Plan

shall submit a detailed report that includes the following: (1) Results of the Hedlth y Qa & dzNJJ S ¢
of Providers, sorted by the categories identified Attachmeéniccess Standards, which

identifies the percent of Providers who have met the acceptable timeframe requirements

identified in the Service Delivery Standards section of the atteett; (2) Any justification for

providers not meeting the Access Standard requirements; (3) Trends in Providers not meeting

the Access Standard requirements, i.e. areas of the state affected, provider types not meeting

the standard, etc. and the Health Fl®2a & LISOAFTAO LI Fya G2 | RRNBXaa

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Annually
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Report Description: Care Coordination RepeAssessment and Care Coordination Repert

The Health Plan shall submit a summary report anribmber and percent of Enrollees with

initial wellness assessments completed within thirty (30), sixty (60) and ninety (90), calendar
days of initial enrollment, including the name and credentials of the contract staff person
completing the assessment; dnthe total number of enrollees assigned to each Care Specialist.
This report shall include the total number of Enrollees with Individualized Care Plans as of the
end of the reportingoeriod.

This report shall also include a detailed report indicatingftiiewing data elements for each
Enrollee due for an initial or annual assessment within the prior ninety (90) calendar days: (1)
Enrollee name; (2) Enrollee Medicaid ID number (3) Assigned Care Specialist;l(@¢'&nro
enroliment date; (5Wwellness assssment due date; (6) wellness assessment completion date;
(7) Date the care plan was mailed to the Enrollee; and (9) Enrollee wellness assessment status
Complete, Refused, Unable to Contact, or In Progress.

Report Format: Excel
Reporting Phase: Onguy
Report Due: Monthly

Report Description: Care Coordination ReppkifTSS Enrollee Feedback Reppithe Health

Plan shall utilize the Enrollee feedback data supplied by the IDHW as a basis for this report. The
Health Plan shall include the following datlements for each reported instance of service

delivery or community access issues: (1) Date of contact with Enrollee, (2) Details of
investigation of issue, and (3) Outcome of investigation.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Quaerly, thirty (30) days after the end of each quarter

Report Description: Provider Payment Reponrollment/Capitation Payment Report The

report shall identify any Enrollees for whom a capitation payment has not been made or if an
incorrect payment habeen made. This report shall be submitted on a quarterly basis, with a
one (1) month lag time and is due by the end of the second (2nd) month following the reporting
period. For example, for the quarter ending September 30, the report is due by the end of
November and should include all data received through the end of October for the quarter
ending September 30. These quarterly reports shall include akconciled items until such

time that IDHW notifies the Health Plan otherwise.

Report Format: Wordrad/or Excel or as specified in advance by IDHW
Report Phase: Ongoing
Report Due: Quarterly, thirty (30) days after the end of each quarter
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Report Description: Provider Payment RepeRrovider Payment Report The report shall

identify: (1) The percent of electronic clean claims paid within thirty (30) calendar days of
receipt of the claim; (2) percent of electronic clean claims denied within thirty (30) calendar days
of receipt of the claim; (3) percent ofi @lectronic clean claims paid within ninety (90) calendar
days of receipt of the claim; (4) percent of all electronic clean claims denied within ninety (90)
calendar days of receipt of the claim; (5) percent of paper clean claims paid within for@Sjve (
calendar days of receipt of the claim; (6) percent of paper clean claims denied withififerty

(45) calendar days of receipt of the claim; (7) percent of all paper clean claims paid within ninety
(90) calendar days; (8) percent of all paper cleamtd denied within ninety (90) calendar days.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Quarterly, thirty (30) days after the end of each quarter

Report Description: Utilization Management Repditigh-Cost Claimants Report The repot

shall identify and report the number of Enrollees who incurred-narsing facility claims

relatedto Medicaidbenefits and services in excess of twefitie thousand dollars ($25,000).

¢ KS NBLER2NI akKlfft AyOfdzZRS (K &ndanoNkphidtySand | IS
type for each identified Enrollee.

Q)¢

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Quarterly, thirty (30) days after the end of each quarter

Report Description: Utilization Management Reperiged and DisabletlVaiver Utilization

Report¢ The report shall include a summary overview that includes the number of Aged and
5Aal0f SR 2FABSNI 9YyNREfSSa FyR t SNB2YLFf [/ FNB {S
assigned identifiers, and secondary rate code whapliaable (15). The report shall include

detailed Enrollee data for Enrollees who have not received services in the last thirty (30)

calendar days, including service group (i.ehdme, Residential Assisted Living Facility, CFH);

date of last longerm care service; length of time without lortgrm care services; and the
reason/explanation why the Enrollee has not received services. Idaho Home Choice Money

Follows the Person (IHCMFP) participants who are Enrollees will be identified separately for

each d#&a element described herein.

Report Format: Excel
Reporting Phase: Ongoing

Report Due: The report will be submitted on a monthly basis with a one (1) month lag period
(e.g., March information sent in the May report)
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Report Description: Utilization Magament Report- Drug Utilization Report for Rebates The

Health Plan shall provide a monthly report to be used for rebate purposes. This report shall

include drug utilization data for all nefPart B and noiPart D drugs provided to Enrollees and

must irclude information on the total number of units of each dosage form and strength and

package size by National Drug Code of each covered outpatient drug dispensed to Enrollees,

including those drugs administered by physicians in their offices. The HealtsHlll work

gAGK GKS {iGl1idSQa adzowO2yi(GNI OG2N) G2 RSGISNX¥YAYS (K
WSLIR2 NI C2NXYIFGY 1SFHEGK tfly aKkftf ¢2N)] ¢6A0GK (GKS
format.

Reporting Phase: Ongoing
Report Due: Monthly

Report Description: Utilizeon Management RepoH- Provider Satisfaction with Utilization

Management- The report shall include results of a survey of Provider/office staff satisfaction

with utilization management processes, summarize areas identified for improvement, and

included KS |1 St GK tflyQa NBalLRyaSa G2 FNBFa ARSYdA
Report Format: Excel

Reporting Phase: Ongoing

Report Due: Annually

Report Description: QM/QI ReportAged and Disabled Consumer Direction of HCBS Report
IHCMFP participants who are Enrollees shall be identified separately for each data element
described herein. The report shall include current information, by month, on specified
measures, which include but are not limited to the following: (1) Tatahlmer of Enrollees

enrolled with the Health Plan; (2) The number and percent of Aged and Disabled Waiver
Enrollees enrolled in seffirection of Home and Community Based services; and (3) The number
and percent of Enrollees receiving sdilfected serviceby type of sekdirected service

(companion services, skilled nursing, consultation, attendant care, homemaker services, and
chore services).

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Quarterly, thirty (30) days after the end of each tguar

Report Description: QM/QI Reportldaho Home Choice Money Follows the Person (IHCMFP)
Participants Report- The report shall include the following: (1) The total number, name, and

Social Security Number (SSN) of each Enrollee enrolled intoAPiCVe date each Enrollee

GNI YyAAGA2YSR (2 GKS O2YYdzyAGe@T o0HO 91 OK 9yNRCE
address and type of Qualified Residence; (3) The date of the last care coordination visit to each
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Enrollee; (4) Any inpatientfadilié &Gl &4 RdzZNAY3I GKS ljdzZt NISNE AyOf
type of Qualified Institution, dates of admission and discharge, and the reason for admission;
and (5) The total number, of Enrollees disenrolled from IHCMFP during the quarter, including
the name, SSN, and the reason for disenroliment for each Enrollee. Additional reporting
requirements include: (1) Medicaid Statistical Information System Data (MSIS) that includes
expenditures for all 1915c waivers, home health services, personal careifgdoas a State

Plan optional service, and HCBS spending on IHCMFP participants and spending under HCBS
capitated rates programs; including expenditures for Transition Management T2022 and
Transition Services T2038; (2) Total number and Enrollee namidemtdier for Self Directed

and Consumer Directed services; (3) Number of Enrollees transitioned from a nursing facility (4)
Of Enrollees who transitioned from a nursing facility, the number and percent of Enrollees who
transitioned to a communitpased esidential alternative facility, a residential setting where the
Enrollee will be living independently, or a residential setting where the Enrollee will be living
with a relative or other caregiver; (5) Of Enrollees who transitioned from a nursing fatiéty
number and percent of Enrollees who are still in the community, returned to a nursing facility
within ninety (90) calendar days after transition, returned to a nursing facility more than ninety
(90) calendar days after transition, and the number wfdiees identified as potential

candidates for transition from a nursing facility; (6) Of Enrollees identified as potential
candidates for transition, the number and percent of Enrollees who were identified by referral
(by type of referral, including burtot limited to referral by treating physician, nursing facility,
communitybased organization, family, self, and other), via the Minimum Data Set, via care
coordination, and by other source. The report shall include the total number of Enrollees
transitioning from a Nursing Facility to the community.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Quarterly, thirty (30) days after the end of each quarter

Report Description: QM/QI RepartQuality Improvement Project Status Update RepayiThe
Health Plan shall report the status of its current clinical and-clanical quality improvement
projects.

Report Format: Word or Excel
Reporting Phase: Ongoing
Report Due: Quarterly, thirty (30) days after the end of each quarter

Report Description: Gtiomer Service Report/Provider Service Repor€Call Center/Help Desk
Report-- The report shall include the following data elements recorded by month: the total
number of calls received during established business hours; the type of request from the calle
i.e. question, concern, grievance, in reference to what type of service, i.e. behavioral health,
long term services and supports, medical care, etc.; of all calls received, what percent were
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answered by a trained Enrollee Services Representativergumnded voice) within thirty (30)
seconds or less; the abandoned call rate; and the percent of calls with an average wait time for
assistance that did not exceed two (2) minutes.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Quarterly, thirty30) days after the end of each quarter

Report Description: Customer Service Report/Provider Service Reguitical Incident
Resolution Report;

The report shall include the following data elements for each critical incident, separated by A&D
participants, nursing facility residents, and others: a) Date critical incident was reported b) The
priority level of the critical incident; ¢) The type of critical incident (abuse, neglect, exploitation,
or other); c) The Enrollee name, identifier, and courityesidence; d) Name of the person who
submitted the critical incident (if made by a providemust include the provider type), e) If the
critical incident was received in writing or by phone, f) The date the critical incident was
reported to law enforcemmt and/or Adult Protection, if applicable; g )Name of person
responsible for investigating the incident, h) Whether or not the incident was substantiated, i)
Whether a provider was terminated, sanctioned, or put on an exclusion list as a result of the
incident, k) The date the incident report was closed; and I) A brief description of the
disposition/resolution.

The report shall also include a summary indicating a) The total number of critical incidents
received; b) The percent of critical incidents relgtin abuse, neglect and exploitation; c) The
timeframe for the disposition/resolution of critical incidents; and d) The number and percent of
critical incidents for which the Health Plan did not meet the specified timeframe for resolution;
and d) Identifiation of any trends regarding critical incidents and any action take to address
these trends.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Quarterly, thirty (30) days after the end of each quarter

Report Description: Customer Service Reffoovider Service Repogt Grievances and Appeals
Report¢ The report shall include the following data elements for all Grievances and Appeals
reported to Health Plan: (1) Enrollee name; (2) Enrollee identifier; (3)Provider name (if

Grievance received fro provider); (4)Nature of Grievance or Appeal ; (5) Specific information
surrounding the Grievance or Appeal ; (6) Date the Grievance or Appeal was received, (7) Date
the Grievance or Appeal was reviewed, or, if applicable, the date a review meetingeldaédh

Parties named in the Grievance or Appeal; (9) The resolution of the Appeal or Grievance (at each
level, if applicable); and (10) Date of the resolution (at each level, if applicable).
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Report Format: Excel
Reporting Phase: Ongoing
Report Due: Monthly

Report Description: Fraud and Abuse Repdmivoluntary Terminations and Fraud Activities
Report- The report shall identify Providers investigated or terminated due to sanctions, invalid
licenses, service and billing concerns, argsam integrity concerns. The report must include the
provider name, NPI, tax ID or SSN; sources of referral or complaint that initiated investigation or
termination; nature of referral or complaint; approximate dollar figure for claims in question;
datesof audited services; number of Enrollees impacted; whether the investigation was a desk
or field audit; whether the investigation was a sample audit or an audit of all billed services for
the dates of service in question; current status of investigatiow; #ndings, including

overpayment amounts (if applicable) and actions taken by the Health Plan. The report shall also
identify Providers terminated, those enrollees affected by the provider termination(s), and the
new provider that replaced the terminatieprovider for each enrollee affected. This report shall
include all confirmed or suspected fraud and abuse.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Quarterly, thirty (30) days after the end of each quarter

Report Description: Finaiat Management Repo TPL and Cost Avoidance ReperThe
report shall include recoveries from third party resources as well as funds for which the Health
Plan does not pay a claim due to TPL coverage or Medicare coverage.

Report Format: Excel
Reporing Phase: Ongoing
Report Due: Quarterly, thirty (30) days after the end of each quarter

Report Description: Financial Management RegdDverpayment Recoveries RepartThe

report shall include all recoveries of overpayments made to network providéwes report shall
include the following data elements: (1) Date of service for overpaid claim; (2) Nature of
overpayment (i.e. due to potential fraud, waste, or abuse; system error; etc.); (3) Provider to
whom the overpayment was made; (4) Date the ovgrpant was discovered; (5) Whether the
overpayment was reported by the provider; (6) Amount recovered; (7) Date overpayment was
recovered; and (8) Whether the overpayment led to an investigation of potential fraudulent
activity.

Report Format: Excel

Reporing Phase: Ongoing
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Report Due: Annually

Report Description: Financial Management Regddther Insurance Report The report shall
provide information on any Enrollees who have other insurance, includingténgcare
insurance. This report shall betsnitted in a format and frequency described by IDHW.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Quarterly, thirty (30) days after the end of each quarter

Report Description: Financial Management Repdfedical Loss Ratio (MLR) Mdnmiy Report-

The Health Plan shall report all medical expenses and complete the supporting claims lag tables.
This report shall be accompanied by a letter from an actuary, who may be an employee of the
Health Plan, indicating that the reports, includifg testimate for incurred but not reported
expenses, has been reviewed for accuracy. The Health Plan shall also file this report with its
National Association of Insurance Commissioners (NAIC) filings due in March and August of each
year using an accruahbbis that includes incurred but not reported amounts by calendar service
period that have been certified by an actuary. This report shall reconcile to NAIC filings. The
Health Plan shall also reconcile the amount paid reported on the supporting clajiteblas to

GKS FY2dzyd LI AR FT2N GKS O2NNBAaALRYRAY3I LISNA2R |
submission.

Report Format: Excel
Reporting Phase: Ongoing

Report Due: Monthly with cumulative year to date calculation

Report Description: Financial Management RegdtLR Annual Reporg The Health Plan shall
submit an annual report for each MLR year that includes the following: (1) Total incurred claims,
(2) Expenditures on quality improving activities, (3) Expenditgiased to activities compliant

with 42 CFR 8438.608(a)(1) through (5), (7), (8) and 42 CFR 8§438.608(b):dim®rosts; (5)
Premium revenue; (6) Taxes, licensing and regulatory fees; (7) Methodology(ies) for allocation of
expenditures; (8) Any crdullity adjustment applied; (9) The calculated MLR; (10) Any

remittance owed to the IDHW in accordance with Section LII. A. 1. ¢) (1) of this agreement; (11)
A comparison of the information in this report with the SSAE, SOC 1, Type Il audited financial
reports also required of the Health Plan; (12) A description of the aggregation method used for
total incurred claims; (13) The number of member months; and (14) An attestation to the
accuracy of the calculation of the MLR and the data provided within thertep

Report Format: Word or PDF
Reporting Phase: Ongoing
Report Due: Annually
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Report Description: Claims Management Regotiaims Payment Accuracy ReperiThe

report shall include the results of the internal audit of the random sample of all pardscknd

shall report on the number and percent of claims that are paid accurately. The report shall
include a detail page reflecting the audit methodology and the claims submitted versus claims
paid data for the claims selected in the sample. If the Hdllém subcontracts for the provision

of any Covered Services, and the subcontractor is responsible for processing claims, the Health
Plan shall submit a claims payment accuracy percentage report for the claims processed by the
subcontractor. The report fogach subcontractor shall report on the number and percent of
claims that are paid accurately. This report does not include Medicare and Part D claims.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Monthly

Report Description: Claims Managent Reportg Claims Activity Report- The report shall

identify the number of claims received, number of claims denied (by reason), number of claims
paid, number of claims pended, number of adjustments (including repayments), total dollar
value of claim®illed, total dollar value of claims paid by the categories of service specified by
IDHW, and the average weekly payout amount of claims. This report does not include Medicare
and Part D claims.

Report Format: Excel
Reporting Phase: Ongoing
Report Due Monthly

Report Description: Information Systems Repefystems Problem Report The Health Plan
shall provide a report within five (5) business days of the occurrence of a problem with system
availability that includes full written documentationahincludes a plan that describes how the
Health Plan will prevent the problem from occurring again.

Report Format: Word and/or Excel or other formats specifically requested by IDHW
Reporting Phase: Ongoing

Report Due: Within five (5) business dayshaf bccurrence of a problem with system availability

Report Description: Information Systems Repefystems Availability and Performance

Report-- The Health Plan shall submit a monthly Systems Availability and Performance Report
that provides informatin on availability and unavailability by major systems. Note: System
availability would not include scheduled maintenance.

Report Format: Excel
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Reporting Phase: Ongoing
Report Due: Monthly

Report Description: Information Systems RepeReporting onControls at a Service

Organization- An SSAE, SOC 1, Type Il audit shall be performed annually and the Health Plan
shall submit a copy of the audit report to IDHW upon the completion of each audit. The audit
must comply with the Centers for Medicare alligdicaid Services (CMS) HIPAA Privacy and
Security Rules and the CMS Medicaid Enterprise Certification Toolkit Security and Privacy
Checklist an annual SSA& audit. The report shall have two (2) attachments: (1) A description

of the service organizatypQad O2y G NRfa GKIG YIFe 0SS NBft SOyl
control as it relates to an audit of financial statements; and (2) A description of controls for

which tests of operating effectiveness were performed, the control objectives the comests
intended to achieve, the tests applied, and the results of those tests. The Health Plan shall also
FAES AdbGa Fyydadt dZRAGSR FAYLFYOAlFIfT NBLRNI Ay
CAYIFYOAIf wSLR2NI&DE

Report Format: PDF

Reporting Phasé€ngoing

Report Due: Annually

Report Description: Information Systems Repefontingency and Continuity Testing Repert
The Health Plan shall conduct annual exercises to test current versions of information system
contingency and continuity planshd Health Plan shall provide a report on the annual exercises
conducted to test current versions of information system contingency and continuity plans that
includes a description of activities performed, results of the activities, corrective actions
identified, and modifications to plans based on results of the exercises.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Annually

Report Description: Administrative Requirements Repofictivities of the Member Advisory
Group-- The report shalinclude the membership of the advisory group (name, address, and
organization represented), a description of any orientation and/or ongoing training activities for
advisory group members, and information on advisory group meetings, including the date, ti
location, meeting attendees, and minutes from each meeting.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: January 31 and July 31
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Report Description: Administrative Requirements RepoBtervice Denial Report For all

Enrollee servies denied through the Health Plan, the Health Plan shall provide a report that
includes the number of requests denied and the reasons for denial. The data should be
reported by month and be cumulative; keeping the data for each month of the contractin th
report up to a rolling thirteen (13) month data set if the contract is extended. This report does
not include Medicare and Part D service denials.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Monthly

Report Description: HIPAA ReperPrivacy/Security Incident Repox The Health Plan shall

track all security incidents as defined by HIPAA and provide a report that includes, at a

minimum, the date of the incident, the date of notification to the office of the Idaho Attorney
General,the/ I G dzNB | yR a02L)S 2F (KS AyOARSyG:zZ G4KS 1St
the mitigating measures taken by the Health Plan to prevent similar incidents in the future.

Gt 2Nl aO0lyaéd 2N 2GKSNJ dzyddzOO0S & a T drh willindeSeNRA Sa G 2
considered a privacy/security incident for purposes of this report.

Report Format: Excel

Reporting Phase: Ongoing

Report Due: Quarterly, thirty (30) days after the end of each quarter

Report DescriptionNon-discrimination Compliance Ragt ¢ The report shall include a listing of

Fff RAAONARYAYlFGAZ2Y O2YLIX FAyda FAESR F3AFAyad GK
F3FAyad GKS 1SFHEGK tflyQa t NPOGARSNES (KS t NROJA
subcontractors in which diseonination is alleged as it relates to the provision of and/or access

to IDHW Covered Services provided by the Health Plan. The report shall include, at a minimum:

¢KS ARSyidAGe 2F GKS O2YLX FAYlLYyGsE GKS O2YLX FAYL
complaint is filed against, circumstances of the complaint, type of covered service related to the
O2YLX Ayid>x RIFEGS O2YLX FAYydG sl a FAESRE GKS | SEHE
name of the Health Plan staff person responsible for adjudioatf the complaint. For each

O2YLX Ayl NBLR2NISR |a NBaz2ft 9SSR GKS 1 SHEOGK tfl
of resolution. Where a discrimination complaint is substantiated, the report shall describe the
measures taken by the Health Rl prevent similar discriminatory actions in the future.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Quarterly, thirty (30) days after the end of each quarter

Pagel250f 221



LIV.

Report Description: Specialized Service RepdiQHC, Rural HealtBenter, and Indian Health
ClinicReporg ¢ KS NB LR NI akKltf AyOfdzZRS SyO2dzydSNJ RIGI
reimbursement to FQHCs, Rural Health Centers, and Indian Health Clinics. The report shall

include the following data for each claim: (a)i@laumber; (b) Total claim lines; (c) Date of

service; (d) Claim paid amount; (e) Third party payment; (f) Total claim payment; (g) Facility

name; and (h)NPI. The report shall also include a narrative describing how the Health Plan
accomplishes reconcili@n between the Medicare and Medicaid encounter rates for each

FQHC, RHC and IHC.

Report Format: Excel
Reporting Phase: Ongoing
Report Due: Annually

Transition Plan

A. The Health Plan shall provide and maintain a Transition Plan that complies with the
requirements in this contract. The objective of the Transition Plan is to minimize the disruption
of services provided to Enrollees and to provide for an orderly and controlled transition of the
I SIFfTGK tfFyQa NBaLRyaA o Adnafthd ®dtractiperiod or raayO S & & 2 NJ
other reason the Health Plan cannot complete the responsibilities of the contract. The Health
Plan shall submit their Transition Plan within ninety (90) calendar days of the contract effective
date and an updated Traition Plan to IDHW within one hundred eighty (180) calendar days
prior to the conclusion of the contract.
B. IDHW will:
1. Pay the Capitated Payment through the end of the calendar month if
termination occurs miemonth.
2. Withhold twenty percent (20%) of the HéaK t £ I y Q& fFad OF LG
GKS I'SFHfGK tfly KFra O2YLX ASR gAGK Fftt O2ydn
O2YLX StiAz2y 2F GKS 1SFHfGK tflyQa O2y (G NY Odz f
months from the date of termination. Faik to complete said contractual obligations
within a reasonable time period shall result in a forfeiture of the twenty percent (20%)
withhold.
C. The Health Plan shall:
1. Cooperate with the IDHW during the planning and transition of contract
responsibilitiesriom the Health Plan to a replacement health plan or the IDHW
including, but not limited to sharing and transferring Enrollee information and records,
as required by the IDHW.
2. Retain responsibility for:
a) Payment for Medicaid inpatient covered services fordiees
hospitalized on or before the day of contract termination or expiration through
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3.

the date of discharge, including the diagnosis related group (DRG) payment and
any outlier payments.

b) Payment for services rendered through the day of termination or
expiration of the contract, for which payment is denied by the Health Plan and
subsequently approved upon appeal by the Provider.

C) Resolving Enrollee Grievances and Appeals with respect to claims with
dates of service prior to the day of contract expiration.

d) Fnancial responsibility for Enrollee appeals of adverse decisions
rendered by the Health Plan.

e) Retention of records that fully disclose the extent of services provided
to Enrollees under the contract for a period of six (6) years in accordance with
42 CFR 455, 45 CFR § 164.530(j)(2) and IDAPA 16.03.09.205, or for the
duration of contested case proceedings, whichever is longer.

f) Capitation reconciliation.

Ensure Enrollee services are not interrupted or delayed during the remainder of

the contract and the catract transition planning by all parties shall be cognizant of this
obligation. The Health Plan shall:

a) Make provisions for continuing all management and administrative
services and the provision of services to Enrollees until the transition is
completedand all other requirements of this contract are satisfied.

b) Ensure continuation of services for the period in which a capitation
payment has been made, including inpatient admissions until discharge.
C) Provide orderly transfer of Enrollee care and Enrollemrds to those
Providers who will assume care for the Enrollee.

d) Provide orderly and reasonable transfer of Enrollee éafgrogress,
and Enrollee records whether or not those Enrollees are hospitalized.

e) Provide timely submission of information, reporteidarecords,

including submission and corrections to encounter and performance data and
verification of over and underpayments required during the term of the
contract.

f) Provide timely payment of valid claims for services to Enrollees for
dates of service rluded in the contract term.
Q) Ensure that if the Health Plan continues to provide services to one (1) or

more Enrollees after the date of termination, IDHW pays only for services,
subject to IDHW rules on a fder-service basis if the patient is Medicaiibéle

and not covered under any other IDHW contractor. If the Health Plan chooses
to provide services to a former Enrollee who is no longer eligible, IDHW shall
have no responsibility to pay for such services.

h) Retain responsibility for any and all claifinom subcontractors or
Providers, including emergency service Providers, for services provided prior to
the termination date.
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LV.

i) Notify Providers, subcontractors, and Enrollees of the contract
termination, as directed by the IDHW, including transfer of Ri&vnetwork
participation to the IDHW or their designee. The IDHW will work collaboratively
on communications regarding the transition/termination of the contract.
D. The Transition Plan shall include, but is not limited to:

1. A realistic schedule and timeérto handoff responsibilities from the Health

Plan either back to the IDHW or to another Health Plan designated by the State.

2. The staff that shall be utilized during the haofi of duties and their

responsibilities such that there shall be clear linesesponsibility between the current

Health Plan, the new Health Plan, and the IDHW.

3. The actions that shall be taken by the current Health Plan to cooperate with the

new Health Plan and the IDHW to ensure a smooth and timely transition.

4. Aplanonhowtobds AYF2NX YR 1SSLI GKS Odz2NNBYy i

Providers, and subcontractors informed during the transition process.

5. A matrix listing each transition task, the functional unit and the person, agency,

or Health Plan responsible for the task, therstnd deadline dates to complete the

planned tasks, and a place to record completion of the tasks.

6. All information necessary for reimbursement of outstanding claims.

Cost/Billing Procedure

Cost:

The contract shall be a FIRM FIXED FEE, INDEFINITE Qt@xitraldtYor services specified in
the Scope of Work and Technical Requirements.

¢KS ydzYoSNJ 2F Gt SNJ 9t A3A0fS aSYOSNItSNI az2yidK
current estimate and may vary from the actual number of eligible Enrollees that msgried.
Estimated quantity is for evaluation purposes and is not to be considered a guarantee of actual
number of Enrollees to be served under the contract.

For payment purposes, the most current eligible Enrollee count is based on the number of
eligibke Enrollees as indicated on the eligibility file as of the fifth (5th) calendar day of the month
multiplied by the Total PMPM cost in Cost Matrix 2 below (Section LVIV. Heak8g#aific
Provisions), column F2, cell S2. The capitated payment from ID#&nded to be adequate

to support Enrollee access to and utilization of Covered Services. IDHW will monitor Enrollee
access to care and the financial viability of the Health Plan. The Health Plan shall accept the
PMPM rate paid by IDHW as paymentut for all Covered and Supplemental Services provided
pursuant to this contract and all administrative costs associated therewith, pending final
recoupments, reconciliation, or sanctions. Any and all costs incurred by the Health Plan in
excess of the PFIM rate payment shall be borne in full by the Health Plan.

The Health Plan shall provide services to all eligible Enrollees identified in the eligibility file
transmitted from IDHW.
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Three (3) months prior to the first contract month the Enrollee statilshe determined for the
purpose of blending the proposed capitation rates. The total PMPM payment is comprised of
two (2) components; the Medical capitation and the blendehgTermServices and Supports
(LTSS). Once the eligible Enrollee count bglienent status is determined for the contract, the
blended LTSS and Medical rate will remain in effect through the contract period.

Rate Setting In accordance with 42 CFR 438 rates may be adjusted to maintain actuarial
soundness on an annual basis.

ThePMPM cost, which includes administrative costs and quality improvement costs, is effective
through the end of the first contract period. The IDHW will conduct actuarial analyses for each
subsequent contract period. The IDHW retains the option to amkadPtMPM Cost based on
actuarial findings. Additional information regarding the Medical Loss Ratio and risk mitigation
may be found in the Scope of Work Medical Loss Ratio Settlements, Rate Review, Payments in
Future Years, and Midear Rate Adjustments @®n.

Administrative Costs: The rate provides a fllllyrdened rate for the Administrative Costs for
Enrollees. Administrative Costs are capped and may not exceed fifteen percent (15%) of the
total PMPM costs.

Quiality Improvement Costs: The rate includes an allowance for quality improvement costs.

PMPM Costs: The rate includes two (2) PMPM costs; one (1) for the Medical (Cost Matrix 2) and

one (1) for LTSS (Cost Matrix 1).
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Dual Eligibles and their eligibility status three (3) months prior to the contract period.

The cost per unit for each item is entered isth O2 f dzyYy € 6Sft SR ao/ m0 t at a
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Billing Procedure:

The Health Plan shall submit deliverables in accordance with established timelines and
SyO2dzy i SNJ RFGI G2 GKS L512Q4 aalL{ O2yGNY OG2N®
payments shall be made to any network Provider outsididefcontract for services provided.

The IDHW will pay the Health Plan for services on a monthly basis in accordance with

requirements for managed care organizations specified in 42 CFR § 438. IDHW will make a
capitation payment based on this number onb@fore the tenth (10th) business day of the

month. The capitation payment will include payment or adjustments for Enrollees whose plan
eligibility status has been determined retroactively by the IDHW. In the case of PMPM

overpayments to the Health Platme IDHW will provide a separate overpayment bill.

The IDHW will provide, and the Health Plan shall accept an 820 Payroll Deducted and Other
Group Premium Payment for Insurance Products EDI transaction. The Health Plan shall create
an error report fromthe 820 Payment Order/Remittance Advice EDI transmission in order to
reconcile any discrepancies identified. The Health Plan shall review the error report against its
own records and transmit an 820 Payment Order/Remittance Advice EDI transmission with
corrected Enrollee enrollment and disenrollment information. The Health Plan shall enroll and
disenroll Enrollees in the current month or future months when the Health Plan submits the 820
Payment Order/Remittance Advice EDI transmission to IDHW. No cgt@anrollment or
disenroliment will be accepted by IDHW unless IDHW agrees to an exception to retroactive
enrollment or disenroliment on a case by case basis. The Health Plan shall review the report
against its own records and report any inconsistescieerrors to the IDHW for review,
confirmation, and reconciliation.

Inquiries, reports of payment inconsistencies or errors, and deliverables shall be submitted to:
Division of Medicaid
Bureau of Long Term Care
3232 Elder Street
Boise, ID 83705
Phone: (208) 7320482
Fax: (208) 73@116
E-mail: Mandi.Hanifen@dhw.idaho.gov

LVI. Attachments

A. This Agreement consists of this document and the following attachments:
Attachment 1: Enrollee Rights
Attachment 2: Enrollee Handbook
Attachment 3: Network ProvideBubcontracts
Attachment 4: Plan Benefit Package (PBP)

Attachment 5: Contract Definitions
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Attachment 6:Transition Requirements at Enrollment
Attachment 7:Access Standards

Attachment 8 Wellness Assessment

Attachment 9:Individualized Care Plan

Attachmert 10: Information Systems

Attachment 11Provider Services Helpline, Call Center/Helpdesk, and IVR Requirements
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Attachment 1- Enrollee Rights

The Health Plan shall perform all of the following requirements under the contract with the
Idaho Deprtment of Health and Welfare. All tasks in AttachmentBnrollee Rights are part of
the Scope of Work and are mandatory.

l. Enrollee Rights
A. The Health Plan shall adopt methods and procedures that guarantee each Enrollee the
right to receive information ncluding but not limited to: all enroliment notices, informational
materials, and instructional materials in a manner and format that may be easily understood.
B. The Health Plan shall comply with any applicable federal and State statutes and
regulations thapertain to Enrollee rights, and ensure that its staff and affiliated providers take
those rights into account when furnishing services to Enrollees. 42 CFR § 438.100(a)(2)
C. The Health Plan shall adopt methods and procedures that guarantee each Ethellee
freedom to exercise his or her rights, and that the exercise of those rights does not adversely
affect the way the Health Plan, its Providers, and the State treat the Enrollee. 42 CFR §
438.100(c)
D. The Health Plan shall adopt methods and proceduresrénguire each Enrollee to be
treated with respect and with due consideration for his or her dignity and privacy. 42 CFR §
438.100(b) (2) (ii)

E. The Health Plan shall allow each Enrollee to choose his or her health professional to the
extent possible and gpopriate. 42 CFR § 438.3(l)
F. The Health Plan shall adopt methods and procedures that guarantee each Enrollee the

right to receive information on available treatment options and alternatives, presented in a
YIYYSNI | LILINE LINA F G S A ahilitg ® urtlgf B 42EMSA38AR0DRA (G A 2 Y
(2) (iii)

G. The Health Plan shall adopt methods and procedures that guarantee each Enrollee the
right to participate in decisions regarding his or her health care, including the right to refuse
treatment. 42 CFR 438.100(b)(2)(iv)

H. The Health Plan shall adopt methods and procedures that guarantee each Enrollee the
right to be free from any form of restraint or seclusion used as a means of coercion, discipline,
convenience, or retaliation. 42 CFR 8§ 438.100(w)(2)(

l. The Health Plan shall adopt methods and procedures that guarantee each Enrollee the
right to request and receive a copy of his or her medical records, and to request that they be
amended or corrected, as specified in 45 CFR § 164.524 & .526 and 4233-F08(b)(2)(vi).

J. The Health Plan shall comply with applicable federal and State statutes and regulations
(such as, Title VI of the Civil Rights Act of 1964; The Age Discrimination Act of 1975; the
Rehabilitation Act of 1973; and Titles Il and Il of Almeericans with Disabilities Act) and other
laws regarding privacy and confidentiality. 42 CFR § 438.100(d)

K. The Health Plan shall adopt methods and procedures that meet the requirements of 42
CFR § 422.128 and 42 CFR § 489 Subpart | concerning advecibeegir
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Attachment 2- Enrollee Handbook

The Health Plan shall perform all of the following requirements under the contract with the Idaho
Department of Health and Welfare. All tasks in Attachment 2 Enrollee Handbook are part of the
Scope of Work and amandatory.

I. Enrollee Handbook
A. TheHealth Plan shall develop, print, and distribute an Enrollee Handbook and update it at
least annually.
B. Upon notice to IDHW of material changes to the Enrollee Handbook, the Health Plan shall
make appropriate revisiiand immediately distribute the revised Enrollee Handbook to
Enrollees and Providers.
C. The Health Plan shall distribute hard copies of the Enrollee Handbook to each Enrollee within
thirty (30) calendar days of receipt of the request for enrollment to telHf G K t £ | y Q& LJX I
LINA2NJ 62 GKS 9y NRffSSQa SyNRfttYSyld STFSOGAGDS
handbooks are updated, whenever there are material revisions, and at least annually
thereafter.
D. The Health Plan shall distribute the EngelHandbook to all imetwork Providers upon initial
credentialing, annually thereafter, as handbooks are updated, and whenever there are
material revisions. For purposes of providing Enrollee Handbooks to Providers, it is acceptable
to provide Enrollee Bihdbooks in electronic format, including, but not limited to, CD or access
via a web link.
E. The Enrollee Handbook shall include but is not limited to:
1. ¢KS 1SIHfdK tftlyQa O2yidl OG AYyTF2NXI A2y AyOf.
Center/ Help Desk teleph@numbers, and website;
2. The Health Plan's business hours and days;
A description of the terms and nature of services offered by the Health Plan;
4.  Allinformation required under 42 CFR 8§ 438.10(f)(6) including, but not limited to:
a)  Anyrestricionsonthe MR f f SSQa FTNBSR2-MtwarF OK2A0S Y
Providers,
b) The extent to which Enrollees may obtain benefits, including family planning
services, from oubf-network Providers;
c) The amount, duration, and scope of services available under the contract in
sufficent detail to ensure that Enrollees are informed of the services to which
they are entitled; and
d) The procedures for obtaining benefits, including authorization requirements;
5. Instructions on accessing carvedt services that are available under Medicaid FFS;
6.  Grievance, appeal, and fair hearing procedures as required at 42 CFR § 438.10(g)(1),
including the following:
a) The right to file grievances and appeals;
b) The requirements rad timeframes for filing a grievance or appeal;
c) The availability of assistance in the filing process;

w
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10.

11.

12.

13.

14.

15.

16.

17.
18.

d) The tolifree numbers that the Enrollee can use to file a grievance or appeal by

phone;

e) The fact that, if requested by the Enrollee and under certairugistances:

QD Benefits will continue if the Enrollee files an appeal or requests a State
fair hearing within the specified timeframes; and

(2) The Enrollee may be required to pay the cost of services furnished during
the appeal if the final decision is advetsethe Enrollee.

f) The right to a State hearing:

(2) The method for obtaining a hearing; and

2) The rules that govern representation at the hearing.
The extent to which, and how, aftérours and emergency services are provided, as
well as other information requirednder 42 CFR § 438.10(f)(6)(viii) related to
emergency services; including

a) What constitutes an emergency medical condition, emergency services, and

post-stabilization care services, with reference to the definitions in 42 CFR §
438.114(a);

b) The fact that pior authorization is not required for emergency services;
c) The process and procedures for obtaining emergency services, including use of

the 91Xtelephone system or its local equivalent.

d) The locations of any emergency settings and other locations at vpnatiders

and hospitals furnish emergency services and {stebilization care services
covered under the Health Plan.

e) The fact that, subject to the provisions of this section, the enrollee has a right to

use any hospital or setting for emergency care.
Thepoststabilization care services rules set forth in 42 CFR § 422.113(c);
Any applicable policies on referrals for specialty care and other benefits not furnished
08 (KS 9yNRffSSQa t/tT
All costsharing information, including contact information wheret&nrollee can ask
guestions regarding their cosharing obligations;
Information about the availability of neemergency transportation and how to access
services;
Enrollee rights and protections, as enumerated in 42 CFR § 438.100 and in accordance
with Attachment 1 Enrollee Rights;
The standard approved Discrimination Complaint Form;
The responsibilities of Enrollees;
Special benefit provisions (for example;gayments, limits or rejections of claims) that
may apply to services obtained outsidethe Héa K t f I yQ&a ySGé2NJ] T
Procedures for obtaining owdf-network services, including how to contact IDHW for
information on how and where to obtain counseling or referral services not covered by
the Health Plan due to moral or religious objections;
Standards ad expectations for receiving preventive health services;
Procedures for changing Health Plans and circumstances under which this is possible;
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19.
20.

21.
22.

23.

24.

Procedures for making complaints and recommending changes in policies and services;
Information about advance dintives; as required by 42 CFR § 422.128, including the

following:

a) A description of State law concerning advanced directives and Enrollee rights

under State law.
b) ¢KS ISFHftGK tflyQa LRtAOASaA

NB & LISOGAY 3

including a staterant of any limitation regarding the implementation of advance

directives as a matter of conscience.

C) Notification to Enrollees that complaints concerning noncompliance with the
advance directive requirements may be filed with the State survey and

certification agency.

d) Modification to written material after applicable changes in State law within 90

days after the effective date of the change.
Information for Enrollees regarding selirection of services;

Information on Alternative Formats of communicatiar ¥isually and hearing
impaired and norEnglish speaking Enrollees and how Enrollees can access Alternative

Formats;

Information on how Enrollees can access IDAPA 16.05.03, Rules Governing Contested
Case Proceedings and Declaratory Rulings either onlifrern an IDHW office. Rules

are available at http://adminrules.idaho.gov/rules/current/16/0503.pdf.

Information regarding the appeals rights made available by IDHW to providers to

challenge the failure of the Health Plan to cover a service.
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Attachment 3 - Network Provider Subcontracts

All Provider subcontracts shall include, but not be limited to, the following provisions:

1.
2.

»

10.

11.

12.

13.

14.

15.

16.

17.

18.

The name and address of the subcontractor.

The method and amount of compensation, reimbursement, payment, or other considerations

provided to the Provider.

Identification of the population to be served by the Provider.

The methods by which the amount, duration, and scope of Covered Services are determined.

¢KS GSNY 2F GKS t NPOARSNRA a&dzo O2andpidecediies Ay Of dzR
for extension, termination, and renegotiation.

Specific Provider subcontract duties relating to coordination of benefits, cost sharing (if

applicable), and determination of thixdarty liability.

Identification of thirdparty liability coveage and requirements for seeking thiparty liability

payments before submitting claims and/or encounters to the Health Plan, when applicable.

Compliance with the requirements in the Health Plan QM/QI and UM plans and QM/QI

program.

Uniform terms and conidons of the contract.

Assumption of full responsibility for all tax obligations, worker's compensation insurance, and all

other applicable insurance coverage obligations required in this contract, for itself and its

employees, and that the IDHW shall bano responsibility or liability for any taxes or insurance

coverage.

LYO2NLR2 NI A2y o0& NBFSNBYOS 2F (GKS I SIfGK tfFyQ
subcontract complies with all requirements stated in this contract.

Compliance with encoust reporting and claims submission requirements in accordance with

GKS 1'SFHfTGK tflyQa t NPOARSNI al ydzr > AyOfdzZRAy3 L
non-reporting, untimely reporting, or inaccurate reporting.

The right of a Provider to appealdach YA RA&LJziS Ay | O0O2NRIFIyOS 4A0K
Manual.

Assistance to Enrollees to understand their right to file grievances and appeals in accordance

GAGK GKS 1 SFfTOK tflFyQa t NPAARSNI al ydzt t akKkft o
Compliance by the sacontract with audits, inspections, and reviews in accordance with the

I SIFfTOK tfFyQa tNRPOARSNI al ydzZ £ AyOfdzZRAY3 lye N
Cooperation of the Provider with the Health Plan, other Providers, and/or State emplaoyees i

scheduling and coordinating its services with other related service Providers that deliver services

to Enrollees.

CrOAtAGIGAZ2Y 0@ (GKS tNRPOGARSNI 2F Fy2G0KSNJ t N2JAR
the prohibition of any commission or cooing of any act or omission by the Provider that

interferes with, delays, or hinders service delivery by another Provider or by State employees.

When applicable, submission of the National Outcome Measures to the IDHW, including access

to services, engageent in services, independent and stable housing, employment, and

employment training rates.
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19.

20.

21.

22.

23.

24.

A requirement that services are provided in a culturally competent manner to all Enrollees,
including those with limited English proficiency or reading skills,daretse cultural and ethnic
backgrounds.

The subcontractor acknowledges that it is aware of the False Claims Act (sections 3729 through
3733 of title 31, United States Code). In addition, any Provider that either receives or makes
annual Medicaid paymentsf at least five million dollars ($5,000,000) acknowledges that they

are required to comply with Title 42, United States Code, Section 1396a(a), paragraph (68) as
amended by the Deficit Reduction Act of 2005. The Provider specifically acknowledges its
responsibility regarding employee education about the False Claims Act and State laws
pertaining to civil or criminal penalties for false claims and statements and whistleblower
protections under such laws.

To document each item or service for which reimlament is claimed, at the time it is

provided, in compliance with documentation requirements of ID Code-20&%h)(3), the

applicable rules and this agreement. Such records shall be maintained for at least five (5) years
after the date of services or asquired by IDAPA. Upon reasonable request, the IDHW, the U.S.
Department of Health and Human Services or their agencies shall be given immediate access to,
and permitted review and copy any and all records relied on by the Provider in support of
serviced A f f SR ¢KS GSNY GAYYSRAFGS | O00Saa¢ aklfft
written request is presented to the subcontractor.

To certify by the signature of the subcontractor or designee, including electronic signatures on a
claim form or transrittal document, that the items or services claimed were actually provided

and Medically Necessary, were documented at the time they were provided, and were provided
in accordance with professionally recognized standards of health care, applicable Haalth PI
rules, the IDHW rules, and this agreement. The subcontractor shall be solely responsible for the
accuracy of claims submitted, and shall imnmediately repay the Health Plan for any items or
services the Health Plan or the subcontractor determines wetgraperly provided,

documented, or claimed. The subcontractor must assure that they are not submitting a
duplicate claim under another program or Provider type.

The subcontractor acknowledges that the IDHW is not responsible for any payments to the
subcatractor for Covered Services provided to Enrollees under this contract.

{dzo O2y NI OG2NR | INBS G2 | O0OSLI GKS 1 SFHEOGK tfly
F LILJX AOFo6f ST LIevYSyd o& GKS 1SHEOGK tpartyy GKFG A&
payen for any item or service as payment in full and agrees to make no additional charge to the
Enrollee except that specifically allowed by IDHW. The subcontractor further agrees: that if
required, it will submit requests for prior authorization before thé¢ or service is provided.

The subcontractor agrees not to bill the Enrollee for any services rendered unless specifically
permitted to do so under costharing rules and in the Provider subcontract. The subcontractor
agrees not to bill the Health Plam the Enrollee if a third party payment is made to the
subcontractor unless the third party payment is less than the amount of the Health Plan

payment plus any applicable Enrollee share of cost payment. The subcontractor shall not refuse
tofurnishsedSa 2y I 002dzydi 2F I GKANR LI NGeQa LRGSYl
447.20).
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25.

26.

27.

28.

29.

30.

31.

The subcontractor acknowledges that, as a condition of receiving payment for Medicaid
ASNDAOSAs: GKFEG GKS adzo 02y GNI OlG2Nhand adzo2SOG G2
9y F2NOSYSyild 2F CNIdzRX !'06dzaS> IyR aAaO2yRdzO0 ¢
To comply with the advance directives requirement of 42 CFR § 489, Subpart |, and 42 CFR §
417.436(d), when applicable.

To protect the confidentiality of identifying information that is collected, usethamtained

about an Enrollee. Confidential information shall only be released with appropriate written

Fdzi K2NAT I GA2Yy 2F GKS 9yNRtfSS> | OO2NRAyYy3 G2 L5
wSO2NRaz¢é YR nH / Cw 2 nomdonnod

In no way shall any offil, employee, or agent of the State of Idaho be in any way personally

liable or responsible for any term of this agreement, whether expressed or implied, not for any
statement, representation or warranty made in connection with this agreement.

No paymenthall be made by the Health Plan to a subcontractor for a Provider Preventable

Condition as defined in 42 CFR § 447.26(b) under the contract.

29.30. The subcontractor agrees to comply, as a condition of payment under the contract, with
reporting requiremats on Provider Preventable Conditions in accordance with 42 CFR §

447.26(d) and as specified by the Health Plan and/or IDHW.

The subcontractor agrees to comply, as a condition of payment under the contract, with

reporting requirements on Provider Prevwable Conditions in accordance with 42 CFR §

447.26(d) and as specified by the Health Plan and/or IDHW.
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Attachment4 - Plan Benefit Package (PBP)

*Please note that all Medicaid services listed heiaia covered only to extent that such services exceed Medicare service limitations for the
same service, as Medicare is the primary payer for overlapping services. *

NSerwced Service Definition Benefit Plan May Health Limitations (if applicable) Cost Sharing
?Irjn:PaAn Where Service| Plan Require Permitted?
is Offered | Authorization?
Reference
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Inpatient | Services that are ordinarily furnished in a hospital for the Basic and Procedures |No limitation is placed on the number of |[No

Hospital care and treatment of an ipatient under the direction of a Enhanced Plan:; generally inpatient hospital days.
Services  |physician or dentist. acceptet_j by Inpatient hospital services do not include
the medical : . . R
, those services provided in an institution
community for mental diseases
IDAPA and which are '
16.03.09.4( medically Organ transplant procedures may incluc
0-406 necessary may organtransplant services for cornea and

not require bone marrow transplantation.

prior approval |kjqney, heart, intestinal, and liver

transplants must be performed in
Medicare certified transplant centers.

The treatment of complications,
consequences or repair of any medical
procedure inwhich the original procedure
was excluded from Medicaid, unless the
resulting condition is life threatening as
determined by the Department or its
authorized agent is excluded from
Medicaid payment.

Payment is limited to sengrivate room
accommodations nless private
accommodations are medically necessa
and ordered by the physician.

Elective medical and surgical treatments
except family planning services and
medically necessary cosmetic surgery, ¢
excluded from Medicaid payment unless
prior approvedby the Department or its
authorized agent.

New procedures of unproven value and
established procedures of questionable
current usefulness as identified by the
Public Health Service and that are
excluded by the Medicare program are
excluded from Medicaidgyment.

Acupuncture, biefeedback therapy, angPiagel400f 221
laetrile therapy are excluded from
Medicaid payment.

Procedures, counseling, and testing for



Inpatient  |In addition to Psychiatric Services covered under Inpatie Basic and Only for Medicaid does not reimburse institutions/No
Psychiatric |HospitalServices, the Enhanced Alternative Benefit Pack|Enhanced elective for mental disease for individuals ages
Services |includes Services for Certain Individuals in Institutions fo admissions. |twenty-two to sixtyfour (22-64).

IDAPA Mental Diseases permitted under sections 1905(a)(14) o

16.03.09.7C the Social Security Act.

2-706 and |This includes services in institutions for mental disease f

16.03.10.1(individuals age sixtive (65) and over and individuals whc

0-102 are twenty-one (21) years of age.

Other These services include medical care and any other type |Basic and Yes (except fo|Podiatrist Services are limited to No

Practitioner remedial care recognized under State law, furnished by |[Enhanced Plan|urgent and
Services |licensed practitioners within the scope of their practice a: emergency

IDAPA defined by State law. services)

16.03.09.5¢
0-544

IDAPA
16.03.09.7¢
1-785

Prevention |PHA benefits may be available to Enrollees for tobacco |Basic and Yes
Services: |cessation and weight reduction/management in accordal Enhanced Plan:
Prevention |with applicable IDHW rules. These goods and services n

and Health |include nicotine patches or gum, weiglolss programs,

Assistance |dietary supplements, and other health related benefits.

treatment based on chronic care criteria
and for treatment of acute foot condition
that, if left untreated could cause an

I ROSNBES 2dzi02YS (2
Optometrist services are limited to
providing eye examination and eyeglass
covered under this State plan unless the
optometrist has been issued and mainta
certification under the provisions of Idah
Code to diagnose and treat injury or
diseases of the eye. In these
circumstances, paymemill be made for
diagnosis and treatment services.

PHA benefits will be available when No
individuals complete specified activities
preparation for addressing the targeted
health condition. These activities include
discussing the condition with their prima
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Benefits

IDADPA
16.03.09.62
0-626

Prevention |Nutritional services include intensive nutritional educatiolBasic and
Enhanced Plan:

Services:
Nutrition
Services

IDAPA
16.03.09.6:
0-635

Prescribed
Drugs

IDAPA
16.03.09.6¢
2

counseling, and monitoring. (IDAPA)

The Enhared Alternative Benefit Package includes inten:
nutritional education, counseling, and monitoring by a
registered dietician or an individual who has a baccalaur
degree granted by a U.S. regionally accredited college o
university and has met the acanhic/professional
requirements in dietetics as approved by the American
Dietetics Association to assure the patient's proper nutrit
is allowed. Nutrition services must be discovered by the
screening services and ordered by the physician; must b
medicaly necessary; and, if over two (2) visits per year a
needed, must be authorized by IDHW prior to the deliver
additional visits.

The Enhanced Alternative Benefit Package includes
Prescribed Drugpermitted under sections 1905(a)(12),
2110(6) and 2110(a)(7) of the Social Security Act. These
services include drugs prescribed by a practitioner acting
within the scope of his practice, chemotherapy drugs
approved for use in humans by the U.S. Food and Drug
Administration, vaccines and preratvitamins.

Prescribed drugs are provided for norstitutionalized

persons as well as institutionalized patients. Prescription
for oral contraceptives and diaphragms for women of chi
bearing age are also eligible for payment. All drug produ

Enhanced Plan:

Yes

The following
drugs require
prior
authorization
under the
Idaho Medicaic
program:

w
Amphetamines
and related
CNS

care provider, participating in an
applicable spport group, and completing
basic educational material related to the
condition.

Nutrition services related to obesity, No
including dietary assessment and
individualizednhutrition education, shall

not be subject to the limitations in the
definition when provided as PHA benefit

Note: Only the Medicaid prescribedrugs |No
not already covered by Medicare Part D
are required by Medicaid.

Limitations. The following service
limitations apply to the Enhanced
Alternative Benefit Package covered un
the State Plan. Prior authorization will be
required for certain drugs ahclasses of
drugs. Prior Authorization criteria is
RSPSt21LISR o0& (GKS 5
pharmacists with input from the Medical
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requiring, by state or federal law, a licensed practitioner's
order for dispensing or administration which are medicall
necessary are purchasable except for (1) those specifice
excluded as ineffective or inappropriate by IDHW policy,
(2) those drugs not @ible for federal participation. A
prescription drug is considered medically necessary for ¢
client if it is reasonably calculated to prevent or treat
conditions in the client that endanger life, cause pain or
functionally significant deformity or malfution; and there
is no other therapeutically interchangeable prescription ¢
available or suitable for the client requesting the service
which is more conservative or substantially less costly; a
the prescription drug meets professionally recognized
sty R NRa 2F KSIfdiK OFNB Iy
records including evidence of such medical necessity. Tt
records will be made available to IDHW upon request. Tl
criteria used to determine medical necessity is stated in
applicable IDHW rules.

Medicare Excluded Drug Productsffective January 1,
2006,

IDHW will not cover any Part D drug for fodinefit dual
eligible individuals who are entitled to receive Medicare
benefits under Part A or Part B. IDHW provides coverag!
the followingMedicare excluded or otherwise restricted
drugs or classes of drugs or their medical uses to all
recipients of Medical Assistance under this State plan,
including fulbenefit dual eligible beneficiaries under the
Medicare Prescription Drug BenefiPartD.

Lipase inhibitors subject to Prior Authorization.

Prescription Cough & Cold symptomatic relief.

stimulants; Director, the Pharmacy and Therapeutic
w DNR & Committee, and the Drug Utilization
hormones: Review Board. The criteria used to place
drugs onprior authorization is based upo
w wSiAy safety, efficacy and clinical outcomes as
w . NIYF provided by the product labeling of the
drugs when drug, and quality evidence provided by
acceptable established drug compendia, and the Dr

generic form i Effectiveness Review Program.

available; Prescribing physicians, phaagists,
w a &R A c¢andlordesignated representatives may
otherwise contact the Medicaid Pharmacy Unit for

covered by the prior authorizations via-B0O phone and
Department fax lines, or by mail. Responses are isst
for which there Within twenty-four (24) hours of the

is a less costly request. Pharmacies are authorized to
therapettically dispense aeventytwo (72) hour supply ¢
interchangeabl & prior authorized product in the event o
e medication |@n emergency. The program complies w
covered by the requirements set forth in Section 1927 (i
Department; (5) of the Social Security Act pertaining

_|prior authorization programs.

w aSRAC
prescribed in The Enhanced Alternat Benefit Packag
quantities has a limitation that no more than a thirt

which exceed four (34) day supply of continuously

the Food and reduired medication is to be purchased i
Drug a calendar month as a result of a single
Administration Prescription. To provide enhanced contr
(FDA) dosage |OVer this limitation, the Poindf Sale (PO<

system has added an early refill edit to

_ _ _|identify medication refills provided befor:
@ & SRA Cyatieast seventy five percent (75%) of th

guidelines;
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Therapeutic Vitamins which may include:

w Lye2aSodlrotS A0l YAY . MHT
w *AlFYAY Y YR Iylf23dsSa
w [ SASYR F2fA0 I OART

w hNI}f fS3SyR R NMzHcambidatiohivith

Vitamin B12 and/or iron salts, without additional
ingredients; and

w [ S3ISYR #A0GFYAY 5 YR Yy
Nonlegend Products which may include:

w LyadzZ AyT

w hNIf ANRY &alftdarT

w t SNY¥SGKNRAYT YR

w he¢/ LINBRdAzOGA & | dzii K2 NX
IDHW rues.

Barbiturates.

Benzodiazepines.

Additional Covered Drug Productédditional drug product
will be covered as follows:

w CKSNI LSdziAO +AGFYAYAT

w LyeaSodlrotS £AdFYAY . mH
@ tAGFYAY Y FYR Fylt23dSa
w t SRAI (-INBride p@patationsi v

@ [S3ISYR LINBylF Gt GAGEYAY

prescribed SaGAYFGSR RIHe&aQ ad
outside of the |This edit can be overridden by the

FDA approved|pharmacy if a change in dosage idened.
indications;  |The edit is designed to prevent waste ar
abuse by preventing unnecessary refills
and identify clients who may be accessil
multiple physicians and pharmacies and
w CB3A 2 stockpiling medications. The following
rated single  |medications are the only exceptions to t

source and |thirty-four (34) day supply limitation.
innovator

w [ AL &
inhibitors; and

Up to one hundred (100) unit doses or a

multi-source )

drugs one hundred (100) day supply, whichevt

manufactured is less, of the following medications may
. |be purchased:

by companies

not w / FNRAIFO 3Ftedz2aiRr

participatingin| - ¢ ¢ s NP AR NBLIX F O8Y

the National

Rebate w tNBYFGFt @GAGEYAY

Ag.reement, wNitroglycerin sublingual and dermal

which have | hatch products:

been

determined by w Cf dz2 N\ R S I y IV? @7\ l:l
the combination products; and

Departmentto |,y b2yt S3ISYR 2N}t A
be medically

Oral contraceptive products may be
necessary.

purchased in a quantity sufficient for one
(), two (2), or three (3) cycles.

Exclided Drug Products. The following
categories and specific products are
excluded:
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Family
Planning
Services

IDAPA

w [ SASYR F2tA0 I OART

w hNIf t£S3ISyYyR RNMzZ& O2y il
Vitamin B12 and/or iron salts,

without additional ingredients; and

w [ SASYR z+andldgyes.y 5 | YR

Prescriptions for notegend products will be covered as
follows:

w LyadzZAyT

w ¢20l 002 OS&aal A2y LINERRdz
w hNIXf ANRBY altdaT I yR

w t SNY¥SGKNAYZ | YR

w CSRSNIft tS3SYR YSRAeGendi A
status, as well as their therapeutic eqaients, based on
Director approval which is determined by appropriate

criteria including safety, effectiveness, clinical outcomes,
and the recommendation of the P&T committee.

The Enhanced Alternative Benefit Package incli@asily |Basic and
Enhanced Plan

Planning Servicepermitted under sections

1905(a)(4)(C) and 2110(a)(9) of the Social Security Act.
servicednclude prepregnancy family planning services ai

16.03.09.6¢ prescribed supplies are covered including birth control

1-683

contraceptives.

Family planning services and supplies for individuals of<

w [ SISYR RNMzZa F2N
Participation (FFP) is not available

w b2y LINBAONRLIIAZY
Federal Legend), except permethrin anc
oral iron salts.

wOvulation stimulants and fertility
enhancing drugs.

w aSRAOIGA2ya dzaSR
w tNBAONRLIIAZ2Y QA
B12, vitamin K, legend vitamin D, legenc
pediatric vitamin and fluoride

preparations, legend prenatal vitamins fi

pregrant or lactating women, and legenc
folic acid.

w 5ASG &adzllLx SYSyiaa
products are excluded unless provided ¢
PHA benefits or when provided to
pregnant women.

w bAO20GAyS OSaal GaA
unless provided as PHA benefits, or whe
provided for pregnant women.

Sterilization procedures are limitedto  |No
persons who are at least twentyne (21)
years of age or older at the time of signil
the informed consent form. A person owv
the age of twentyone (21) that is

incapable of giving informed consent wil

be ineligibé to receive Medicaid paymen

for the sterilization. The person must
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bearing age include counseling and medical services
prescribed by adensed physician, qualified certified nurs
LIN OGAGA2YSNE 2NJ LIK@aAOAl
Alternative Benefit Package covers diagnosis, treatment
contraceptive supplies, related counseling, and restrictec
sterilization.

Community |CommunityBased Outpatient Behavioral Health Services|Basic and
-Based Behavioral health services are medically necessary Enhanced
Outpatient |rehabilitation services that evaluate the need for and
Behavioral |provide therapetic and rehabilitative treatment to
Health minimize symptoms of mental iliness and substance use
Services |disorders and restore independent functioning. These

services include:

IDAPA
16.03.09.7(|Screening, Evaluation, and Diagnostic Assessments
7-711 (includes occupational therapy assessment#@}ssessment

YR S@Fftdz G§A2y RSTAYS 2NJ
health/substance use disorder diagnoses and related se
needs. Assessment and evaluation services are used tc
R20dzyYSyid GKS ylI Gdz2NBE 2F GK
status in erms of interpersonal, situational, social, familia
economic, psychological, substance abuse and other rel
factors. These services include at least two major
components: 1) screening and evaluation (including mec
bio-psychosocial history; homé&mily, and work
environment assessment; and physical and laboratory
studies/testing and psychological testing as appropriate)

voluntarily sign the informed consent for
at least thirty (30) days, but not more the¢
one hundred eighty (180) days, prior to
the sterilization procedure. Sterilizations
for individualsinstitutionalized in
correctional facilities, mental hospitals, ¢
other rehabilitative facilities are ineligible
unless ordered by the court of law.
Hysterectomies performed solely for
sterilization are ineligible for Medicaid
payment.

All CommunityBased Outpatient No
Behavioral Health Services are subject t
the limitation of practice imposed by stat
law, federal regulations and ecrding to
applicable Department rules, the Idaho
Medicaid Provider Agreement Medicare
Medicaid Coordinated Plan as awarded
amended and approved by the

Department or its authorized agent base
upon medical necessity.
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and 2) a written report on the evaluation results to impari
GKS S@Ffdzk 2NRa LINPFS&aaA2
degree of sverity, sociabsychological functioning, and
recommendations for treatment alternatives.

Treatment Planning.The treatment plan refers to a writtel
document that outlines the prescribed treatment for the
individual using multidisciplinary assessment awdluation
documentation completed and gathered. The treatment
plan is updated to reflect the progression of therapy.

Psychotherapy (Group and Family)

1 Group. Group psychotherapy consists of group
therapeutic interventions provided to Medicaid
eligible individuals to address alcohol or drug ab
and/or emotional, behavioral or cognitive
problems. Personal trauma, family conflicts,
responses to medication, dmother life
adjustments reflect a few of the many issues tha
may be addressed. Services may be provided it
various settings. Group size should be at least
three (3) or more, but fewer than ten (10)
individuals.

1 Family Psychotherapylinterventions direted
toward an individual and family to address
emotional or cognitive problems which may be
causative/exacerbating of the primary mental
disorder or have been triggered by the stress
related to coping with mental and physical illnes:
alcohol and drug alse, and psychosocial
dysfunction. Personal trauma, family conflicts,
family dysfunction, selfoncept responses to
medication, and other life adjustments reflect a f
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of the issues that may be addressed. The State
service allows for any combinatiaf family
members, whether just adults or adults with
children/adolescents.

Partial Care TreatmentA distinct and organized
intensive ambulatory treatment service offering
less than twentyfour (24) hour daily care that is
reasonable and necessary file diagnosis or
FOGADGS GNBFGYSyld 2F (¢
reasonably expected to improve or reduce disab
2NJ NBaGi2NB (KS AYRAGAF
level and to prevent relapse or hospitalization.
Behavioral Health NursingProfesional services
directed at the reduction of disability or restoratic
2F FTdzy OGA2yAy3 NBf L GSF
problems and the care and treatment of persons
with behavioral health disorders.

Occupational TherapyFor the purposes of ment:
hedth treatment, the use of purposeful, goal
oriented activity to achieve optimum functional
performance and independence, prevent further
disability, and maintain health with individuals wi
are limited by the symptoms of their mental iline:
Drug Screenig. Laboratory screeningsre used to
treat behavioral health and medical disorders an
provide pharmacologic management. Tests ma
include, but are not limited to: urinalysis, other
formal drug screenings, and blood tests.
CommunityBased Rehabilitatiorand Substance
Use Disorder Treatment Service$hese services
consist of communityhased evidencéased
practices that are restorative interventions or
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interventions that reduce disability and that are
provided to Members with serious, disabling
mental ilness, emotional disturbance or substan
use disorders for the purpose of increasing
community tenure, elevating psychosocial
functioning, minimizing psychiatric
symptomatology or eliminating or reducing alcot
and drug use and implementing structure and
support to achieve and sustain recovery, and
ensuring a satisfactory quality of life. Services
include treatment planning, and the provision an
coordination of treatments and services delivere
by multidisciplinary teams under the supervision
a licersed behavioral health professional staff,
physician or nurse.

o0 Interventions for psychiatric
symptomatology will use an active,
assertive outreach approach and includi
use of a comprehensive assessment an
the development of a community suppot
treatment plan, ongoing monitoring and
support, medication management, skill
restoration, crisis resolution and accessi
needed community resources and
supports.

0 Interventions for substance abuse
disorders will include substance use
disorder treatment planning, §yche
education and supportive counseling
which are provided to achieve
rehabilitation and sustain recovery and
restoration of skills needed to access
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Behavioral |Behavioral Health case management services are servic Basic and
Health Casi|furnished to assist individuals, eligible under the State pl Enhanced Plan:

Manageme
nt Services

IDAPA
16.03.09.7(C
9

needed community resources and
supports. These services are provided i
conjunction with any professiohar
therapeutic behavioral health services
identified as necessary for the member.

in gaining access to needed medical, social, educational
other services. Case Managementlites the following
assistance:

Assessment and periodic reassessment of an individual
determine the need for any medical, educational, social ¢
other services. These assessment activities include:

Taking client history:

LRSyGATFeAy3d (idk&nd doyipgheting relRted!
documentation;

Gathering information from other sources such as family
members, medical providers, social workers, and educat
(if necessary), to form a complete assessment of the
individual.

Development (and periodic revisiomf a specific care plar
that.

Is based on the information collected through the
assessment; Specifies the goals and actions to address
medical, social, educational, and other services needed
the individual;

Includes activities such as ensuring tloiae participation

Case management does not include, an|No
Federal Financial Participation (FFP) is |
available in expenditures for, services
when the case management activities al

an integral and inseparable component
another covered Medicaid service (State
MedicaidManual (SMM) 4302.F).

Case management does not include, an
Federal Financial Participation (FFP) is |
available in expenditures for, services
defined in when the case management
activities constitute the direct delivery of
underlying medical, educati@h, social, or
other services to which an eligible
individual has been referred, including fc
foster care programs, services such as,
not limited to, the following: research
gathering and completion of
documentation required by the foster ca
program assessing adoption placement:
recruiting or interviewing potential foster
care parents; serving legal papers;

home investigations; providing
transportation; administering foster care
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of the eligible individual, and working with the individual |
G§KS AYRAGARZ £ Q& | dzi K2 NAT
others to develop those goals; and

Identifies a course of action to respond to the assessed
needs of the eligike individual.

Referral and related activities:

To help an eligible individual obtain needed services
including activities that help link an individual with:

Medical, social, educational providers; or

Other programs and services capable of providing needg
services, such as making referrals to providers for neede
services and scheduling appointments for the individual.

Monitoring and follow-up activities:

Activities, and contact, necessary to ensure the care plai
implemented and adequately addressingth A Y RA @)
needs. These activities and contract may be with the
individual, his or her family members, providers, other
entities or individuals and may be conducted as frequent
as necessary; including at least one annual monitoring tc
assure followig conditions are met: services are being
FdNYyAAKSR Ay I O02NRIyOS 4
services in the care plan are adequate; and if there are
OKlIy3asSa Ay (KS ySSRa 2N a
adjustments are made to the care plandaservice
arrangements with the providers.

Case Management may include:

Contact with noreligible individuals that are directly relats
to identifying the needs and supports for helping the eligi

subsidies; making placement
arrangements. (42 CFR 441.18(c))

FFP onlys available for case manageme
services or targeted case management
services if there are no other third partie
liable to pay for such services, including
reimbursement under a medical, social,
educational, or other program except foi
case managemerthat is included in an
individualized education program or
individualized family service plan
consistent with §1903(c) of the Act.
(881902(a)(25) and 1905(c))
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individual to access services.

Medical The Enhanced Alternative Benefit Package includes

Equipment, Prosthetic Devices émitted under sections 1905(a)(12) Enhanced Plan

Supplies |and 2110(a)(24) of the Social Security Act. These servic
and include prosthetic and orthotic devices and related servic
Devices; |prescribed by a physician afitted by an individual who is
Prosthetic |certified or registered by the American Board for
Devices Certification in orthotics and/or prosthetics.

IDHW will purchase and/or repair medically necessary
prosthetic and orthotic devices and related services whic
7 artificially regace a missing portion of the body or suppot

IDAPA

16.03.09. K or def d ) f the bod
1773 weak or deformed portion of the body.
Vision The Enhanced Alternative Benefit Package incliigi®n

Services |Servicepermitted under sections 1905(a)(6), 1905(a)(5),|[Enhanced Plan:

1905(a)(12) and 2110(a)(24) of tBecial Security Act.

These services include eyeglasses prescribed by a phys
skilled in diseases of the eye or by an optometrist.

IDAPA
16.03.09.7¢
1-785

Prosthetic and
orthotic
devices and
services will be
purchased onl
if pre-
authorized by
the
Department or
its authorized
agent.

Yes

Limit of one (1Yefitting, repair or No
additional parts in a calendar year.

The Department will pay for vision exam No
if:

1) The Services are based on chronic ct
criteria and are necessary to monitor a
chronic condition that could harm the
LISNE2Y Qa8 GAEAA2Y O

2) The Enrollee has an acute condition
that, if left untreated, may cause
permanent or chronic damage to the ey

The Department will pay for eyeglasses
only when necessary to treat a medical
condition or one (1) pair following catara
surgery.

LongTerm |The Enhanced Alternative Benefit Package inclilesing [Enhanced Plan |Nursing facility|Skilled nursing facility services must hav|Members in long

Care Facility Servicepermitted under section 1905(a)(4)(A) of

care services

prior authorization before paymentis  |term care facilities
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Services; |the Social Security Act. These services include nursing f must have

Nursing services (other than services in an institution for mental prior

Facility diseases) for individuals determined in accordance with authorization

Services |section 1902(a)(31)(A) of the A, be in need of such cart before
payment is
made.

IDAPA

16.03.10.22

0-296

LongTerm |"Personal care services (PCS)" means a range of medic Enhanced Plan|Yes

Care oriented care services related to a Enrollee's physical or

Services; functional requirementsThese services are provided in tt

Personal |Enrollee's home or personal residence but do not include

Care housekeeping or skilled nursing care.

Services

IDAPA

16.03.10.3C

0-308

Hospice | The Health Plan must pay the hospice agency a per dier Enhanced Plan|Yes

Care amount for room and board of hospice residents in a
certified nursing facility receiving routine or continuous ci
services, consistent with IDAPA 16.03.10.459.08 and

IDAPA

applicable hogice rules in IDAPA 16.03.10.4%60. In this
16.03.104502 y i SEG =
0-460.

GKS GSNXY aGaNR2Y |
in the activities of daily living, in socializing activities,
administration of medication, maintaining the cleanliness
I NBai RSy i QavishPapdvaSsisting/iiktheiuse

made. For individuals age twerbne (21) |may be required to
andolder, such prior authorization is pay a patient liability
initiated by the eligibility examiner who |for the cost of the
secures consultation from the regional |longterm care
inspection of care to review for a medice|services to the long
decision as to eligibility for nursing facilit term care facilities it
services and authorization of payment. |accordance with
IDARA 16.03.10.224
and 16.03.05.722
726.

Nursing &cility care services must have
prior authorization before payment is
made.

Services are limited to sixteen (16) hour No
per calendar week, per eligible Enrollee.

The Health Plan is not required to pay fc|Yes
hospice services outside of artified

nursing facility where hospice residents

are receiving routine or continuous care
services.
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Specific
Pregnancy
Related
Services

IDAPA
16.03.09.8¢
0-895

durable medical equipment and prescribed therapies. TI
additional payments and the related days are not subjec!
the caps specified in IDAPA 16.03.10.457 and 16.03.10.
The room and board rate shall be nindiye percent (95%)
of the per diem interim reimbursement rate assigned to t
facility for those dates of service on which the Enrollee w
a resident of that facility.

When ordered by the Enrollee's attending physician, nur
practitioner or nurse midwife, payment of the following
services is available after confirmation of pregnancy and
extending through the end of the month in which the
sixtieth day following delivergccurs.

01. Individual and Family Social Servicédmited to two (2)
visits during the covered period.

02. Maternity Nursing VisitThese services are only
available to women unable to obtain a physician, NP, PA
NM to provide prenatal care. Thisrs&e is to end
immediately when a primary physician is found. A maxin
of nine (9) visits can be authorized.

03. Nursing Serviced.imited to two (2) visits during the
covered period.

04. Nutrition ServicesNutritional services are described ii
Sectims 630 through 632 of these rules.

05. Qualified Provider Risk Assessment and Plan of Car:
When prior authorized by IDHW, payment is made for
qualified provider services in completion of a standard ri¢
assessment and plan of care for women unable tcaobt
primary care physician, nurse practitioner, or nurse midw
for the provision of antepartum care.

Basic and
Enhanced Plan

Yes

Limitations are built into service definitio|No
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Adult Day |Adult day health is aupervised, structured service genere A&D Waiver

Health

IDAPA
16.03.10.32
0-330

Day
Habilitation

IDAPA
16.03.10.3Z
0-330

furnished four (4) or more hours per day on a regularly
scheduled basis, for one (1) or more days per week. It is
provided outside the home of the Enrollee in a ron
institutional, communitybased setting, and it emenpasses
health services, social services, recreation, supervision f
safety, and assistance with activities of daily living neede
ensure the optimal functioning of the Enrollee. Adult day
health services provided under this waiver will not includ
room and board payments.

Day habilitation consistsf assistance with acquisition,
retention, or improvement in selfielp, socialization, and
adaptive skills that take place in a nogsidential setting,
separate from the home or facility in which the Enrollee
resides. Services will normally be furnistiedr (4) or more
hours per day on a regularly scheduled basis, for one (1
more days per week, unless provided as an adjunct to of
day activities included in an Enrollee's plan of care. Day
habilitation services will focus on enabling the Enrollee t
attain or maintain his or her maximum functional level an
will be coordinated with any physical therapy, occupatior
therapy, or speecitanguage pathology services listed in t
plan of care. In addition, day habilitation services may se
to reinforceskills or lessons taught in school, therapy, or
other settings.

A&D Waiver

Yes

Yes

On the A&D waiver, Enrollees residing il Yes- Deductions are
homebased setting may only receive ad|subtracted from
day health care services twelve (12) hot/countable income

in any twentyfour (24) hour period.

Enrollees residing in a certified family

after exclusions to
determine the base
amount subject to
cost participation in

home mayonly receive adult day health |the form co
care services if there is an assessed uni payments per IDAP.
socialization need that cannot be provid|16.03.18.

by the certified family home provider.

Adult day health care services are not

offered to Enrollees who reside in a
Residential Assisted kg Facility.

Limited to thirty (30) hours a week.

Yes Deductions are
subtracted from
countable income
after exclusions to
determine the base
amount subject to
cost participation in
the form co
payments per IDAP.
16.03.18.
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Homemake Homemaker services consist of performing for the Enroll A&D Waiver
r Services |or assisting him with, or both, the following tasks: laundn

essential errands, meal preparation, and other routine

housekeeping duties if there is no one else in the housel

IDAPA capable of performing these tasks.
16.03.10.3z

0-330

Residential |Residential habilitation services consist of an integrated |A&D Waiver
Habilitation |array of individually tailored services and supports furnis
to eligible Enrollees. These services and supports are
designed to assist the Enrollees to reside successfully in
IDAPA own homes, wih their families, or in certified family home
16.03.10.3Z The services and supports that may be furnished consisi
0-330 the following:

i. Selfdirection consists of identifying and responding to
dangerous or threatening situations, making decisions al
choices affectig the individual's life, and initiating change
in living arrangements or life activities;

ii. Money management consists of training or assistanci
handling personal finances, making purchases, and mes
personal financial obligations;

iii. Daily iving skills consist of training in accomplishing
routine housekeeping tasks, meal preparation, dressing,
personal hygiene, seffdministration of medications, and
other areas of daily living including proper use of adaptiv
and assistive devices, applias; as well as following home

Yes

Yes

Hours are to be determined by the
Uniform Assessment Instrument (UAI).

Yes Deductions are
subtracted from
countable income
after exclusions to
determine the base
amount subject to
cost participation in
the form co
payments per IDAP.
16.03.18.

Yes Deductions are
subtracted from
countable income
after exclusions to
determine the base
amount subject to
cost participation in
the form co
payments per IDAP.
16.03.18.
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safety, first aid, and emergency procedures;

iv. Socialization consists of training or assistance in
participation in general community activities and
establishing relationships with peers with an emphasis o
connecting theEnrollee to his community. Socialization
training associated with participation in community activi
includes assisting the Enrollee to identify activities of
interest, working out arrangements to participate in such
activities, and identifying specifiaining activities
necessary to assist the Enrollee to continue to participat
such activities on an egoing basis. Socialization training
does not include participation in nontherapeutic activities
that are merely diversional or recreational in negy

v. Mobility consists of training or assistance aimed at
enhancing movement within the person's living
arrangement, mastering the use of adaptive aids and
equipment, accessing and using public transportation,
independent travel, or movement within theommunity; or

vi. Behavior shaping and management consist of trainin
and assistance in appropriate expressions of emotions o
desires, assertiveness, acquisition of socially appropriate
behaviors, or extension of therapeutic services that cons
of reinforcing physical, occupational, speech, and other
therapeutic programs.

vii. Personal assistance services necessary to assist the
individual in daily living activities, household tasks, and s
20KSNI NRdziAyS | OGA@BAGASE
primary caregiver(s) are unable to accomplish on his or
own behalf. Personal assistance activities include direct
assistance with grooming, bathing, and eating, assistanc
with medications that are ordinarily sedfdministered,
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Respite

IDAPA
16.03.10.3Z
0-330

Supported
Employmer
t

IDAPA
16.03.10.32
0-330

supervision, communicatioassistance, reporting changes
GKS 61 A@SNI 9yNRftSSQa 02y
essential to health care at home to include general clean
of the home, laundry, meal planning and preparation,
shopping, and correspondence.

Respite care includes shedrm breaks from care giving |A&D Waiver | Yes
responsibilities to nospaid caregivers. The caregiver or
Enrollee is responsible for selecting, training, and directil
the provider. While receiving respite care services, the
waiver Enrollee canrtaeceive other services that are
duplicative in nature. Respite care services provided unc
this waiver do not include room and board payments.
wSaLAGS OFNB aSNWAOSA YI @
residence, a Certified Family Home, a Developmental
Disabilities Agency, a Residential Assisted Living Facility
an Adult day health facility.

Supported employment consists of competitive work in  |A&D Waiver |Yes
integrated work settings for individuals with the most sev

disabilities for whom competitive employment has not

traditionally occurred, or for whom competitive

employment has been interrupted or intetittent as a resul

of a severe disability. Because of the nature and severity

their disability, these individuals need intensive supporte

employment services or extended services in order to

perform such work.

a. Supported employment services renaerunder this
waiver are not available under a program funded by eithi
the Rehabilitation Act of 1973, as amended, or the
Individuals with Disabilities Education Act (IDEA).
Documentation must be maintained in the file of each

Respite care includes sheerm breaks
from care giving responsibilities to non
paid caregivers.

Yes Deductions are
subtracted from
countable incone
after exclusions to
determine the base
amount subject to
cost participation in
the form co
payments per IDAP.
16.03.18.

Supported employment services render¢ Yes Deductions are
under this waiver are not available unde subtracted from

program funded by either the

countable income

Rehabilitation Act of 1973, asnended, or|after exclusions to
the Individuals with Disabilities Educatio|determine the base

Act (IDEA).

amount subject to
cost participation in
the form co
payments per IDAP.
16.03.18.
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Attendant
Care

IDAPA
16.03.10.3Z
0-330

Adult
Residential
Care

individual receiving this seice verifying that the service is
not otherwise available or funded under the Rehabilitatio
Act of 1973, as amended, or the IDEA.

b. FFP cannot be claimed for incentive payments, subsic
or unrelated vocational training expenses such as the
following: incentive payments made to an employer of
6 ADSNI 9YyNRfttSSa G2 SyO2dz
participation in a supported employment program,
payments that are passed through to beneficiaries of a
supported employment program, or payments for
voaational training that is not directly related to a waiver
Enrollee's supported employment program.

Services provided under a Medicaid Home and Commur|A&D Waiver  |Yes
Based Services waiver that involve personal and medica
oriented tasks dealing with the functional needs of the
O9YNRttSS IyR I 002YY2RIGAY
term maintenance, supportive care, or activities of daily
living. These services may include personal assistance ¢
medical tasks that can be done by unlicensed persons, ¢
delegated to an unlicensed person by a licensed health «
professional or the Enilee. Services are based on the
OyNRftftSSQa FtoAtAlGASA YR
diagnosis, or other category of disability. This assistance
take the form of hand®n assistance (actually performing
task for the person) or cuing to @mpt the Enrollee to
perform a task.

Adult residential care services consist of a range of servi A&D Waiver |Yes
provided in a homelike, nemstitutional setting that includ

residential care or assisted living facilities and certified

family homes. Payment is not made for the cost of room

Hours are to be determined by the UAI. |Yes Deductions are
subtracted from
countable income
after exclusions to
determine the base
amount subject to
cost participation in
the form co
payments per IDAP.
16.03.18.

Payment is not made for the cost of root| Yes Deductions are

and board,mcluding the cost of building |subtracted from

maintenance, upkeep and improvement countable income
after exclusions to
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IDAPA

board, induding the cost of building maintenance, upkeeg
and improvement.

16.03.10.3Z/a. Adult residential care services consist of a range of

0-330

services provided in a congregate setting licensed under
L5!'t! mMcodnoduuz dwSaARSyl
AY L Riatfglmé:

i. Medication management;

ii. Assistance with activities of daily living;
iii. Meals, including special diets;

iv. Housekeeping;

v. Laundry;

vi. Transportation;

vii. Opportunities for socialization;

viii. Recreation; and

ix. Assistance with personal finances.

x. Administrative oversight must be provided for all servi
provided or available in this setting.

xi. A written individual service plan must be negotiated
between the Enrollee or his legal representative, and a
facility representative.

b. Adult residential care services also consist of a range
services provided in a setting licensed under IDAPA
Mc ®nodmpE dadwdz S& D2OSNYAY
include:

i. Monitoring of medications management;

ii. Asistance with activities of daily living;

determine the base
amount subject to
cost participation in
the form co
payments per IDAP.
16.03.18.
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Chore
Services

IDAPA
16.03.10.32
0-330

iii. Meals, including special diets;

iv. Housekeeping;

v. Laundry;

vi. Transportation;

vii. Recreation; and

viii. Assistance with personal finances.

ix. Administrative oversight must be provided forsgrvice:
provided or available in this setting.

X. A written individual service plan must be negotiated
between the Enrollee or his legal representative, and a
facility representative.

Chore services include the following services when A&D Waive Yes
necessary to maintain the functional use of the home, or
provide a clean, sanitary, and safe environment:

a. Intermittent assistance may include the following.
i. Yard mainteance;

ii. Minor home repair;

iii. Heavy housework;

iv. Sidewalk maintenance; and

v. Trash removal to assist the Enrollee to remain in the
home.

b. Chore activities may include the following:
i. Washing windows;

ii. Moving heavy furniture;

Yes Deductions are
subtracted from
countable income
after exclusions to
determine the base
amount subject to
cost participation in
the form co
payments per IDAP.
16.03.18.
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Companion
Services

IDAPA
16.03.10.3Z
0-330

iii. Shoveling snow to provide safe access inside and ou
the home;

iv. Chopping wood when wood is the Enrollee's primary
source of heat; and

v. Tacking down loose rugs and flooring.

c. These services are only available when neither the
Enrollee hor anyone else in the household is capable of
performing or financially providing for them, and where n
other relative, caregiver, landlord, community volunteer,
agency, or thiregparty payer is willing to provide them or is
responsible for their provisio

dLy GKS OFrasS 2F NBydlf LN
responsibility under the lease agreement will be examine
prior to any authorization of service. Chore services are
limited to the services provided in a home rented or own:
by the Enrollee.

Companion services include nomedical care, supervision,
and socialization provided to a functionally impaired adul
Companion services are-fome services to ensure the
safety and welbeing of a person who cannot be left alont
because of frail healthg tendency to wander, inability to
respond to emergency situations, or other conditions tha
would require a person osite. The service provider, who
may live with the Enrollee, may provide voice cuing and
occasional assistance with toileting, persongdjiene,
dressing, and other activities of daily living. Providers me
also perform light housekeeping tasks that are incidental
the care and supervision of the Enrollee. However, the
primary responsibility is to provide companionship and b

A&D Waiver

Companion services are not authorized ' YesDeductions are

Enrollees living in Certified Family Home subtracted from

or Residential Assisted Living Facilities. \countabk income

Companion services do not include roor after exclusions to

and board. determine the base
amount subject to
cost participation in
the form co
payments per IDAP.
16.03.18.
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there in cas they are needed.

Consultatio /Consultation services are services to an Enrollee or fami|A&D Waiver
n member. Services are providég a Personal Assistance

Agency to an Enrollee or family member to increase thei

skills as an employer or manager of their own care. Suct

IDAPA services are directed at achieving the highest level of
16.03.10.3zZ|independence and setkliance possible for the Enrollee a
0-330 GKS 9yNRffSSQa FlyYAafteo {S§

Enrollee and family to gain a better understanding of the
special needs of the Enrollee and the role of the caregive

Environmer Environmental accessibility adaptations include minor  |A&D Waiver
tal housing adaptations thadre necessary to enable the
Accessibilit|Enrollee to function with greater independence in the hol
Adaptations|or without which, the Enrollee would require

institutionalization or have a risk to health, welfare, or

safety. Such adaptations may include:

IDAPA

16.03.10.37 a. The installation ofamps and lifts, widening of doorway
. . OL

0-330 modification of bathroom facilities, or installation of electi

and plumbing systems that are necessary to accommod:
the medical equipment and supplies necessary for the
welfare of the waiver Enrollee, but must éxde those
adaptations or improvements to the home that are not of
direct medical or remedial benefit to the Enrollee, such a
carpeting, roof repair, or central air conditioning.

b. Unless otherwise authorized by IDHW, permanent
environmental modificatins are limited to a home that is
the Enrollee's principal residence, and is owned by the
O9YNRffSS 2N dpadfandly N2 f £ SSQ

Yes

Yes

Yes Deductions are
subtracted from
countable income
after exclusions to
determine the base
amount subject to
cost participation in
the form co
payments per IDAP.
16.03.18.

Unless otherwise authorized by IDHW, |No
permanent environmental modifications
are limited to a home that is the Enrollee
principal residence, and is owned by the

9YNRffSS

2 NJ dpaadSamayy
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c. Portable or norstationary modifications may be made
when such modifications can follow the Enrollee to his ni
place of residence or be returned to IDHW.

Home Home delivered meals are meals that are delivered to th|A&D Waiver | Yes
Delivered |9 y N2 thdm® ® @ramote adequate Enrollee nutrition.
Meals One (1) to two (2) meals per day may be provided to an

Enrollee who:

a. Rents or ows a home;

IDAPA
16.03.10.3Z|b. Is alone for significant parts of the day;
0-330 c.Has no caregiver for extended periods of time; and
d. Is unable to prepare a meal without assistance.
Non Non-Medical Transportation Nortmedical transportation |A&D Waiver |Yes
medical enables a waiver Enrollee to gain access to waiver and ¢
Transportat,community services and resources.
on a. Non-medical transportation is offered in addition to
medical transportation required in IDAPA 16.03.09,
IDAPA aaSRAOIFIAR SIFANG@ZtEt W R, W€
16.03.10.3Z b. Whenever possible, family, neighbors, friends, or
0-330 community agencies who can provide this service withot

charge, or public transit providers will be utilized.

Personal |PERS is an electronic device that enables a waiver Enro|A&D Waiver |Yes
Emergency to secure help in an emergency. The Enrollee may also\

Response I LI2NIFo6fS aKStL¥E odzidz2y
System (O2yySOGSR (2 G(KS 9yNRifSS
signal aresponse certd 2 y OS | G KSft L¥

One (1) to two (2) meals per day may be¢ Yes- Deductions are
provided to an Enrollee who: subtracted from
countable income

after exclusions to
b. Is alone for significant parts of the da)determine the base

a. Rents or owns a home;

amount subject to
cost participation in

the form co
d. Is unable to prepare a meal without payments per IDAP.

assistance. 16.03.18.

c. Has no caregiver for extended period:
time; and

Nonmedical transportation is offered in |No
addiion to medical transportation
NBIljdzANBR Ay L5! t!

. FaA0 ttry . SySTAl

Whenever possible, family, neighbors,
friends, or community agencies who car
provide this service without charge, or
public transit provides will be utilized.

This service is limited to Enrollees who: |Yes- Deductions are
. . subtracted from
a. Rent or own a home, or live with unpe )
. ) countable income
caregivers; )
after exclusions to

b. Are alone for significant parts dfe determine the base

Pagel64of 221



The response center is staffed by trained professionals.
service is limited to Enrollees who:

IDAPA
16.03.10.3Z/a. Rent or own a home, or live with unpaid caregivers;
0-330 b. Are alone for significant parts of the day;
c.Have no ceegiver for extended periods of time; and
d. Would otherwise require extensive, routine supervisiol
Skilled Skilled nursing includes intermittent or continuous A&D Waiver |Yes

Nursing oversight, training, or skilled care that is within the scope
the Nurse Practice Act. Such care must be provided by ¢
licensed registered nurse, or licensed practical nurse unt

IDAPA the supervision of aegistered nurse, licensed to practice
16.03.10.3%||daho. These services are not appropriate if they are les:
0-330 cost effective than a Home Health visit.

Specialized|a. Specialized medical equipment and supplies include: |A&D Waiver |Yes

Medical . : .
i. Devices, controls, or appliances that enable an Enrolle

Equipment increase his abilities to perform activities of daily living, ¢
and i perceive, control, or communicate with the environment |
Supplies 1 ich he lives; and

ii. ltems necessary for life support, anciflaupplies and
IDAPA equipment necessary for the proper functioning of such
16.03.10.3z|items, and durable and nedurable medical equipment no
0-330 available under the Medicaid State Plan.

b. Items reimbursed with waiver funds are in addition to ¢
medical equipment and sufips furnished under the

day; amount subject to
cost participationn
the form co

payments per IDAP.
d. Would otherwise require extensive, 16.03.18.

routine supervision.

c. Have no caregiver for extended peric
of time; and

Such care must be provided by a licens¢ Yes Deductions are
registered nurse, or licensed practical |subtracted from
nurse under the gpervision of a countable income
registered nurse, licensed to practice in |after exclusions to
Idaho. These services are not appropria/determine the base
if they are less cost effective than a Honjamountsubject to
Health visit. cost participation in
the form co
payments per IDAP.
16.03.18.

Items reimbursed with waiver funds are |No
addition to any medical equipment and
supplies furnished undehe Medicaid

State plan and exclude those items that
are not of direct medical or remedial

benefit to the Enrollee.
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Medicaid State plan and exclude those items that are no
direct medical or remedial benefit to the Enrollee.
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Attachment5 - Contract Definitions

The following terms, if appearing capitalized in the contract, the Attachments and/or the
Appendices will have the following meaning unless the context clearly indicates otherwise.

1. 1915(c) Consumebirected DD Waiver ServiceSonsumeidirected waive services, as
defined in IDAPA 16.03.13, accessed by Enrollees with developmental disabilities (DD) who meet
intermediate care facility for persons with intellectual disabilities (ICF/ID) level of care (LOC)
eligibility criteria.

2. 1915(c) Traditional D Waiver ServiceslIraditional waiver services, as defined in IDAPA
16.03.10.703, accessed by Enrollees with DD who meet ICF/ID LOC eligibility criteria.

3. 1915(c) Home and CommuniBased Services Waivers (HCBS Waigeékdgderally

approved programHhat authorizes the U.S. Secretary of Health and Human Services to grant
waivers of certain Medicaid statutory requirements so that a state may furnish home and
community services to certain Medicaid beneficiaries.

4, 1915(i) servicesDD agency servicesié community crisis supports accessed by

Enrollees who meet DD eligibility criteria and offered through the State Plan Amendment

option.

5. Abuseg Provider practices that are inconsistent with sound fiscal, business, or medical
practices, and result ian unnecessary cost to the Medicaid program, in reimbursement for
services that are not medically necessary or that fail to meet professionally recognized
standards for health care or in physical harm, pain, or mental anguish to a medical assistance
Enrolke. It also includes Enrollee practices that result in unnecessary cost to the Medicaid
program, or Enrollee utilization practices which may endanger their personal health or safety.

6. Accessible PDF Materiald document or application is considerectassible if meets

certain technical criteria and can be used by people with disabilities.

7. Action¢ As defined by 42 CFR § 438.400 an action by the Health Plan that includes the
following: (1) The denial or limited authorization of a requested serunctyding the type or

level of service; or (2) The reduction, suspension, or termination of a previously authorized
service; or (3) The denial, in whole or in part, of payment for a service; or (4) The failure to
provide services in a timely manner, adided by IDHW; (5) The failure of the Health Plan to act
within the timeframes provided in 42 CFR § 438.408(b); or (6) For a rural area resident with only
2yS 1ISFHEGK tfly>s GKS RSYAIlIf 2F |y 9yNRffSSQa

a) from any other provider (in terms of raining, experience, and specialization) not
available within the network;
b) from a provider not part of the network who is the main source of a service to

the recipient provided that the provider is given the same opparity to become a
participating provider as other similar providers. If the provider does not choose to join
the network or does not meet the qualifications, the enrollee is given a choice of
participating providers and is transitioned to the participatprgvider within 60 days;

c) because the only plan or provider available does not provide the service
because of moral or religious objections;
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d) 0SOlFdzaS GKS NBOALASY:GQa LINRPODARSNI RSGSNY,
services that would subject thecipient to unnecessary risk if received separately and
not all related services are available within the network; or
e) IDHW determines that other circumstances warrant-ofinetwork treatment.
8. Activities of Daily Living (ADIcsyhe performance of ksac selcare activities in meeting
Fy 9yNRfftSSQa ySSRa F2N) adzadlAyAy3d KAY Ay | Rl
bathing, washing, dressing, toileting, grooming, eating, communication, continence, mobility,
and associated tasks.
9. Administration (Administrative) Costdncludes, but is not limited to startup costs,
operating and personnel expenses, such as salaries, profit; supplies; travel; quality
improvement; recruiting, enrolling, and maintaining a provider network; hiringnimng, and
maintaining sufficient staff to implement, administer, and manage the requirements of this
contract; verifying eligibility for Enrollees and providers; claims processing and prior
authorization of services, when required; maintaining and rejpgrtlaims data; monitoring
claims and reporting patterns of potential overutilization, fraud, and abuse to the IDHW;
providing Customer Service for Enrollees and providers; paying providers; and participating in
GKS L512Qa ! LIISIEt [Isyhen @eduifetNdy th&IDHIG V& the iNPASES afa S
the managed care model of service delivery, all aspects of case management and care
management are also included as administrative costs.
10. Alternative Formatg The provision of Enrollee information if@mat that takes into
consideration the special needs of those who, for example, are visually limited or have limited
reading proficiency. Examples of Alternative Formats include, but are not limited to Braille,
large font (at least 16 point), computaided transcription services, telephone handset
amplifiers, assistive listening systems, closed caption decoders, videotext displays, qualified
interpreters for the Deaf, and audio tape, videotape, and Enrollee information read aloud to an
Enrollee by aniifollee services representative.
11. Americans with Disabilities Act of 1990 (AQAhe ADA prohibits discrimination against
people with disabilities in employment, transportation, public accommodation,
communications, and governmental activities. The\Alls0 establishes requirements for
telecommunications relay services.
12. Appealc! NBIljdzSaid o6& Iy 9yNR{tSS 2N Iy 9yNRffS
Fy 1OGA2y 2F | 1 SIHEOK tflFyo ¢tKA&a AyOfdzRSa |y
coverage or payment determination.
13. Capitated PaymentMonthly payment to the Health Plan on behalf of each Enrollee for
the provision of services under this contract. Payment is made if the Enrollee receives or does
not receive services during tmonth.
14. Care CoordinationA case management activity which assists Enrollees in gaining and
coordinating access to necessary care and services appropriate to the needs of the Enrollee.
Care coordination includes plan assessment and periogissesment; development of an
LYRAGARdZE £t ATSR /INB tflyY NBFSNNIE +FOGADBAGA
LYRAGARdIZE £t ATSR /INB tfly A& AYLIESYSYiSR | yR
crisis assistance. In order to ensure thexy@o conflict of interest, Care Specialists may not

S

Sazs
I

T« M
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provide both care coordination and any other services to the same Enrollee. Care coordination
activities must be performed at the primary care practice level.

15. Care Specialist shall mean an indidbwith a minimum of a tweyear degree or a
YAYAYdzY 2F G662 &SI NBQ SELIS MAayi@dstryhifsaidk S+ £ G KOOI NB
individual is working under direct oversight of a registered nurse, licensed practical nurse,

LIK & & A OA I y Q aicehsadisacialtivbrier] \Eho i 1Né desighated point of contact and who
coordinates care for Enrollees.

16. Care ManagementA collaborative process that assesses, plans, implements,
coordinates, monitors, and evaluates the options and services (both Medical Medicaid)
NBIljdzA NBR (2 YSSiG Ly 9yNRffSSQa ySSRa I ONraa (K
17. Centers for Medicare and Medicaid Services (GiMI®)e federal agency under the U.S.
Department of Health and Human Services that is responsible for administeringetttiedvie

and Medicaid programs under Titles XVIII and XIX of the Social Security Act.

18. Centralized Enrollee RecogdCentralized and comprehensive documentation that

O2y il Aya AYyTFT2NXIGA2Yy NBESOLIyd (2 YI Ayh@ndAyAy 3 |
well-being, as well as clinical information concerning ilinesses and chronic medical conditions.
19. Claims Managemerg An electronic system for processing claims that has the ability to
handle online submission of individual claims by providemselsas accept and process batches

of claims submitted electronically with the exception of claims that require written

documentation to justify payment.

20. Claim- A bill for services, a line item of service, or all services for one recipient within a
bill.

21. Clean ClaimA claim that contains all required data elements needed to process the
submission and has no defect or impropriety (including any lack of required substantiating
documentation) or particular circumstance requiring special treatnibat prevents timely

payment of the claim. It does not include a claim from a provider who is under investigation for
fraud or abuse or a claim under review for medical necessity.

22. Coldcall Contacts Unsolicited personal contact by the Health Pleith a Potential

Enrollee for the purpose of marketing.

23. Community Welt, If an Enrollee does not meet the definition of Institutional member or
ILoa / . { 6a4SS RSFAYyAUA2YyAa 0St260 GKSYy GKS@& | NB «
the age band$or the rate variation. (Actuarial definition for an Enrollee categorization of all
Enrollees based on where claims are paid for the Enrollee in a given month and what type of
claims are made.

24.  Complainc{ SS GDNA SOl yOS d¢

25. Comprehensive Healtim$uranceg Major medical coverage that at least includes

physician and hospital services.

26. Wellness Assessment shall mean the tool the Health Plan uses to identify the specialized
needs of its Enrollees. For purposes of this definition and this Congrdeliness Assessment

may be performed either in person or via telephonic means, including telephone-amy 2

video.
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27. CoOccurring Disorders (CODThe presence of mental and addictive disorders.
Enrollees said to have COD have one (1) or morectdelidisorders as well as one (1) or more
mental disorders.

28. Contract Management TearA group of IDHW representatives responsible for
overseeing the contract.

29. Contract Yeag A twelve (12) month period commencing the contract effective date.

30. Copaymentg The amount an Enrollee is required to pay a provider for specified
services.

31. Corrective Action Plan (CAF plan designed to ameliorate an identified deficiency and
prevent recurrence of that deficiency. The CAP outlinesteggtis/actions and timeframes
necessary to address and resolve the deficiency.

32. Covered ServicasThe set of services to be offered by the Health Plan and defined in
the Plan Benefit Package.

33. CPTc¢ Current Procedural Terminology ®, current versiem, listing of descriptive terms
and identifying codes for reporting medical services and procedures performed by physicians.
34. Credentiaing¢ KS | SFfGK tflyQa LINRPOS&aa F2N OSNRTeE)
licensure, liability insurance coveragj@pility claims, criminal history, and Drug Enforcement
Administration (DEA) status.

35. Critical Incident; An incident that fits within one of the following categories.

a) Abuseg The intentional or negligent infliction of physical pain, injury or taén
injury (Idaho Code 39-5302(1).
b) Exploitation¢ An action which may include, but is not limited to the misuse of a

@dzf YSNI 6fS | Rdzf 6 Qa TFdzyRas LINPLISNIie> 2N NBa-?z
advantage. Idaho Code 8302 (7)
c) Suspicious deatof an Enrollee- A death is labeled as suspicious when either a
crime is involved, accident has occurred, the death is not from an expected medical
LINEIy2aAas Iy 9yNREftSS RASE dzy SELISOGSRE & dzy
because of traumin a medical setting.
d) Hospitalizationg When an Enrollee is hospitalized as a direct result of an
incident by a paid provider (medication error, physical injury, quality of care, neglect,
treatment omission, or failure to follow established plans arfe).
e) Injury Caused by RestrairggAn injury to an Enrollee is caused by any of the
following restraints:
(1) Physical restraint is any manual method or physical or manual device,
YFGSNRFEX 2N SIHdALIYSYy G GGl OKSe 2NJ | R2l
individual cannot remove easily which restricts freedom of movement or normal
I 00Saa G2 2ySQa o02ReT
(2) Chemical restraint is any drug that is used for discipline or convenience and
not required to treat medical symptoms.
(@) Discipline is defined amy action taken by the provider for the
purpose of punishing or penalizing an Enrollee.
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(b) Convenience is defined as any action taken by the provider to
O2yiNRf Iy 9YNRffSSQa o06SKIGBA2NI 2N YI
lesser amount of effortby 8 LINE BARSNJ I yR y20 Ay K¢
interest.

(©) Medical symptom is defined as an indication or characteristic of

a physical or psychological condition.

f) Medication error- Any type of medication related mistake that may negatively
impactan Enrdl SSQa KSIFfdK 2NJ OFdzaS KAYkKSNJ &SNA 2dz
9) Neglect Failure of a caretaker to provide food, clothing, shelter, or medical

care reasonably necessary to sustain life and health of a vulnerable adult or child, or the
failure of a vulnerable adult to pvide those services to him/herself. Idaho Code 39
5302 (8)
h) Enrolleeismissing! Yy 9y NRf f SSQa ¢6KSNBlIo2dzia A& dzy
circumstances of the disappearance.
i) Enrollee is the victim of a crinigAn Enrollee who suffers harm as a direct resul
of an act committed, or allegedly committed, by another person in the course of a
criminal offense.
D Harm means the Enrollee suffered actual physical harm, mental injury,
2N GKS 9yNRffSSQa LINBPBLISNI& gl a RSt AOSNI
)] Enrollee committed a crime The Enrollee is charged with a misdemeanor or
felony.
k) Safetyc The Enrollee is placed in a position of danger and risk either
intentionally or unintentionally.
)] Serious injury, An injury that requires professional meditadatment, e.g.
hospitalizations, fractures, and wounds requiring stitches.
36. Cultural Competence Understanding those values, beliefs, and needs that are
F3a20AF0SR gA0K 9yNREftSSaQ 3S3E 3ISYRSNI ARSY (Al
religious backgrounds. Cultural Competence also includes a set of competencies which are
required to ensure appropriate, culturally sensitive health care to persons with congenital or
acquired disabilities.
37. Denied Claim A claim for which no paymerd made to the network agency by the
Health Plan for any of several reasons.
38. Developmental Disability (DBA chronic disability of a person which appears before
the age of twentytwo (22) years of age and:
a) Is attributable to an impairment, such as intellectual disability, cerebral palsy,
epilepsy, autism, or other condition found to be closely related to or similar to one (1) of
these impairments that requires similar treatment or services, or is attribetadpl
dyslexia resulting from such impairments;
b) Results in substantial functional limitations in three (3) or more of the following
areas of major life activity: setfare, receptive and expressive language, learning,
mobility, seltdirection, capacityor independent living, or economic saldifficiency;
and

Pagel71lof 221



c) Reflects the need for a combination and sequence of special, interdisciplinary,
or generic care, treatment, or other services which are of lifelong or extended duration
and individually plannednd coordinated.
39. DD Plan DevelopelA paid or norpaid person identified by the participant who is
responsible for developing a DD plan of service and subsequent addenda based on a person
centered planning process. Paid plan developers may notgealirect services to an Enrollee.
Family members and all others who wish to be paid for plan development must be employed as
a service coordinator as defined in IDAPA 16.03.10.729 through 732.
40. DD Plan DevelopmentPersoncentered plan development &required process in
which the Enrollee, and individuals who are significant to the Enrollee, identify services and
supports that enable the Enrollee to reside safely and effectively in the setting of their choice.
In developing the plan of service, théan developer and Enrollee must identify any services and
supports available outside of Medicdidnded services that can help the Enrollee meet desired
goals. The plan of service must be submitted within fdixtg (45) days prior to the expiration
of the existing plan of service.
41. DD Plan Monitor A person who oversees the provision of services on a DD service plan
on a paid or norpaid basis. Plan monitoring is a required activity. Frequency of monitoring
Ydza G 0SS ARSyYy (A TASRg @, bit K&t obecyr MRehst Sedyhimetyl(FO)
days consistent with IDAPA 16.03.10.513.05. The plan developer is the plan monitor unless
there is a service coordinator, in which case the service coordinator assumes the roles of both
service coordiator and plan monitor.
42. DD Targeted Service CoordinatipAn optional Medicaid Enhanced Plan benefit which
assists individuals eligible for DD 1915(i) State Plan Amendment Option and 1915(c) DD Waiver
services in gaining and coordinating access wensary care and services appropriate to the
needs of the individual. For Enrollees accessing DD Targeted Service Coordination, the DD
service plan must specifically address the service coordination needs of the Enrollee as
identified by the service coondation assessment. The focus of the service coordination
FaaSaaySyid Aa G2 ARSYyi(OGATe GKS 9yNRffSSQa ySSR
care and services. DD Targeted Service Coordination is a brokerage model of case management
and nrust be provided as described in IDAPA 16.03.10738)
43. DD Targeted Service Coordination Agenéy organization approved by IDHW to
provide management, supervision, and quality assurance for paid plan development, plan
monitoring, and/or DD TargeteService Coordination services and includes at least two (2)
individuals, one (1) supervisor and one (1) service coordinator. Typically, DD Targeted Service
Coordination agencies are privately owned organizations, but they may be comrbasityg
providers nonprofit organizations, organizations associated with large health systems; faith
based organizations, etc.
44, DD Targeted Service Coordinat@n individual who provides paid plan development,
plan monitoring, and/or DD Targeted Service Coordinagenvices to an eligible Enrollee
consistent with requirements identified in IDAPA 16.03.10.513 and IDAPA 16.03:1384,20
must be an employee or contractor of a Targeted Service Coordination agency that has a valid
provider agreement with the Departmerdand meets training, experience and other
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requirements identified in IDAPA 16.03.10.729. DD Targeted Service Coordinators are required
to participate in, and provide, DD service plan development, plan monitoring, and/or DD
Targeted Service Coordinationrgiees to Enrollees accessing 1915(c) Traditional DD Waiver
services and/or 1915(i) services.

45. Disaster! Yy 2 O0O0dz2NNByOS 2F lFyeé (1AYR 0(GKIG ASOSNBf ¢
conduct daily business or severely affects the required performdnoetionality, efficiency,

I O0SaaAoAftAtes NBtAFIOAfAGRES 2NJ aSOdaNAGe 2F GKS
include natural disasters, human error, computer virus, malfunctioning hardware, or electrical
supply.

46.  Discharge PlanningThe @ t dzl GA 2y 2F |y 9y NRfftSSQa YSRAC
coordination of any other support services in order to arrange for safe and appropriate care
after discharge from one level of care to another level of care, including referral to appropriate
services.

47. Disenrollment; Elections made after the effective date of enroliment into a Medicare
Medicaid Plan.

48. Dual Eligible Any person, aged twentgne (21) or older at the time of enroliment,

entitled to or enrolled in Medicare Part A, enrolled in MedicBeat B, eligible to enroll in

Medicare Part D, and eligible for full Medicaid benefits is considered dually eligible. An
individual is considered twertgne (21) years of age as of the first day of the month after the
month of their twenty first (21st) bihday.

49, Dual Eligible Qualified Medicare Beneficiary (QMB) Plus individinalisiduals who are
entitled to Medicare Part A, have income of less than seventy five percent (75%) for individuals
and eightythree (83%) for couples of the federal potelevel, resources that do not exceed

twice the limit for SSI eligibility, and are eligible for full Medicaid benefits.

50. Dual Eligible Specified Ldncome Medicare Beneficiary (SLMB) Plus individuals
individuals who are entitled to Medicare Parthfave income of greater than one hundred

percent (100%) of the federal poverty level but less than one hundred twenty percent (120%) of
the federal poverty level, resources that do not exceed twice the limit for SSI eligibility, and are
eligible for full Melicaid benefits.

51. Durable Medical EquipmertEquipment other than prosthetics or orthotics that can
withstand repeated use by one (1) or more individuals, is primarily and customarily used to
serve a medical purpose, is generally not useful to a perstite absence of an illness or injury,

is appropriate for use in the home, and is reasonable and necessary for the treatment of an
illness or injury for a Medicaid participant.

52. Electronic Data Interchange (EDI) Transactidglectronic data interchage (EDI) is a

method for transferring data between different computer systems or computer networks.

53. Electronic Health Record (EHR)N electronic record of healtrelated information on
an individual that:
a) Includes patient demographic and clinibalalth information, such as medical

history and problem lists; and
b) Has the capacity:
1) To provide clinical decision support;
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2) To support physician order entry;
3) To capture and query information relevant to health care quality; and
(4) To exchage electronic health information with, and integrate such
information from other sources.
54. Eligibility Redeterminatiog The process by which Idaho Medicaid Participants must
complete certain forms and provide certain verifications in order to estabbsiinued
Medicaid eligibility. This process may be required annually, or may be in response to certain
OKlIy3aSa Ay GKS tIFINIAOALI yiQa OANDdzyail yoSao
55. Eligible Individuat With respect to Idaho Home Choice Money Follows the Person
(IHCMFP) Rebalancibgmonstration and pursuant to Section 6071(b)(2) of the Deficit
Reduction Act of 2005 (DRA), (Pub. L-10%(S. 1932)) (Feb. 8, 2006) as amended by Section
2403 of the Patient Protection and Affordable Care Act of 2010 (ACA), (Pub-148)XMay 1,
20n0 X GKS {d1FGSQa | LIWINRBOPSR azySe cz2fftz2sa GKS t
rules, an eligible individual is a Participant who qualifies for MFP. To be deemed eligible such
person, immediately before beginning participation in the IHCMFP detration project shall:
a) Reside in a Nursing Facility (NF), an Institution for Mental Diseases, (IMD), or an
ICF/ID and have resided for a period of not less than ninety (90) consecutive days in a
Qualified Institution.
b) Inpatient days in an IMD whidhcludes Psychiatric Hospitals and Psychiatric
Residential Treatment Facilities (PRTF) may be counted only to the extent that Medicaid
reimbursement is available under the State Medicaid plan for services provided by such
institution.
C) Any days that amdividual resides in a Medicare certified Skilled Nursing Facility
(SNF) on the basis of having been admitted solely for purposes of receiviAgospsal
short-term rehabilitation services covered by Medicare shall not be counted for
purposes of meetinghe ninety (90) day minimum in a Qualified Institution established
under ACA.
d) Shortterm continuous care in a NF, to include Level 2 NF reimbursement, for
episodic conditions to stabilize a condition rather than admit to hospital or to facilitate
hosptal discharge, and inpatient rehabilitation facility services provided in a Qualified
Institution shall be counted for purposes of meeting the ninety (90) day minimum stay
in a Qualified Institution established under ACA.
e) Be eligible for and receive Meaid benefits for inpatient services furnished by
the NF or ICF/ID for at least one (1) day. For purposes of this contract, an eligible
individual must reside in a NF and be enrolled in the Health Plan for a minimum of one
(1) day.
f) Meet NF or ICF/IIzvel of care, as applicable, and, but for the provision of
ongoing HCBS, continue to require such level of care provided in an inpatient facility or
meet atrisk level of care such that, in the absence of the provision of a moderate level
ofhomeandcommzy A i@ o0l aSR ASNWBAOSaz (GKS AYRAQDARdZ
in the community will likely deteriorate and result in the need for institutional
placement.
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56. Emergency Medical Conditia@nA medical condition, whether physical or behavioral
heath related, manifesting itself by symptoms of sufficient severity, including severe pain, that,
in the absence of prompt medical attention, could reasonably be expected by a prudent
layperson who possesses an average knowledge of health and medicineltarrgdacing the
health of an Enrollee or another person or, in the case of a pregnant woman, the health of the
woman or her unborn child, in serious jeopardy, serious impairment to bodily function, or
serious dysfunction of any body organ or part; oithwespect to a pregnant woman, as further
defined in section 1867(e)(1)(B) of the Social Security Act, 42 U.S.C. § 1395dd(e)(1)(B).

57. Emergency Medical Transportatigrnhe medically necessary transportation of an
Enrollee experiencing an emergency ritad condition.

58. Emergency Room CageOutpatient medical services rendered in a hospital setting to
treat an Enrollee experiencing an emergency medical condition.

59. Emergency ServicesCovered inpatient and outpatient services, including BH sesyi
which are furnished to an Enrollee by a Provider that is qualified to furnish such services under
¢AGES L. 2F GKS {20Alf {SOdzNRiGe !''0GX FyR I NB
Emergency Medical Condition.

60. Emergency Service ProgranSHX, Services provided through designated, contracted
providers which are available seven (7) days per week, twientty(24) hours per day to

provide treatment of any individual who is experiencing a mental health crisis. An ESP
encounter includes, at minimum, crisis assessment, intervention, and stabilization.

61. Enrollee(s;,! y& 5dztf 9fA3A0fS AYRAGARIZ f &#K2 Aa S
Medicaid Coordinated Plan under this contract.

62. Enrollee CommunicationdMaterials designed to@nmunicate to Enrollees Plan

benefits, policies, processes, and/or Enrollee rights.

63. Enroliment- The processes by which an individual who is eligible is enrolled in a
participating Health Plan.

64. EvidenceBased PracticeStrategies supported bycientific research that are identified,
assessed, and implemented.

65. Excludedserviceg Services that are not included in the MMCP benefit package. These
include services that are paid for under Medicaid-feeservice and services that are not

included under the Medicaid Basic and Enhanced Plans.

66. Family Member A person with any of the following relationships to the Enrollee,
whether related by blood, marriage, or adoption, and including such relationships (as applicable)
that may have been esldished through longstanding [one (1) year or more] foster care when
the Enrollee was a minor:

a) Spouse, and parents and siblings thereof;

b) Sons and daughters, and spouses thereof;

c) Parents, and spouses and siblings thereof;

d) Brothers and sistex, and spouses thereof;

e) Grandparents and grandchildren, and spouses thereof; and

f) Domestic partner and parents thereof, including domestic partners of any

individual in b through e of this definition. A domestic partner means an adult in a
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committed relationship with another adult. Committed relationship means one in
which the Enrollee, and the domestic partner of the Enrollee, are each other's sole
domestic partner (and are not married to or domestic partners with anyone else); and
share responsility for a significant measure of each other's common welfare and
financial obligations.
(2) Step and idaw relationships are included in this definition, even if the
marriage has been dissolved, or a marriage partner is deceased.
(2) Familymembermayf a2 Ay Of dzRS (GKS YSYoSNDa
conservator or someone who was the legal guardian or conservator of the
member when the member was a minor or required a legal guardian or
conservator.
67. Federally Qualified Health Center (FQH&) entity that receives a grant under Section
330 of the Public Health Service Act, as amended to provide primary health care and related
diagnostic services to individuals on a sliding fee schedule. The FQHC may also provide dental,
optometric, podiatry, chiropracti and BH services.

68. FeeForService (FF8)A method of paying an established fee for a unit of health care
service.
69. Fiscal Abuse Actions or inactions by Providers (including the Health Plan) and/or

Enrollees that are inconsistent with sound fiscal, business, or medical practices, and that result
in unnecessary cost to the IDHW.

70. Fiscal Intermediary (FI) AgengyAn entity that provides services that allow the Enrollee
receiving personal assistance services, or his designee or legal representative, to choose the
level of control he will assume in recruiting, selecting, managing, training, and dismissing his
personalassistant regardless of who the employer of record is, and allows the Enrollee control
over the manner in which services are delivered.

71. Fiscal Year (FYJhe budget year. The federal fiscal year (FFY) is October 1 through
September 30. The Statsdal year (SFY) is July 1 through June 30.

72. Fraudg An intentional deception or misrepresentation made by a person with the
knowledge that the deception could result in some unauthorized benefit to him or some other
person. It includes any act thabrstitutes fraud under applicable federal or State law.

73. Full Benefit Dual Eligible (FBDE) individg&sial Eligibles who do not meet the income
or resources criteria to qualify as a QMB or SLMB, but are eligible for full Medicaid benefits
either cdegorically or through optional coverage groups, such as medically needy or special
income levels for institutionalized individuals or home and commuinétyed waivers.

74. Functional Statug Measurement of the ability of individuals to perform ADLs (e.qg.
mobility, transfers, bathing, dressing, toileting, eating, and personal hygiene) and Instrumental
Activities of Daily Living (IADLS) (e.g., meal preparation, laundry, and grocery shopping).

75.  Grievance An expression of dissatisfaction aboutany mhltie 2 § KSNJ G KFy Iy
grievance is filed and decided at the Health Plan level. Types of Grievances include:
a) Accesg; Issues involving the availability of services; barriers to obtaining

services; or lack of resources/services.
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b) Benefit amount; A disagreement by a participant regarding the amount of
benefits that they received. Appeal rights must always be discussed with the Enrollee in
a benefit amount investigation.

c) Confidentiality & Privacyg 1) Privacy; issues dealing with the right$ &nrollees

to access and control their health information and not have it used or disclosed by
others against their wishes; 2) Confidentialityot talking about or disclosing personal
information regarding an Enrollee.

d) Contract serviceg Issues invlying an entity providing services under a contract
with the Health Plan.
e) Denial of service/eligibilitg The denial by the Health Plan to provide or

reimburse for a service or program requested by an Enrollee or his/her representative.
Appeal rights rast always be discussed with the Enrollee in a denial investigation.
f) Discriminationg The prejudicial treatment of individuals protected under
federal and/or state law (includes any form of discrimination based on race, color, sex,
national origin, ageieligion or disability).
0)] Fraudg An intentional deception or misrepresentation made by a person with
knowledge that the deception could result in some unauthorized benefit to him/herself
or some other person. IDAPA 16.03.09.201.05
h) Referrals; Issueor complaint/critical incident dealing with the ability of a
Provider or Enrollee to obtain a referral to a Provider.
i) Quality of Care; Issues that involve the meeting or not meeting of rules,
policies, or commonly accepted practice standards arotarg/services provided to
Enrollees.
) Violation of rights; An intentional or unintentional infringement or
OGN} yaaNBaaArzy F3AFLAyad 'y AYRAGARzZ f Qad NRARIKL
k) Other¢ When the grievance does not fit one of the classifications listed, this
classificatiormay be used and must describe the nature of the grievance.
76.  Grievance Process¢ KS LINP OSRdzZNE F2NJ I RRNB&aaAy3d 9y NPT
77. Grievance SystemThe system which includes a grievance process, an appeal process,
and access to the IDHW fairdring system. Any grievance system requirements apply to all
three components of the grievance system, not just to the grievance process.
78. Habilitation Services and DeviggeServices and devices that support an Enrollee in
learning, improving, and retiaing skills necessary to reside as independently as possible in the
community.
79. Healthcare ServicesServices offered or provided by health care facilities and health
care providers relating to the prevention, cure or treatment of iliness, injurgjsmase.
80. Healthcare ProfessionglA Qualified Intellectual Disabilities Professional (QIDP),
physician, physician assistant, podiatrist, optometrist, chiropractor, psychologist, dentist,
physical or occupational therapist, therapist assistant, speéanguage pathologist, audiologist,
registered or practical nurse (including nurse practitioner, clinical nurse specialist, certified
registered nurse anesthetist, and certified nurse midwife), licensed certified social worker,
registered respiratory thegaist, and certified respiratory therapy technician.
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81. Health Insurance Insurance that pays for medical and surgical expenses incurred by

the insured.

82. Health Plan a participating Health Plan or other qualified entity that has entered into

an agrement with IDHW to fulfill the requirements of this Provider Agreement.

83. Health Insurance Portability and Accountability Act of 1996 (HIPA&A&Jleral legislation

(Pub. L. 10491), enacted to improve the continuity of health insurance coverage in grodp
individual markets; combat waste, fraud, and abuse in health insurance and {oeaéth

delivery; simplify the administration of health insurance; and protect the confidentiality and
security of individually identifiable health information.

84. Home Halth Careg Services ordered by a physician and performed by a licensed nurse,
NEIAAGSNBER LIKeaAOFt UGKSNILAAGET 2N K2YS KSIFf UK
l2YS 1 SFHEGK | 3SyOASadé

85. Hospice Servicasltems and services as described ineTi8, Section 1861 (dd) of the

Social Security Act provided to a terminally ill individual by, or by others under arrangements
made by, a hospice program under a written plan established and periodically reviewed by the
AYRAGARIZ £ Qa | GGSYRAY3 LIK@AAOAI YO

86. Hospitalizatiorg An Enrollee is admitted for inpatient hospital services due to an acute
level of care need.

87. Hospital Outpatient Care Services provided in a hospital setting that include

preventive, diagnostic, therapeutic, rehabilitative orllve items, and services furnished by

or under the direction of a physician or dentist, unless excluded by other provisions of IDAPA
McodnodndpX dGaSRAOFAR . 1aAd ttly .SySTAaldaoé

88. Intermediate Care Facility for persons with Intellectual DisabilitiegIDIEA facility

designed to meet the needs of four (4) or more individuals with DD or related conditions who
require twentyfour (24) hour active treatment services.

89.  Idaho Administrative Code (IDARA) Rl K2 Qa ! RYAYAaiN} G6edS / 2RS?>
FYR STFFSOO 2F tlgo L512Q& FRYAYA&AOGNYT GAGBS Nz S
http://adminrules.idaho.gov/rules/current/16/index.html.

90. Idaho Home Choice Money Follows the Person (IHCMFP) Rebalancing Demonsiration
federal grantestablished under the DRA and extended under the Affordable Care Act that will
assist Idaho in transitioning Eligible Individuals from a NF or ICF/ID into a Qualified Residence in
the community and in rebalancing lostgrm care expenditures.

91. ILOG; HCBE, (Institutional Level of CareHome and Community Based Services)
Someone who does not have twernbyie (21) days of institutional based claims within a given
month but does have a Home and Community Based provider claim in a month. (Actuarial
definition for an Enrollee categorization of all Enrollees based on where claims are paid for the
Enrollee in a given month and what type of claims are made.

92. Individualized Care PlaAn Enrolleecentered, goabriented, culturally relevant, and
logical,written plan of care that assures that the Enrollee receives, to the extent applicable,
medical, social, behavioral, and necessary covered services, including LTSS, in a supportive,
effective, efficient, timely, and cogffective manner that emphasizesgvention and continuity

2F OFINB:Z |yR RS@USt2LISR 068 |y 9yNR{tSS IyR Iy 9
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must address all of the clinical and rolinical needs of the Enrollee, including integration of
any 1915(c) waiver and/or 1915(i)rseee plan(s), as appropriate.

93. Information Technology (IT) SystenEhe combined application of computers,
software, email, hetwork applications, and telecommunications equipment that allows for the
storage, retrieval, transmission, and manipulatmfrdata.

94. Institution ¢ A skilled nursing facility, ICF/ID, chronic or rehabilitation hospital, or
psychiatric hospital.
95. Institutional Memberg Someone with twentyone (21) days or more of institutional

based claims within a given month. (Actubdefinition for an Enrollee categorization of all
Enrollees based on where claims are paid for the Enrollee in a given month and what type of
claims are made.

96. Institutional Level of CareThe level of care needs required for admission to an
institutional setting, such as a NF or an ICF/ID, and the level of care needs required for
participation in a 1915(c) home and communHitgsed DD waiver program.

97. Instrumental Activities of Daily Living (IAD¢-$hose activities performed in supporting
the activities of daily living, including but not limited, to managing money, preparing meals,
shopping, light housekeeping, using the telephone, or getting around in the community.

98. Licensed, Qualified Professionglmdividuals licensed, registered, ortiied by

national certification standards in their respective discipline, or otherwise qualified within the
state of Idaho.

99. Long Term Care (LT variety of services which help meet both the medical and non
medical needs of people with a chroniia@ss or disability who cannot care for themselves for
long periods of time.

100. Long Term Care Professiogdl y SYLJX 28SS gA0GK I ol OKSf 2NDa
advanced degree in a relevant field of study, with a minimum of five years of experience in
administering longterm care programs.

101. LongTerm Services and Supports (LTSSWwide variety of services and supports that
help people with disabilities meet their daily needs for assistance and improve the quality of
their lives.

102. Marketingg Anycommunication from the Health Plan to a Medicaid recipient who is
not enrolled in the Health Plan, that can reasonably be interpreted as intended to influence the
recipient to enroll in the Health Plan, or either to not enroll in, or disenroll from, agroittealth
tftryQa aSRAOFAR LINRRdzO0 @

103. Marketing Materials Materials that are produced in any medium, by or on behalf of the
Health Plan that can reasonably be interpreted as intended to market to potential Enrollees.
104. Material Change to Operation®Any change in overall business operations, such as
policy, process, or protocol which affects, or can reasonably be expected to affect, more than
FAOS LISNOSyYyG o6p:0 2F GKS ISIfTGK tflFyQa YSYoSNa
105. Medicaid Program Integrity UniMPIU)¢ Division of the IDHW that is dedicated to
investigating cases of suspected fraud or abuse.

Pagel790f 221



106. Medicaid Management Information System (MM¢8&)echanized claims processing and
information retrieval system. This system pays claims for Medicawitssrand includes

information on all Medicaid Providers and participants.

107. Medical Benefitg For the Physical Health, Mental Health, Dental and benefits
GaSRAOFft¢ NIGS OStfa FINBE RSFAYSR (2 RAFTFSNBYGA
bendfits.

108. Medicaid Waiver, A waiver of existing law authorized under Section 1115(a), 1115A, or

1915 of the Social Security Act.

109. Medically NecessaryA service is medically necessary if:

a) It is reasonably calculated to prevent, diagnose, eatrconditions in the Enrollee that
endanger life, cause pain, or cause functionally significant deformity or malfunction; and
b) There is no other equally effective course of treatment available or suitable for the

Enrollee requesting the service whichmore conservative or substantially less costly.

110. Medicareq Title XVIII of the Social Security Act, the Federal health insurance program

for people aged sixtfive (65) or older, people under sixtive (65) with certain disabilities, and

people with End Stage Renal Disease (ESRD) or Amyotrophic Lateral Sclerosis (ALS).

111. Medicare AdvantageThe Medicare managed care options that are authorized under

Title XVIII of the Social Security Act as specified at Part C, and 42 C.F.R. § 422.

112. MedicareWaiverc A waiver of existing law authorized under Section 1115A of the

Social Security Act.

113. National Committee for Quality Assurance (NCEQXhonprofit organization dedicated

to improving health care quality.

114. Networkg A group of participating providers linked through contractual arrangements

to the Health Plan to supply a range of health and/or support services to Enrollees. These

providers have agreed to see Enrollees under certain rules, including Hikindealth Plan at

O2y (N OGSR NXiGSao ¢KS GSNXY AGLINPOARSNI ySis2N] ¢
115. Network Adequacy! o Af AGeé 2F GKS I SIfGK tfFyQa LINRJA
numbers, locations, and types of proficient and appropriate providers, to ensure thanaltes

are accessible to Enrollees without unreasonable delay.

116. Network Provider, An appropriately credentialed and licensed individual, facility,

agency, institution, organization, or other entity that has a written agreement with the Health

Plan,or any subcontractor, for the delivery of services covered under the contract.

117. Network Provider SubcontraetAgreement between the Health Plan and a Provider for

the provision of services under the contract.

118. Network Management The activitiesstrategies, policies and procedures, and other

tools used by the Health Plan in the development, administration, and maintenance of the

collective group of health care Providers under contract to deliver Covered Services.

119. Nonparticipating Provideg A provider that has not enrolled with the Health Plan as a

network provider or that has not agreed to accept assignment for all services furnished to

Medicare and/or Medicaid participants.

120. Notice/Notice of Actiort A written Statement of the Actiorhe Health Plan intends to

G182 GKS NBlFazya F2N) 6KS AyGSyRSR ! OGAzys GKS
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procedures for exercising that right. When a decision is appealable, the Health Plan shall advise
the Enrollee or provider in writing ohé right and method to appeal and the right to be
represented.

121. Participating Provideg A provider that has enrolled with the Health Plan as a network
provider and has agreed to accept assignment for all services furnished to Medicare and/or
Medicaidparticipants.

122. Performance MeasuresPerformance measures are specific, operationally defined
performance indicators that utilize data to track performance, quality of care, and to identify
opportunities for improvement in care and services.

123. PerMember Per Month (PMPM) Rat&’he PMPM rate paid to the Health Plan for the
provision of services to Enrollees.

124. Per Member Per Month Claim Costquates to all estimated payments for claims
expressed in terms of a PMPM distribution.

125. Per Memler Per Month Administrative CostEquates to administrative costs plus
risk/profit margin as expressed in terms of a PMPM distribution.

126. Personal AssistantA person who meets the standards of Idaho Code-§&%3, and
receives training to ensure ¢hquality of services. The assistant must be at least age eighteen
omMyuv @SINAR 2F 3So I OSNIAFASR ydzZNEAY3A | aaradi
condition warrants a CNA.

127. Personal Care Services (PCBgrsonal care to an Enroll@éo requires assistance with
ADLs and IADLs. This includes physical assistance, cueing, and/or supervision with ADLs and
L!'5[ & LINPPARSR G2 Iy 9yNRfftSS oe | LISNa2YIlf OF
Individualized Care Plan.

128. PharmacyBenefit Manager (PBM)A company under contract with the Health Plan that
may manage the pharmacy network, drug utilization review, outcomes management, and
disease management. The Health Plan may choose to contract with a PBM.

129. Physician ExtendeyA nurse practitioner or physician assistant functioning as a Primary
Care Provider (PCP).

130. Physician ServicesHealthcare services furnished or coordinated by a licensed medical
physician.

131. Poststabilization Care ServiceServices related to ammergency medical condition,

that are provided after an Enrollee is stabilized in order to maintain, improve, or resolve the
9YNRffSSQa aililoAfAT SR O2yRAGAZ2Y D

132. Potential Enrollee A dually eligible person who is not yet enrolled in a Medicare
MedicaidPlan.

133. Premiumg A regular and periodic charge or payment for health coverage.

134. Prescription Drug CoverageHealth insurance that includes prescription drugs.

135. Prescription Drugg Pharmaceuticals which are legally obtainable by the order o
licensed prescriber,

136. Prevalent Languagesa language that is the primary language of five percent (5%) or
Y2NB 2F GKS 1 SIfdK tftlFyQad DS23INILIKAO { SNBAOS !
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137. Primary Care Health care and laboratory services customarily furnigdmgdor through,
a PCP for diagnosis and treatment of acute and chronic illnesses, disease prevention and
screening, health maintenance, and health promotion.
138. Primary Care Provider (PQP) practitioner of primary care selected by the Enrollee or
assgned to the Enrollee by the Health Plan who is responsible for providing and coordinating
0KS 9yNRfftSSQa KSIftOdK OFINB ySSRaz AyOfdzRAYy3 (K
services when required. PCPs may be physicians, nurse pramstion physician assistants.
Physicians must be board certified or eligible for certification in one of the following specialties:
Family Practice, Internal Medicine, General Practice, General Surgery, Obstetrics/Gynecology,
Geriatrics, or a physician amy other specialty who chooses to assume the Care Coordination
and Care Management functions of the PCP. The nurse practitioners and physician assistants
must be licensed as such. Licenses must be held in the state(s) where services are being
rendered.
139. Prior Authorizatiorg A written, faxed, or electronic approval that permits payment or
coverage of a medical item or service that is covered only by such authorization.
140. Privacy- Requirements established in HIPAA and implementing regulatisnset as
relevant Idaho privacy laws.
141. Protected Health Information (PHI)ndividuallyidentifiable health information that is
maintained or transmitted in any form or medium and for which conditions for disclosure are
defined in the HIPAA and £FR § 160 and 164.
142. Provider¢ Any physician, hospital, or other person or entity licensed or otherwise
authorized to furnish health care services.
143. Provider Networlg The collective group of health care and social support Providers,
including but not limited to PCPs, nurses, nurse practitioners, physician assistants, specialty
Providers, mental health/substance use disorder Providers, community atithtional long
term care Providers, pharmacy Providers, and acute hospital and other Providers employed by
or under contract with the Health Plan.
144. ProviderPreventable Conditioq Includes, consistent with 42 CFR § 447.26, the
following:
a) Hosptal-Acquired Conditions as identified by Medicare other than Deep Vein
Thrombosis (DVT)/Pulmonary Embolism (PE) following total knee replacement or hip
replacement surgery in pediatric and obstetric patients;

b) Wrong surgical or other invasive procedureriprmed on a patient;
c) Surgical or other invasive procedure performed on the wrong body part;
d) Surgical or other invasive procedure performed on the wrong patient.

145. Prudent LaypersonAs defined in the Patient Protections and Affordable Care gk

who possesses an average knowledge of health and medicine. The standard establishes the
criteria that insurance coverage is based not on ultimate diagnosis, but on whether a prudent
person might anticipate serious impairment to his or her healthriremergency situation.

146. Prudent Layperson Standard standard for determining the need to visit the
emergency room, which defines an emergency as a condition that a prudent layperson, ‘who
possesses an average knowledge of health and medicine.tesgpeay result in:
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a) Placing the patient in serious jeopardy,
b) Serious impairment of bodily function, or
C) Serious dysfunction of any bodily organs.
147. Qualified Institutiong With respect to the IHCMFP Rebalancing Demonstration, and
pursuant toSection 6071(b)(3) of the Deficit Reduction Act a hospital, NF, institution for mental
diseases (IMD), or ICF/ID.
a) An IMD, which includes Psychiatric Hospitals and PRTF, shall be a Qualified
Institution only to the extent that Medicaid reimbursementaigailable under the State
Medicaid Plan for services provided by such institution.
b) Any days that an individual resides in a Medicare certified Skilled Nursing Facility
(SNF) on the basis of having been admitted solely for purposes of receividgospgal
short-term rehabilitative services covered by Medicare shall not be counted for
purposes of meeting the ninety (90) day minimum stay in a Qualified Institution
established under the Affordable Care Act.
148. Qualified ResidenceWith respect to tie IHCMFP Rebalancing Demonstration, and
pursuant to Section 6071(b)(6) of the DRA, the residence in the community in which an Eligible
Individual will reside upon transition to the community which shall be one of the following:
a) Ahomeownedorleased®® 'y St AIA0fS AYRADGARdzZ £ 2 NJ (
member;
b) An apartment with an individual lease, with lockable access and egress, and
which includes living, sleeping, bathing, and cooking areas over which the Eligible
Individual or the individual'safmily has domain and control; or
C) A residence in a communityased residential setting in which no more than
four (4) unrelated individuals reside.
149. Qualified Intellectual Disabilities Professiogaksponsible for integrating, coordinating
and maitoring services, must have the following qualifications:
a) At least one (1) year of experience working directly with persons with mental
retardation or other developmental disabilities; and is one of the following:
(2) A doctor of medicine or osteoplay,
2) A registered nurse, or
3) An individual who holds at least a bachelor's degree in a professional
category specified in CFR § 483.430.
150. Qualified ResidenceWith respect to the IHCMFP Rebalancing Demonstration, and
pursuant to Section 60{b)(6) of the DRA, the residence in the community in which an Eligible
Individual will reside upon transition to the community which shall be one of the following:

a) A home owned or leased by an Eligible Individual or the individual's family
member;
b) An apartment with an individual lease, with lockable access and egress, and

which includes living, sleeping, bathing, and cooking areas over which the Eligible
Individual or the individual's family has domain and control; or

c) A residence in a communityased residential setting in which no more than
four (4) unrelated individuals reside.
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d) Additional requirements pertaining to a Qualified Residence set forth in MFP

Policy Guidance issued by CMS shall apply for all persotnspting in MFP.
151. Quality Managemert The ongoing process of assuring that the delivery of covered
services is appropriate, timely, accessible, available, medically necessary, in keeping with
established guidelines and standards, and reflectivdefdurrent state of medical and
behavioral health knowledge.
152. Readiness Reviewd @I f dzt GA2y 2F (GKS 1 SFHfGK tfFyQa | oA
requirements of this contract including, but not limited to the ability to quickly and accurately
process clairm and enrollment information, accept and transition new members, and provide
adequate access to all Covered Services. At a minimum, readiness review will include a desk
NEGASG |yR LRGSYGALEte || aAGS @oraarda G2 GKS | St
153. Rehabilitaion Services and Device$ervices and devices that support an Enrollee in
retaining, improving, or rebuilding skills and functioning for daily living that have been lost or
impaired due to illness, injury, or other disabling condition.
154. Reportable Averse Incident An occurrence that represents actual or potential serious
harm to the welbeing of an Enrollee, or to others by the actions of an Enrollee, who is receiving
services managed by the Health Plan, or has recently been discharged froreseargitaged by
the Health Plan.
155. Retroactive (Late) EnrolimeqtOccurs when the MMIS receives a Health Plan
enrollment after the due date of the monthly enroliment file.
156. Second OpinioASubsequent to an initial medical opinion, a second opirscami
opportunity or requirement to obtain a clinical evaluation by a provider other than the one
originally recommending a proposed health service, to assess the clinical necessity and
appropriateness of the initial proposed health service.
157. Selfdiredion ¢ A model of service delivery in which the Enrollee receiving personal
assistance services, in collaboration with a FI Agency, chooses the level of control he or she will
assume in recruiting, selecting, managing, training, and dismissing his peassissnt,
regardless of who the employer of record is. Si#éction allows the Enrollee control over the
manner in which services are delivered.
158. Service Agreemerg A written plan of services developed by the Personal Assistance
Agency in conjunion with the Enrollee, or Surrogate, as appropriate, that describes the
responsibilities of the Personal Assistant, the Enrollee, the Surrogate, the Personal Assistance
l 3SyO0es IyR GKS CAaOlf LYUGUSNNYSRAIFINE Qe GKS& NB
directed PCA Services.
159. Service Areg The specific geographical area of Idaho for which the Health Plan agrees
to provide, and is approved to provide Covered Services to all Enrollees who select the Health
tftlryQa tftlFyad
160. Service AuthorizatioReques,! Y 9y NRf f SSQa NBIjdzSad F2N GKS
161. Serious Mental lllness (SMI). In accordance with 42 CFR 483.102(b)(1), a person with
SMI:
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a) Currently or at any time during the year, must have had a diagnosable mental,
behavioral,or emotional disorder of sufficient duration to meet the diagnostic criteria
specified in the DSW; and
b) Must have a functional impairment that substantially interferes with or limits
one (1) or more major life activities.
(2) Functional impairmentsi defined as difficulties that substantially
AYUGSNIFSNBE AGK 2N EAYAGD NREtS FTdzyOlGA2YyAy:
instrumental living skills, and functioning in social, family, vocational or
educational contexts. Instrumental livinglikinclude maintaining a household,
managing money, getting around the community, and taking prescribed
medication. An adult who met the functional impairment criteria during the
past year without the benefit of treatment or other support services is
considered to have a serious mental illness.
162. Serious Persistent Mental lliness (SPdVWN Enrollee must meet the criteria for SMI,
have at least one (1) additional functional impairment, and have a diagnosis unde¥ D\l
one (1) of the following: &izophrenia, Schizoaffective Disorder, Bipolar | Disorder, Bipolar I
Disorder, Major Depressive Disorder Recurrent Severe, Delusional Disorder, or Borderline
Personality Disorder. The only Not Otherwise Specified (NOS) diagnosis included is Psychotic
Disorder NOS for a maximum of one hundred twenty (120) days without a conclusive diagnosis.
163. Significant ChangeChanges in eligibility standards for benefits, changes in coverage of
benefit, reduction in benefit, addition of benefit and/or changesinnitiations on services to an
Enrollee.
164. Skilled Nursing CareSkilled care that is within the scope of the Nurse Practice Act,
provided by a licensed registered nurse, or licensed practical nurse under the supervision of a
registered nurse, which nyanclude intravenous injections; intravenous feedings; intramuscular
or subcutaneous injection; nasopharyngeal feedings; nasopharyngeal and tracheotomy
aspiration; insertion and sterile irrigation and replacement of catheters; application of dressings
involving prescription medications or aseptic techniques; treatment of extensive decubitus
ulcers or other widespread skin disorders; or other direct care activities that require the skills,
knowledge, and judgment of a licensed registered nurse.
165. Solvery- Standards for requirements on cash flow, net worth, cash reserves, working
capital requirements, insolvency protection, and reserves established by IDHW and agreed to by
CMS.
166. Special Health Care Neegidny physical, developmental, behavioralgaitive, or
emotional impairment or limiting condition that requires medical management, health care
intervention, and/or use of specialized services or programs beyond that typically required by
the general population.
167. Specialist A practitioner wih expertise in a specific area of medicine that diagnoses,
manages, prevents, or treats certain types of symptoms and conditions.
168. Subcontractog An individual or entity that enters into an agreement with the Health
Plan to fulfill an obligation otie Health Plan.
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169. Stakeholder A person, group, or organization that has a direct or indirect investment,

share, or interest in an organization, project, or system because it can affect or be affected by

the actions, objectives, and policies of the angzation, project, or system. Stakeholders

include, but are not limited to rule makers, the State Legislature, professional associations,

providers of services, payers of services, funding sources, regulators, Enrollees, and the families

of Enrollees.

170. State- The state of Idaho.

171. Supplemental Security Income (SSA United States government program that

provides stipends to lovincome people who are aged, blind, or disabled.

172. Supplemental ServicedAdditional benefits not covered in ¢hMedicaid State Plan that

enhance the general health and wbking of its Enrollees, including programs that address

preventive health, risk factors, or personal responsibility.

173. Telemedicine The remote diagnosis and treatment of patients by meains

telecommunications technology. Telemedicine includes a growing variety of applications and
services using twavay video, email, smart phones, wireless tools, and other forms of
telecommunications technology.

174. Third Party InsuranceCasualty insuance, disability insurance, health insurance, life

insurance, marine and transportation insurance, motor vehicle insurance, property insurance or
Fye 20KSNJ Ayadz2N» yOS O02¢@SNI3IS GKIFG YlFe LIe& F2N
175. Total PMPM CostEquates to RIPM claim costs plus PMPM Administrative costs. This

may also be referred to as the base capitation rate for each eligible Enrollee.

176. Transition Manage¢ An individual that has been certified by IHCMFP to do Transition
Management for IHCMFP particia.

177. Transition Management ServicesServices that assist individuals in gaining access to

needed medical, social, education, and other services for participants moving from a Medicaid
funded institution to a Qualified Residence.

178. Transition 8rvicesg Services and items for IHCMFP participants only that are purchased
through a Transition Manager, not to exceed two thousand dollars ($2,000), that cannot be

obtained by other means, and are essential to the safe and timely transition of a panti¢hto

a Qualified Residence.

179. Urgent Care; Medical services required promptly to prevent impairment of health due

to symptoms that do not constitute an Emergency Medical Condition, but that are the result of

an unforeseen illness, injury, or atition for which medical services are immediately required.
' NBSYGd /FNB A& FLILINRBLINREFGStE @ LINPDARSR AY
RSLI NIYSyid AF | OfAYyAO 2N LKe@aAOAlIyQa ®&FF
Care services or services provided to treat an Emergency Medical Condition.

180. Utilization Management ProgramA system of reviewing the medical necessity,
appropriateness, or quality of health care services and supplies provided under a managed care
plan using specified guidelines, as well as providing needed assistance to clinicians or patients in
cooperation with other patrties, to ensure appropriate use of resources, which can be done on a
prospective or retrospective basis, including service ariiation and prior authorization.

S -
(@
(V)]
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181. Utilization Review An element of utilization management, it is the evaluation of the
medical necessity, appropriateness, and efficiency of the use of health care services,
procedures, facilities, and practitioneusider the provisions of the applicable health benefits

plan. It involves a set of techniques used by or on behalf of purchasers of health care benefits to
manage the cost of health care before its provision by influencing patiere decision making
through caseby-case assessments of the appropriateness of care based on professional and
industry standards. Utilization review is done at the individual Enrollee level as well as a system
level.
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Attachment 6 - Transition Requirements at Enrollment

Transition ,
. A&D Waiver Enrollees NF Enrollees All Other Enrollees

Requirements
Maintain service at current
level and with current
Providers for 90 days or until
the Individualized Care Plan

A&D Wai i let hich i

& aiver Services an({ completed,whichever is N/A N/A

Personal Care Services

later. Plan initiated change il
service Provider can only
occur after an iFhome
assessment and plan for the
transition to a new Provider.

Behavioral Health
Services

Maintain current Provider
and scope of services
documented in thed y N2
treatment plan at the time of
enroliment for 90 days or
until the Individualized Care
Plan is completed, whicheve|
is later.

Maintain current Provider
and scope of services
documented in the

9y NRffSSQa
the time of enroliment fo
90 days or until the
Individualized Care Plan is
completed, whichever is
later.

Maintain current Provider
and scope of services
documented in the

9y NRffSSQa
the time of enrollment for
90 days or until the
Individualized Care Plan is
conmpleted, whichever is
later.

Medicaid Nursing Facility
Services

N/A

Maintain current Provider if
admission date is prior to
enrollment.

N/A

Pharmacy

Requirements for all
Medicaid pharmacy transitior
will adhere to Medicare Part
D pharmacy transition
requirements.

Requirements for all
Medicaid pharmacy
transition will adhere to
Medicare Part D pharmacy|
transition requirements.

Requirements for all
Medicaid pharmacy
transition will adhere to
Medicare Part D pharmacy
transition requirements.
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Attachment7 - Access Standards

Access Standards

A. The Health Plan shall meet access standards, for Provider access as follows for Medicaid
Covered services:
B. Travel time is determined based on driving during normal traffic conditions (i.e., not

during conmuting hours).
C. 5Aa0FyO0S A& YSIFadaNBR TNRY (KS 9yNRffSSQa
D. Outpatient Behavioral Health Providers

1. A minimum of one (1) of each of the following specialists per one thousand
(1000) Enrollees:

a) Behavioral Health prescriber,

b) al & { Svblbehavior& health clinician,

c) Case Management provider, and

d) Communitybased rehabilitation specialist.
2. Specialists must be located within the following distance and time requirements

for all Enrollees using Behavioral Health services:
a) Within thirty (30) miles or within thirty (30) minutes of travel within
Ada, Bannock, Bonneville, Canyon, Kootenai, Nez Perce, and Twin Falls counties,

and
b) Within forty-five (45) miles or within fortyive (45) minutes in all other
counties.
E. Hospital Requirements
1. Transport time shall not to exceed thirty (30) minutes, except in rural areas

where access time may be greater. Any exceptions must be justified, documented, and
approved by IDHW.

F. Lab and »Ray Services
1. Transport time shall not to exceed thirty (30)mates, except in rural areas
where access time may be greater. Any exceptions must be justified, documented, and
approved by IDHW.

G. Institutional LongTerm Care Services
1. Make every effort to contract with all licensed nursing facilities federally
certified to provide care to Medicare and Medicaid participants.
H. NonInstitutional Community LTSS Providers
1. Each Enrollee shall have a choice of at least two (2) Providers for LTSS services

located within:
a) Thirty (30) miles or within thirty (30) minutes wével within Ada,
Bannock, Bonneville, Canyon, Kootenai, Nez Perce, and Twin Falls counties, and
b) Forty-five (45) miles or within fortfive (45) minutes within all other
counties.
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2. For LTSS provider types that travel to the Enrollee to deliver serthecklealth
Plan shall ensure that the providay-Enrollee ratio is comparable to the provider-
participant ratio in FFS Medicaid.
l. All other services not specified shall meet the usual and customary standards for the
community.
J. Service Delivery Standard$he Health Plan shall facilitate reasonable access to
Medicaid Covered Services for Enrollees and shall adhere to the service delivery timeframes
below:

ACCEPTABLE
ACCESS STANDARD TIMEFRAME
Nonrurgent behavioral
care appointnents for the Within 7
treatment of stable calendar days

conditions.

24-hour behavioral health

crisis coverage, provided
by a behavioral health
clinician with at least a

YIaidSNRa RS

24 hours per
day/7 days per

week
referral to the local
emergency room is not
acceptable.
K. The Health Plan may request exceptions to the standards above where this standard is

not achievable. IDHW and CMS may grant exceptions to these standards to account for patterns
of care for Enrollees, but will not do soamanner that will dilute access to care for Enrollees.
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Attachment 8 - Wellness Assessment

l. Wellness Assessment
A. The Health Plan shall:

1. Complete Wellness Assessments for each new Enrollee on an ongoing basis
including:
a) Within ninety (90) calendar day$ enrollment. If an Enrollee disenrolls

and subsequently renrolls in the Health Plan, the Wellness Assessment does
not need to be repeated if it was already completed within the previous ninety
(90) calendar days,
b) A minimum of once every twelve (12) méist(Annual Reassessment)
GKSNBFTFOUSNI 2N a FLIWINBLNAEFGS 6KSYy (G§KSNS
status, needs, or if a significant health care event occurs.
: Use a standardized, persaentered and IDHWpproved instrument to assess
GKS 9yNRftSSQa LKearAOlfsx LaeOK2az20Alf>X | YR
a) The instrument must include the following elements:
(2) Current health status and treatment needs;
2) Social, employment, anlansportation needs and preferences;
3) Personal goals;
(4) Enrollee and caregiver preferences for care;
(5) Backup plans for situations when caregivers are unavailable;

(6) Informal support networks.
b) Approved instruments must have inteater reliability.
3. Use quiified health professionals who possess an appropriate professional

scope of practice, licensure, and/or credentials, and are appropriate for responding to

2N YFEYyF3Ay3 GKS 9yNRfftSSQa ySSRaod 9EF YLX S35
portions or allof the Assessment include: Registered Nurses, Licensed Practical Nurses

(under supervision of a Registered Nurse), social workers, qualified intellectual

disabilities professionals, or mental health counselors. The Health Plan may also utilize
individuab withatweg S NJ RSANBS 2NJ &4 YAYAYdzy Gg2 &SI
or a healthcareelated industry, preferably as a healthcare paraprofessional, as long as

these individuals operate under direct oversight of a qualified health professional.

a) All ompleted Wellness Assessments shall be made available to the
enrollee and/or healthcare professionals when appropriate.
4. For Enrollees receiving LTSS, use the UAI results as part of the Wellness
Assessment when appropriate.
a) UAI significant changes must bentpleted by a registered nurse.
5. Ensure the Enrollee is an active participant in the completion of the Wellness
Assessment.
6. Use results of the Wellness Assessment for developing the integrated,

individualized Plan of Care.
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7. Use relevant and comprehensivatd sources, including the Enrollee, Providers,
family/caregivers, etc., to complete the Wellness Assessment.
8. Record the Wellness Assessment results in the centralized Enrollee Record.
B. If, as a result of the Wellness Assessment or Annual Reassessnegdedtih Plan
LINPLI2AS& Y2RAFAOIGAZ2YyA (G2 GKS 9yNRffSSQa LINA2N
written notification to the Enrollee, an opportunity to appeal, and the proposed modifications
no fewer than ten (10) days prior to implemengaty 2 F GKS OKIlIy3S (2 GKS 9y
Individualized Care Plan. The Enrollee is entitled to all appeal rights, including services pending
appeal.
C. Share Wellness Assessment or Annual Reassessment data with IDHW upon request.
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Attachment9 - Individualized Care Plan

Individualized Care Plan

A.

The Health Plan shall:

1. Develop a persogentered, Individualized Care Plan for each Enrollee no later
than one hundred twenty (120) calendar days from the time of enrollment or within
thirty (30) calendar days of theompletion of the Wellness Assessment, whichever
occurs first. The Individualized Care Plan must coordinate and integrate all Covered and
Supplemental Services, including behavioral health services, for each Enrollee.

2. Develop an Individualized Care Plamplate to be approved by IDHW prior to
implementation

3. Develop the Individualized Care Plan in conjunction with the Enrollee, their
representative, if appropriate, utilizing the Wellness Assessment.

4, Continuously monitor the Individualized Care Plan arglesany gaps in care
are addressed in an integrated manner, including any necessary revisions to the
Individualized Care Plan.

5. Ensure that the Individualized Care Plan is updated on an ongoing basis as
appointments occur, tests are completed, medicatiamange, transitions made, goals
are added or completed, etc.
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Attachment 10 - Information Systems

l. General Requirements

A.

The Health Plan and IDHW will establishinformation technology systemork group

to coordinate activities and develop cohesiméormation management processes and
Information Technologies Systems (Systems) strategies between the Health Plan and IDHW. The
work group will meet on a designated schedule as agreed to by the Health Plan and IDHW.

B.

The Health Plan shall:
1. Maintain Systemsufficient to meet IDHW and federal reporting requirements
in the formats specified by IDHW.
2. Maintain Systems to perform the data receipt, transmission, integration,
management, assessment and analytics tasks for the contracted functions.
3. Ensure Systemare fully compliant with all applicable federal and State laws,
rules and regulations including but not limited to HIPAA standards and requirements for
privacy, security, and electronic exchange of data and the Health Information
Technology for Economic drClinical Health Act (HITECH).
4, Establish and maintain data exchange trading partner accounts with IDHW's
MMIS vendors or other State contractors in the formats and methods defined by the
incumbent vendors at no additional cost to IDHW or the incumbentaes
5. Make system enhancements necessary to comply with new or updated
standards, including all work and testing performed in connection with the
enhancements, at no cost to IDHW.
6. Comply with the following:
a) Section 6504(a) of the Affordable Care Act,chhiequires that state
claims processing and retrieval systems are able to collect data elements
necessary to enable the mechanized claims processing and information retrieval
systems in operation to meet the requirements of section 1903(r)(1)(F) of the
Scial Security Act
b) Collect data on Enrollee and provider characteristics as specified by the
IDHW, and on all services furnished to Enrollees through an encounter data
system and process as specified by the IDHW.
c) Ensure that data received from provideraiurate and complete by
D Verifying the accuracy and timeliness of reported data,
including data from network providers that the Health Plan
compensates on the basis of capitation payments,
(2) Screen data for completeness, logic and consistency, and
3) Collectingdata from providers in standardized formats to the
extent feasible and appropriate, including secure information exchanges
and technologies utilized for IDHW quality improvement and care
coordination efforts.
d) Make all collected data available to the IDHWH CMS upon request.
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B. Electronic MessagingThe Health Plan shall provide a continuously available email
system to communicate with IDHW, Providers, and Enrollees capable of attaching and sending
R20dzySyida ONBIFGSR dzaAy3 LobMictosolt OffdzmdNady G f &€ Ay
subsequent upgrades as adopted and that supports netvionketwork encryption of messages
containing sensitive data.

Systems Refresh Plan

A. The Health Plan shall implement and maintain a Systems Refresh Plan that must be
IDHW aproved prior to implementation and annually thereafter. The Systems Refresh Plan

shall include:

1. l2¢ {eailisSvya oAGKAY (GKS 1SFHEOGK tflyQa
assessed to determine the need to modify, upgrade and/or replace the following:

a) Application software,

b) Operating hardware and software,

C) Telecommunications capabilities,

d) Information management policies and procedures, and/or

e) Systems management policies and procedures in response to changes in

business requirements, technology obsaesce, staff turnover, and other
relevant factors.
2. How the Health Plan ensures that the version and/or release level of all Systems
components are formally supported by the original equipment manufacturer (OEM),
software development firm (SDF), or a thpdrty authorized by the OEM and/or SDF to
support the System component.
Data and Document Management Requirements

a

atl

02\

A. Data Model and Accessibilig KS | SFf 0K tflyQa {@adSvya akl €

Language (SQL) and/or Open Database Connectivity (ODBgljart; alternatively, the Health
tftryQa {@aidisSvya Yre Sywifz2e I+ NBtFiA2ylrt RFGL
addition to a relational database management system (RDBMS) to operate and maintain said
databases upon approval.
B. Data and DocumerRelationships The Health Plan must have an electronic document
management solution that includes abilities to scan, index, store, and retrieve documents used
to transact business with the IDHW. The Health Plan shall ensure that these documents
maintan logical relationships to certain key data such as Enrollee identification and Provider
identification number.
1. The Health Plan shall ensure that records associated with a common event,
transaction, or customer service issue have a common index thatwilitdte search,
retrieval, and analysis of related activities, e.g., interactions with a particular Enrollee
about a reported problem.
2. The Health Plan shall maintain the capability to generate and provide a listing of
all Enrollees and Providers that meesent a particular document, the date and time that
the document was generated, and the date and time that it was sent to particular
Enrollees or Providers or groups thereof upon IDHW request.
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C. Information Retention The Health Plan shall, implement améintain a
comprehensive Information Retention Plan that is in compliance with state and federal
requirements. The Information Retention Plan shall be provided to IDHW as requested, and shall
comply with the applicable requirements of IDAPA 16.03.09 @&@3110 and include the
following requirements:
1. Maintain information onrline for a minimum of seven (7) years, based on the
last date of update activity, and update detailed and summary history data monthly for
up to five (5) years to reflect adjustments.
2. Provide fortyeight (48) hour turnaround or better on requests for access to
information that is five (5) years old or less and seveawty (72) hour turnaround or
better on requests for access to information six (6) years or older in formats specified by
IDHW.
3. If an audit or administrative, civil or criminal investigation or prosecution is in
progress or audit findings or administrative, civil or criminal investigations or
prosecutions are unresolved, keep information in electronic form until all tasks or
proceedings are completed.
System and Data Integration Requirements
A. IDHW/State Website/Portal IntegratiofThe Health Plan shall conform to the
applicable IDHW or State standards for website structure, coding, and presentation if the Health
tfFyQaSeS$p03INga AYyO2NLIRNIGSR (2 yeé RSAINBS (2
presence/portal.
B. Compatibility/Interoperability with IDHW Systems and Information System
Infrastructure-¢ KS | S+ f 0K tfly akKlrftft SyadaNB Ffttf 2F (KS
software, middleware, and networking hardware and software interoperate as needed with
IDHW and/or State systems and shall conform to applicable standards and specifications set by
IDHW and/or the State agency that owns the system.
C. Data Exchange inSupp@&t¥ L 512 Q& t NRPINI Y LyGS3INGede FyR

I SHEGK tfhyQa {&8aiGSYoao aKhff YFEAyGFEAYy GKS OF L

formats for upload into IDHW Systems used specifically for program integrity and compliance
purposes.

D. Address StandardizationThe Health Plan shall possess mailing address standardization
functionality in accordance with US Postal Service conventions.

Encounter Data Provision Requirements (Encounter Submission and Processing)

A. IDHW will:

1. Only use successfulprocessed medical and pharmacy encounter data to
calculate Health Plan capitation rates for future contract amendments.
2. Use encounter data to make programmatic decisions and to monitor Health

Plan quality and compliance with federal and State regulaaoiy contractual

requirements.

3. a2yAld2NI SyO2dzy i SNJ RFGF F2NJ I OOdzNI O&8 o @
with internal policies and procedures for accurate encounter data submissions and by
random sample audits of claims.
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The Health Plan shall:

1. Submitan electronic file of all finalized encounter data, including those of its
subcontractors to the IDHW and/or its designee on all Medicaid State Plan and Waiver
services rendered to an Enrollee.

2. Submit a claims aging report that includes the inventorglaims and the age of
the claims in inventory.
3. Submit data certifications for all data utilized for the purposes of rate setting.

42 CFR § 438.604 and § 438.606.
4. 9y adaNE SyO2dzy iSNJ RFilF LINRPGDARSA |y 23SNI
withthe Heali K t £ ' yQa t NPPARSNI ySiig2N] &
5. Comply with industryaccepted clean claim standards for all encounter data,
including submission of complete and accurate data for all fields required on standard
billing forms or electronic claim formats to support proper adadion of claims.
6. Where the Health Plan has entered into capitated reimbursement arrangements
with Providers, the Health Plan shall require submission of all utilization or encounter
data to the same standards of completeness and accuracy as requirpobfuer
adjudication of feefor-service claims.
7. Submit all encounter data relevant to the adjudication and payment of claims in
sufficient detail, as defined by IDHW, to support comprehensive financial reporting and
utilization analysis.
8. Submit encounter dta according to standards and formats as defined by IDHW.
9. Research and resolve ninety percent (97%) of individual claims or encounters
failing certain edits rejected or reported by IDHW to ensure accurate processing or
encounter data quality within fivés) business days or as otherwise agreed by IDHW;
including any necessary changes or corrections to any systems, processes, or data
transmission formats. The remaining 10% must be researched and resolved within a
timeframe agreed upon by IDHW.
a) Such error®r problems will be considered acceptably addressed when
the Health Plan has either confirmed and corrected the reported error or
problem or disputed the reported issue with supporting information or
documentation that substantiates the dispute.
b) Failure toresearch and address reported errors, including submission of
and compliance with an acceptable IDFpproved corrective action plan, if
required, may result in damages and sanctions.
10. Immediately notify IDHW when, and correct within two (2) hours unless
otherwise agreed upon by IDHW, any batch submission which contains fatal errors that
prevent processing or that does not satisfy defined threshold error rates is rejected and
returned to the Health Plan.

11. Ensure the paid amount on encounter data is the antqaid to the provider
of service or subcontractor.
a) The paid amount shall not include related party fees paid such as

bonuses, incentives, or advance fee payments.
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C. Encounter Data Submissieithe Health Plan shall implement and maintain policies and
procedures to address its submission of encounter data to the IDHW. The Health Plan shall
comply with the following requirements:
1. Before implementation and at least annually, or on a schedule determined by
IDHW, the Health Plan shall submit an Encounter Date&k\Wkan that addresses the
I SIFfTGK tfFyQa adNrdsS3ae F2NI Y2YAG2NRAY 3 YR A
2. Ensure data certification includes certification that data submitted is accurate,
O2YLX SGS YR (NMziKFdzf = | YR ieKorCoverefl f G LI AR |
Services provided to or for Enrollees.
3. Screen submitted encounter data for completeness, logic and consistency and
ensure all submitted encounter data detail accurately represents the services provided.
4, Ensure the claims are accuratehR 2 dzZRA OF 6§ SR  OO02NRAy 3 (2 0
internal standards and all federal and State requirements.
5. Fully comply with IDHW monitoring and random sample audits of claims and
provide all requested documentation, including, but not limited to applicableiozd
records and prior authorizations.

6. Have a system in place for verifying and ensuring that Providers are not
submitting claims or encounter data for services that were not provided.
7. Contact and offer assistance in reprocessing claims to Providers WWHoHNV

for claims that should have been adjudicated when the Health Plan did not correct
errors in enrollment or disenrollment transaction requests.

8. Ensure data submission complies with the federal confidentiality requirements
of 42 CFR Part 2, and mayjuére the development of Qualified Service Organization
Agreements (QSOA).

9. Submit a corrective action plan when required by IDHW and comply with non
compliance remedies for failure to comply with accuracy of these reporting
requirements.

10. Collect encountedata in standardized formats to the extent feasible and

appropriate.
D. Provision of Encounter DataThe Health Plan shall comply with the following
requirements when providing encounter data:

1. Submit all encounter data required to meet Federal and Statemémy

requirements on a monthly basis to the MMIS in a mutually agreed file format and
timeline as defined by State, MMIS vendor and Blue Cross. File must be submitted no
later than 30 calendar days from the date of collection.
2. Submit encounter datama monthly basis in a flat data file format in a mutually
agreed upon timeframe.
a) Failure to comply with the approved format will subject the Health Plan
to remedies.
3. Ensure data fields for all encounter data include and are not limited to:
a) Diagnosigode and DRG, as applicable,
b) Indication of claim payment status,
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c) Identification of claim type (i.e., original or replacement), and

d) Amount of costsharing funds required for the claim (i.e. copayment or
deductible amounts).
e) Received and paid dates,
f) Provider of service,
0) Enrollee,
h) Procedure codes,
i) Place of service,
)] Billed and payment amounts, and
k) Payto Provider.
4. The Health Plan shall submit a minimum of one (1) weekly batch of encounter

RFGFZ F2NJ FAYLFEAT SR Of | A Y File Fransfé& Protezal RS & A Ty
(SFTP).
a) Provide IDHW access to the STFP site.
b) IDHW will use a twelve (12) month rolling average of submissions to
assess compliance with this encounter data submission requirement.
5. Ensure the electronic data file includes any information related to known TPL for
individual Enrollees including, but not limited to:
a) TPL coverage type,
b) TPL eligibility information,
c) TPL recoveries made by the Health Plan, and
d) Any other TPL informatiorequested by IDHW.
6. Include any encounter data from a subcontractor in the encounter data file.
a) The Health Plan shall not submit separate encounter data files from
subcontractor(s).
b) Subcontractor encounter data shall be identifiable based on an
approvedIDHW format.
7. Ensure the encounter data files also contain but not limited to adjustments
necessitated by payment errors processed during any payment cycle and encounters
processed during any payment cycle from Providers with whom the Health Plan has a
captation arrangement.
8. Ensure the level of detail associated with encounters from Providers with whom
the Health Plan has a capitation arrangement is equivalent to the level of detail
associated with encounters for which the Health Plan received and settissifar-
service claim.
9. Adhere to federal and/or IDHW payment rules in the definition and treatment
of certain data elements which are standard fields in the encounter data submissions;
e.g., units of service.
10. Institute processes to ensure the validity atmmpleteness of submitted data.
a) Reconcile all encounter data and provide the reconciliation to IDHW and
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VI.

b) Submit encounter data so payment for discrete services which may have
been submitted in a single claim can be ascertained in accordance with the

Healil K t f I yQa I LIJX AOFo6tS NBAYOdZNESYSy
11. The IDHW reserves the right to change format requirements at any time,
following consultation with the Health Plan and retains the right to make the final
decision regarding format submissicequirements.
Eligibility Data Requirements
A. IDHW will provide Enrollee eligibility data each business day via the standard 834
Benefit Enrollment and Maintenance transaction. If the Health Plan needs to verify eligibility on
any business day the HealttaR may submit 270-eligibility request file to IDHW and a 271
eligibility response file will be returned.
B. The Health Plan shall:
1. Establish a secure trading partner account between the Health Plan and IDHW
to retrieve Enrollee eligibility and enrolimedata.
2. Load daily Enrollee eligibility and enroliment data within two (2) hours of
availability for use in eligibility verification, claims processing, and other functions that
rely on this Enrollee data.
3. Report their inability to retrieve or load daigligibility data for any reason to
the sending trading partner and the IDHW on the same business day.
4, Not modify Enrollee identifiers, eligibility categories, or other Enrollee data
elements without written approval from IDHW.
5. Maintain the capabilityo uniquely identify each Enrollee across multiple
populations and Systems.
6. Ensure the enroliment/Enrollee system includes each of the following data
elements:
a) Name,
b) Date of birth,
c) Gender,
d) Telephone number,
e) Permanent residence address,
f) Mailing address,
9) Medicare number,
h) ESRD status,
i) Other insurance Coverage of Benefits (COB) information,
)] Language and Alternative Formats,
k) Enrollee signature and/or authorized representative, as applicable,
) Date of signature,
m) Authorized represntative contact information,
n) Employer or union name and group number,
0) LYF2NXIGAZ2Y LINPGARSR dzy RSNJ aLJX St as
p) Release of information,
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q) Option to request materials in a language other than English or in
Alternative Formats,
r Medicad number, and
s) Data field to identify Enrollees accessing PCS, 1915(c) Traditional DD
waiver and/or 1915(i) service plans.
VII. Interface Management and Reconciliation Plan

A. The Health Plan shall implement and maintain an |BiyMoved Interface

Management andReconciliation Plan. After initial IDHW approval, the Health Plan shall update

and submit the plan for approval at least annually. The plan shall include, but is not limited to:

1. Identification of all Health Plan, subcontractor, and external data intesa
necessary to support the contract requirements;
2. Processes to identify, manage, and correct discrepancies;
3. Processes to collaborate with IDHW for the reconciliation and correction of
errors and records, including timelines; and
4, Detailed documentation foextraction, transformation, and load (ETL) processes
used by the Health Plan.

VIIl.  System and Information Security and Access Management Requirements

A. The Health Plan shall:

1. Ensure all Systems support and maintain compliance with current and future

versionsof HIPAA Transaction and Code Set requirements, privacy, security, and
identifier regulations by their designated compliance dates for electronic health
information data exchange and Privacy and Security Rule standards; meeting all
required transaction fanats and code sets with the specified data sharing agreements
required under the regulations.
2. Agree that if it is not in compliance with all applicable standards defined within
the transactions and code sets, privacy, security, and all subsequent HIPWArds
that it will be in breach of the contract and shall take all reasonable steps to cure the
breach or end the violation, as applicable.

a) System and operational enhancements necessary to comply with new

or updated standards shall be made at no casiDHW.
3. Transmit to and receive from its Providers, subcontractors, clearinghouses, and
IDHW all transactions and code sets required by the HIPAA regulations in the
appropriate standard formats, utilizing appropriate and adequate safeguards, as
directed ty IDHW to the extent that IDHW direction does not conflict with the law.
4, Adhere to transaction requirements published in Accredited Standards
Committee (ASC) X12 Type 3 Technical Reports (TR3).
5. 9y adzNB St SOGNRYAO RIGF SEOmhyRBand 6A (K LI
MMIS companion guide specifications.
6. Independently obtain and update all reference data needed to meet the
requirements above at no cost to IDHW.
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7. Make System information available to representatives authorized by IDHW and
other federal andState agencies to evaluate, through inspections or other means, the
quality, appropriateness, and timeliness of services performed.
8. Ensure all Systems contain controls to maintain information integrity.
a) These controls shall be in place at all pointpraicessing and tested in
periodic and spot audits following a methodology to be developed jointly and
mutually agreed upon by the Health Plan and IDHW.
9. Incorporate audit trails into all Systems to trace information on source data files
and documents though the processing stages to the point where the information is
recorded. The audit trails shall:
a) Contain a unique legn or terminal ID, the date, and time of any
create/modify/delete action and, if applicable, the ID of the system job that
effected the action;

4

b) I+ S GKS RIFIGS YR ARSYUGATFAMRFGAZ2Y
inquiry;

c) Have the ability to trace data from the final place of recording back to

its source data file and/or document;

d) Be supported by listings, transaction reports, update régor

transaction logs, or error logs;

e) Facilitate auditing of individual records as well as batch audits; and

f) Comply with record retention requirements specified in Idaho Code §

56-209 and § 65725.
10. Ensure all Systems have inherent functionality thatvpres the alteration of
finalized records.

11. Provide for the physical safeguarding of its data processing facilities and the
systems and information housed therein.
12. Provide IDHW with access to data facilities upon request and ensure that all

collected datas available to IDHW and CMS upon request.

13. Ensure the physical security provisions are in effect for the duration of the
contract.

14. Restrict perimeter access to equipment sites, processing areas, and storage
areas through a card key or other comparable systas well as provide accountability
control to record access attempts, including attempts of unauthorized access.

15. Include physical security features designed to safeguard processor site(s)
through required provision of fire retardant capabilities, as wslsmoke and electrical
alarms, monitored by security personnel.

16. Put in place procedures, measures, and technical security to prohibit
unauthorized access to the regions of the data communications network inside of the
I SIHfTOGK tfrFyQa aLly 2F O2yUNRf o

17. Provider and Enrollee service applications shall be accessible over the Internet
and shall be appropriately isolated to ensure appropriate access.
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a) Ensure that remote access users of Systems can only access them
through two-factor user authentication and viaethods such as Virtual Private
Network (VPN), which must be prior approved by IDHW.
b) Comply with recognized industry standards governing security of federal
and State automated data processing systems and information processing. At a
minimum, the HealtlPlan shall conduct a security risk assessment during the
readiness review period and annually thereafter, and communicate the results
of that assessment in an Information Security Plan provided to IDHW. IDHW
shall work with the Health Plan if a correctizetion based on the findings is
needed. The risk assessment shall also be made available to appropriate federal
agencies.

18. Complete Standards for Attestation Engagements (SSAE) No. 16, Reporting on

Controls at a Service Organization. An SSAE, S9fell] audit annually and submit a

copy of the audit report to IDHW upon the completion of each audit. The audit must

comply with the Centers for Medicare and Medicaid Services (CMS) HIPAA Privacy and

Security Rules and the CMS Medicaid Enterprise Cattifn Toolkit Security and

Privacy Checklist an annual SSARudit.

IX. Systems Performance Standards
A. The Health Plan shall:
1. Ensure all the Systems effectively support automated processes required to
perform contract functions.
2. Retain responsibility fathe portions of the Systems and communication links

for which the Health Plan has responsibility and control. For example, the Health Plan is

y20 NBaALRYyaAoftS F2NI NBaLRyaS GAYSa ogKAES |
LocalAreaNetwork.

3. Ensurethe System is available to support processing and other contract

functions ninetynine percent (99%) of the time for twenfgur (24) hours, except for

scheduled maintenance. The Health Plan shall provide a calendar of scheduled

maintenance to IDHW.

4, Ensire cumulative System unavailability caused by factors within the Health

tftlyQa aLly 2F O2y(iNRt R2S& y2G SEOSSR 2yS
(20) calendar day period.

5. Ensure the capability to process EDI and Web Portal transactiongd{imcRrior
Authorizations (PAs) ninety nine percent (99%) of the time.

6. Ensure the nightly batch processing activities are completed by 6:00 a.m.

Mountain Time the following calendar day.

7. Ensure a maximum of two (2) seconds response time for users tfahkh

tfFyQa odzAAYySaa | LILX AOFGAZ2Yya F2NJ SRAGAYIZ L
ninety five percent (95%) of the time.

8. Ensure a maximum of four (4) seconds response time for users of the Health
tfFyQa o0dzAAYySaa | Lildbakches, iekievgisiand viel @ftatzR A y 3 NI C
functions ninety five percent (95%) of the time.
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9. Develop and implement a documented process to monitor all System
performance issues and track System downtime and submit the process to IDHW for
approval prior to inplementation and at least annually.

10. Ensure adequate Health Plan staff is available to address technical system
performance issues when identified by Providers, Enrollees, subcontractors, IDHW or
other users.

11. Ensure that the systems and processes associatttdata exchanges with

IDHW are available and operational according to specifications and the mutually agreed
upon data exchange schedule.

12. Notify the appropriate IDHW staff via phone, fax, and/or electronic mail within
sixty (60) minutes of discovery afiy problem within its span of control that may
jeopardize or is jeopardizing the availability and performance of critical Systems
functions and the availability of critical information; including any problems impacting
scheduled exchanges of data betwebe Health Plan and IDHW. The Health Plan shall
explain in detail the impact to critical path processes such as enrollment management
and encounter submission processes in its notification.

13. Notify the appropriate IDHW staff within fifteen (15) minutésdescovery of a
problem that results in delays in report distribution or problems idlioe access to

critical systems functions and information during a business day in order for the
applicable work activities to be rescheduled or handled based onr8ystavailability
protocols.

14. Provide information on System unavailability events that impact Enrollee and
Provider interaction with the Health Plan, and status updates on problem resolution via
electronic mail and/or telephone on at least an hourly basis.

15. Resolve unscheduled System unavailability of high performance environment
Fdzy OllAz2yas OFdzaSR o0& (KS FFrAfdzNBE 2F {eadSvys
implement the restoration of services as soon as possible. Not be responsible for the
avalability and performance of Systems and infrastructure technologies outside of the
I SIFfTGK tfFryQa aLly 2F O2yiNRf o

16. Ensure for each Enrollee or Potential Enrollee for whom the Health Plan
submitted an enrollment or disenrollment record with errors to IDHW Health Plan
must correct and resubmit the record to IDHW no later than twefotyr (24) hours

after IDHW returns the record, provided that IDHW returns the record on Monday,
Tuesday, Wednesday, or Thursday. If IDHW returns the record on Friday, $aturda
Sunday, the Health Plan must correct and resubmit the record to IDHW no later than
11:59 pm on the following Monday.

17. Ensure all other deficiencies are corrected in the timeframes established by
IDHW.

Business Continuity and Disaster RecoveryQR{Plan

A. The Health Plan shall develop and maintain an IEgy¥foved Business Continuity and

Disaster Recovery (HIR) Plan and submit it to the IDHW for review within thirty (30) days of
contract execution. The BOR Plan must include:
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1. A Systems Contingen&an developed in accordance with guidelines contained
in National Institute of Standards and Technology (NIST) Special Publicatida 8660
45 CFR 164.308 that includes the following requirements:

a) Data Backup plans,

b) Disaster Recovery plans,

c) Emergency Mde of Operation plans,

d) Application and Data Criticality Analysis and Testing and Revisions
procedures,

e) Execute all activities needed to recover and restore operation of

information systems, data, and software at an existing or alternate location
under emergency conditions within appropriate recovery time objectives (RTOS)
for the respective business processand system components.

f) Data recovery activities must ensure no more than one (1) day of data
loss,

0)] Protect against hardware, software, and human error,

h) Maintain appropriate checkpoint and restart capabilities and other

features necessary to ensure @dlility and recovery, including
telecommunications reliability, file baakps, and disaster recovery, and
i) Maintain full and complete baelp copies of data and software on tape
or optical disk and store the data in an-site location approved by IDHW.
2. Catinuity planning and execution that encompasses all activities, processes,
and resources necessary for the Health Plan to continue to provide missimal
business functions and processes during a disaster and specifically includes:

a) Coordination withthe Systems Contingency Plan to ensure alignment,
b) Processes for restoring critical business functions at an existing or
alternate location,

c) Activities to ensure coordination with IDHW and its contractors that
ensure continuous eligibility, enroliment, adeélivery of services,

d) Notifying IDHW of any disruptions in normal business operations and

their plan for resuming normal operations within two (2) hours of identification
of the disruption,

e) Ensuring Enrollees continue to receive services with minimal
interruption,

f) Ensuring data is safeguarded and accessible,

0) Training Health Plan staff and stakeholders on the requirements of the
Systems contingency and continuity plans,

h) Annual exercises to test current versions of Systems contingency and

continuity plansand
1) The scope of the annual exercises must be approved by the
IDHW.
i) Report of activities performed, results of the activities, corrective
actions identified, and modifications to plans based on results of the exercises.
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XI.

XIl.

System User and Technical Supporgitements
A. The Health Plan shall provide Systems Help Desk (SHD) services to all IDHW staff and the

20KSNJ I LILINEPOSR dzaASNBR ¢6AGK | o0dzaAySaa LJzZN1I2AS |
The Health Plan shall:
1. Ensure the SHD is available via local ®ll-free telephone service during the

period of time between 6:00 a.m. and 6:00 p.m. Mountain Time, Monday through
Friday. Availability times are not required for State holidays. Upon IDHW request, the
Health Plan shall staff the SHD for extended Bauron a state holiday.

2. Ensure ninety five percent (95%) of calls made between 6:00 a.m. and 6:00 p.m.
Mountain Time, Monday through Friday are answered by a SHD staff member.
3. Ensure users who place calls to the SHD can leave a message twenty (24) hours

a day, seven (7) days a week, three hundred dixty(365) days per year except for
L512 | LIINRPPSR aA0KSRdzZ SR R2gyliAYSOD ¢KS 1 SIf
by noon the following business day.
4, Train staff to answer user guestions regarding &yst functions and
capabilities; report recurring programmatic and operational problems to the
appropriate entity, the Health Plan or IDHW staff for folop; redirect problems or
gueries that are not supported by the SHD via a telephone transfer or atireed
upon methodology; and redirect problems or queries specific to data access
authorization to the appropriate IDHW login account administrator.
5. Ensure recurring problems not specific to System unavailability identified by the
SHD is documented and reped to Health Plan management within one (1) business
day of recognition so that deficiencies are corrected.
6. Maintain a Systems service management system that provides an automated
method to record, track, and report on all questions and/or problemrtgul to the
SHD. Detail must enable identifying user training needs.
B. The Health Plan shall implement and maintain a formal Change Management process to
notify the appropriate IDHW staff of change to the Systems within at least ninety (90) calendar
daysof the projected date of the change that includes:
C. Notification of major changes, upgrades, modifications, or updates to application or
operating software associated with the following core production Systems: (1) claims
processing, (2) eligibility and eiment processing, (3) service authorization management, (4)
provider enroliment and data management, (5) (6) encounter data management; and (7)
conversions of core transaction management Systems;
D. A systeminherent mechanism for recording any change twoffware module or
subsystem; and
E. Procedures and measures for safeguarding against unauthorized modifications to Health
Plan Systems.
F. Procedures to ensure System unavailability to perform System maintenance, repair,
and/or to upgrade activities is notlseduled to take place during hours that may compromise or
prevent critical business operations.
System and Operational Readiness Testing
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A. Integration and Systems Testingihe Health Plan shall ensure Systems compliance
through integrated System testing.he Health Plan shall validate processes with internal testing
prior to testing with IDHW. The Health Plan shall:

1. Cooperate with IDHW to develop an Integration and Systems Test Plan and
perform Integration and Systems Testing prior to implementation.

2. Provide format and sample contents for Integration and Systems Test Results.
3. Demonstrate to the IDHW that they have successfully met Readiness Review

requirements for validating required System functionality. The Health Plan must
demonstrate the ability to reet IDHW conditions and testing of their Systems for all
categories of the readiness review including:

a) Data Exchange,

b) Data Security,

c) Claims Processing,

d) Claims Payment,

e) Provider Systems,

f) Care Coordination, and

0)] Care Quality Improvement Systems.
4. Demonsi NI 4GS GKSANJ {eaidsSyQa loAtAde G2 adzo
compliant EDI transactions necessary to meet contractual requirements including the
following:

a) Standard 835 remittance advice,

b) Standard 270/271 Eligibility inquiry and response,
C) Standard 276/277 claim status inquiry and response,
d) Standard 278 Health Services Review Request and Reply,

e) Standard 820 premium payment,

f) Standard 834 enrollment, and

Q) Related functional acknowledgement transactions.
5. Demonstrate their ability to successly receive, load, transmit, and reconcile
data exchanged between the Health Plan and IDHW.
6. Demonstrate their Systems comply with the System and Information Security
and Access Management Requirements sections of the contract.
7. Demonstrate their Systenmply with the Systems Performance Standards,

Business Continuity and Disaster Recovery[§RLPlan, Systems User and Technical
Support Requirements.

8. Demonstrate to IDHW their test results for all required processes in technical
reviews and audits.
9. Testadditional cases or situations to ensure each functional area is adequately

tested, upon IDHW request.

10. Execute and document testing as agreed based on IDHW approved test plans.
11. Cooperate with IDHW for resolution of questions and issues relating to
Integraton and System Testing of their Systems.
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12. Perform any retesting of system functionality as necessary, or as directed by
IDHW.

13. Establish a separate test environment for Integration and System Testing that is
distinct and separate from all other environments.

14. Provide internal and IDHW staff necessary information to coordinate test
activities and assist IDHW in the analysis of test results.

15. Document and correct any incorrect application code, incorrect or inadequate
documentation, or any other failure to mespecifications or performance standards, or
as directed by IDHW.

16. Conduct technical reviews and audits of integrated, subsystem, and parallel test
results to demonstrate to IDHW that all system functions have been completely and
accurately tested.

17. Provicke a test tracking system which shall record scenarios, indicate status,
track test results, and produce reports by subsystem and status for all testing.
18. Provide metrics on the progress of Integration and System Testing.
19. Submit the following Integration an8Blystem Testing deliverables:
a) Integration and System Testing Plan.
b) Test Data SetsAll transactions must be tested and verified at least

thirty (30) days prior to the agreed upon implementation date for initial
implementation and subsequent system enhamants during the term of the
contract.
c) IDHW or their vendor validated Base Health Plan system functionality
that is in compliance with contract requirements.
d) Updated Health Plan Systems documentation including job schedules
and contact information.
e) An IlHW-approved data reconciliation plan.
f) An Integration and System Test Results and Summary Report that
includes:
D All test results cross referenced to the expected test results in
the Integration and System Test Plan. This includes Integration and
System Tdgesults, regression test results, screen prints, test reports,
test inputs, and outputs;
2) Corrective actions taken and retest documentation for all issues
identified in the initial tests and retests;
3) Integration and System Test Summary Report that sunzesri
the work completed and any issues discovered during the Integration
and System Testing that includes (1) Summary of the status of testing,
including numbers of issues identified by type, number of issues
corrected, and any significant outstanding issuand (2) The effect of
any findings on the Systems Implementation Plan.
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B. The Health Plan shall ensure all Integration and System Testing milestones are achieved
and are accepted by IDHW. IDHW reserves the right to request execution of additional tasks
prior to achievement of any milestone. Integration and System Testing milestones include:

1. Acceptance of Test Plan.

2. Acceptance of all Integration and System Test task deliverables.

3. Completion of the Integration and System Test Plan with no unexplained

discrepancies, outstanding issues, or errors.

4. Delivery of the Integration and System Test Summary and Integration and

System Test Results within the agreed timeline following the completion of final testing.
C. Operational Readiness Testinghe Health Plashall cooperate with IDHW to develop

an Operational Readiness Test Plan and perform an Operational Readiness Test to ensure the
Health Plan is ready to perform the basic functions such as processing all inputs and meeting all
contract requirements. The Hih Plan shall:
1. Perform operational readiness testing that includes a volume test of thirty (30)
days of production capacity volumes to demonstrate that the Health Plan and staff are
prepared for full production.
2. Provide format and sample contents foretifOperational Readiness Report.
3. Demonstrate by testing directly with members of the Provider network prior to
implementation of the contract that required system functionality and operational
processes are in place for activities conducted between prosidad the Health Plan,

including:
a) Provider enrollment,
b) Maintenance of Provider records,
c) Claim submission,
d) Adjudication, and
e) Payment processes.
4, Work with IDHW to identify the population of Providers who will participate in

Operational Readiness Tegirnsuring testing of a diverse population that includes
different Provider types with high and low transaction volume.
5. Test with all Providers desiring submission of EDI transactions prior to
production gaelive date.
6. Demonstrate and verify physical sedyridata security, fire, and disaster
prevention and recovery procedures for all Systems.
7. Provide technical staff necessary to coordinate Operational Readiness Test
activities and assist IDHW in the analysis of test results.
8. Provide a Systeragsted versim of the operational system that is available
daily from 6:00 a.m. to 8:00 p.m. Mountain Time, to conduct Operational Readiness Test
activities.
9. Prepare an Operational Readiness Report that certifies the Health Plan Systems
and all other associated suppi@re in place and ready for implementation.
10. Submit the following finalized deliverables:

a) Operational Readiness Test Plan.
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b) Operational Readiness Report.
c) Systems that are operationally ready and functions in compliance with
contractual requirements.
d) An oficial notification letter indicating the completion of all Operational
Readiness Testing activities, and readiness for implementation.
e) Systems Implementation Plan.
D. The Health Plan shall ensure all Operational Readiness milestones are achieved and are
acepted by IDHW. IDHW reserves the right to request execution of additional tasks prior to
achievement of any milestone. Operational Readiness milestones include:
1. Acceptance of official Health Plan notification letter indicating the completion of
all Operaional Readiness Testing activities, and readiness for implementation.
X, {dras8qQa 514l 2FNBK2dzaS 1 SIfdK tfly wSIljdzANBYSyi
A. The Health Plan shall participate in a statewide effort to tie all hospitals, physicians, and
20 KSNJ LINE A RS NE Q warghtude\thvat shiall incjudeA byit&Hall not beRlimited to
claims information, formulary information, medically necessary service information, cost sharing
information, and a listing of Providers by specialty.
XIV. Enrollee Website Requirements
A. The Health Plashall implement and maintain an internet website for Enrollees to
F0O0Saa AYyF2NXIGA2Y LISNIFAYAYy3I G2 GKS 1 SFHEGK tf
1. Maintain the website's functionality and ensure its format is readily accessible
and that informationidJt  OSR Ay | f20FGA2Yy 2y GKS 1 SIfi
prominent and readily accessible.
2. Ensure the website is operational twerdiyur (24) hours a day, seven (7) days a
week, with the exception of scheduled maintenance.
3. Schedule maintenance only betes the hours of 12:00 a.m. and 6:00 a.m.
Mountain Time.
4, Ensure the website is updated with current information on an ongoing basis,
and that information is consistent with the content and language requirements of 42
CFR 8§ 438.10.
5. Ensure all new informatiofor the website is submitted to IDHW, prior to
posting, for review and acceptance.
6. Ensure the website is updated within ten (10) business days after IDHW reviews
and accepts new information.
7. Date each web page, change the date with each revision, andetisat each
page is provided in a format that can be electronically retained and printed.
8. t2a0 GKS ISITGK tfFryQa O2yidl OG AYyF2NXI G

9. Post the Enrollment materials for Potential Enrollees.

10. Include an Enrollee portal with access to electronic Explanaif Benefit (EOB)
statements.

11. Post Health Pladistributed literature regarding all health or wellness

promotion programs that are offered by the Health Plan.
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XV.

12. Maintain an upto-date searchable Provider Directory. The Provider Directory
must be made avtable in amachinereadablefile format.

13. Maintain an upto-date drug formulary. The drug formulary must be made
available in anachinereadablefile format.

14. Include the HIPAA privacy statement.

15. Include a statement that information is available upon redgueslternative
formats and how to obtain alternative formats.
16. Include a statement that information is available in paper format without charge

within five (5) business days, upon request.

17. t NP@ARS tAyla G2 L512Qa ¢Soaforin&tionF2NJ ISy
Provider Website Requirements
A. The Health Plan shall implement and maintain an internet website for Providers to
access information pertaining to the MedicaaeS RA OF AR / 22 NRAY I GSR tt Ly |
Provider policies and procedureshelHealth Plan may incorporate the Provider website into
the Enrollee website. The Health Plan shall:

1. Include a Provider portal with access to Enrollee information.

2. Maintain the website's functionality.

3. Ensure the website is operational twertyur (24) fours a day, seven (7) days a

week with the exception of scheduled maintenance.

4, Schedule maintenance only between the hours of 12:00 a.m. and 6:00 a.m.

Mountain Time.

5. Ensure the website is updated with current information on an ongoing basis.

6. Ensure all nevinformation for the website is submitted to IDHW prior to

posting, for review and acceptance.

7. Ensure the website is updated within ten (10) business days after IDHW reviews

and accepts new information.

8. Date each web page, change the date with each ravjsiad allow users the

ability to print the information.

9. At minimum, post the following on the website:
a) ¢CKS ISIHfTGK tftlryQa O2y il OO0 AYF2NXNI (A2
b) Provider Policies and Procedures Manual and forms;
C) it 2F 1SFEOGK tflyQad t NEPAd RSNI SRdzO!I i

organized online in a usdriendly, searchable format by type and topic;

d) The HIPAA privacy statement;

e) [Ayla G2 L512Qa ¢SoaAriasS F2NJ ISy SNI ¢
f) Claim submission information such as, but not limited to: the Health

t t I yb@idsiod atm processing requirements, paper and electronic

submission procedures, and frequently asked questions;

Q) Provider claims dispute resolution procedures for in andaftrietwork
Providers;
h) Prior authorization procedures, including a complete lis€overed

Services which require prior authorization;

Page21lof 221



i) Appeal procedures; and
) ¢KS I'SFHfEGK tflyQa t NPOARSNI 5ANBOG2NE
XVI.  Secure File Transfer Protocol (SFTP) Requirements
1. The Health Plan shall provide the necessary computer hardware, software, and
any other canectivity equipment required to establish and maintain a system with the
capability to securely send and receive data necessary to support this contract as

follows:
a) The Health Plan shall implement and maintain a server running software
capable of SFTPammsmissions and interfacing with the IDHW current systems.
b) The Health Plan shall ensure that their systems are functional and

accessible to allow the IDHW to retrieve reports from or send reports to the
Health Plan via SFTP, when required for this contrac
c) System Requirementst KS | S f 0K tfFyQa RFEGF &aeéai
following requirements for a SFTP site:
8} IDHW approved;
2 1SFHfGK tfly K2adSR 2NJoeé | (KANR
expense;
3) Server with a SFTP;
4) Secure Socket Layer (SSL)-h2&ncrypion or stronger;
(5) Reliable, easy to use, maintain, and troubleshoot;
(6) Health Plan software (i.e., any software that will run at IDHW)
shall be compatible with the latest supported versions of Windows;
(7) Ensure qualified Health Plan staffs are trained to arse
maintain the data system.
XVII.  Auto Assignment
1. IDHW Medicaid Management Information System shall employ an auto
assignment algorithm for the purposes of assigning Full Benefit Medicaid Dual Eligible
Beneficiaries in identified Geographical Service Area8)(@Bo do not actively choose
a Health Plan.
2. The auteassignment algorithm will designate equal assignment to health plans
based on the unassigned population in each GSA, stratified by participant case mix
(Community Well, Home and Community Based Serainddnstitutional.)
3. Assignment by the algorithm applies to the following members who do not
actively choose a Health Plan within the prescribed time limits:
a) New Dually Eligible members.
b) Enrollees enrolled with a Health Plan that is not available after the
enrolleemoves to a new GSA.
C) Enrollees who disenroll for cause from a Health Plan and do not exercise
their right to choose a new Health Plan
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Attachment 11 - Provider Services Helpline, Enrollee Call Center/Helpdesk, and IVR Requirements

Provider Serices Helpline

A.

The Health Plan shall operate a dedicatedHi@é Provider Services Helpline staffed

with trained representatives knowledgeable about all Providgated requirements. The
Health Plan shall develop Provider Services Helpline policiegranedures that address

staffing, training, hours of operation, access and response standards, transfers/referrals from all

sources, monitoring of calls via recording or other means, and compliance with standards that
include, but are not limited to theoflowing requirements:

1. Ensure the tolfree Provider Services Helpline is staffed a minimum of eight (8)
hours per day including during business hours of 8:00 8600 p.m. MT, Monday
through Friday, with the exception of established State holidaysrde=d in Idaho State
Code 73.1; http://legislature.idaho.gov/idstat/Title73/T73CH1SECDB3NtmM.

2. t NEOARS | @2A0S YSaal3S aeadasSy GKlF G
business hours and offers an opportunity to leave a message after business Gailles.
received in the voice message system shall be returned within two (2) business days.

3. Ensure all calls are answered by representatives who identify themselves by
name to each caller. The Health Plan may utilize an Interactive Voice Response (IVR)
system.
4, Have available, at all times, a Telecommunications Device for the Deaf
(TDD/TTY) and/or relay systems;
5. Maintain sufficient equipment and staff to ensure the following:
a) Have at least eighty percent (80%) of calls answered by a trained
representative(non-recorded voice), within thirty (30) seconds or less;
b) Have less than a five percent (5%) abandoned call rate; and
c) The average wait time for assistance does not exceed one hundred
twenty (120) seconds.
6. If an IVR system is used, comply with teguirements in the Interactive Voice
Response System section below.
7. Employ representatives who are:
a) Knowledgeable about Idaho Medicaid, Medicare, and all terms of the
contract, including the Covered Services.
b) Available to Providers to discuss and provadsistance with resolving

Provider complaints.

c) wSIljdZANBR (2 NBALISOG GKS OFffSNRa
calls.
d) Trained to answer Provider inquiries and concerns from Providers

including but not limited to:
D Claims submission and payment qless,
(2) Claims disputes,
3) Appeal process,
(4) Prior authorization policies and procedures,
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(5) Copay policies and procedures,
(6) Service referrals,
(7 Training, and
(8) Other relevant inquiries regarding service provision, eligibility,
or payment.
e) Trained to interact wi callers in a courteous, respectful, polite,
culturally responsive, and engaging manner.
f) Trained to facilitate access to information on available service
requirements and benefits.
8. Provide periodic live monitoring of calls for quality management purposes.
9. Adhere to all regulatory confidentiality requirements.
10. Ensure call tracking and record keeping is established and utilized for tracking
and monitoring phone lines, including tracing calls when appropriate.
11. Maintain a backup plan and system to ensure thathe event of a power
failure or outage, the following are in place and functioning

a) A backup system capable of operating the telephone system for a
minimum of eight (8) hours, at full capacity, with no interruption of data
collection;

b) A notification pocedure that ensures the IDHW is notified when the
Health Plan's phone system is inoperative or a hgtlkystem is being utilized;
and

c) Manual backup procedure to allow requests to be processed if the

system is down.
Call Center/Help Desk Requirements
A. The Health Plan shall operate a dedicatedHtaé Call Center/Help Desk information
line staffed with trained representatives knowledgeable about the contracted services. The
Health Plan shall develop Call Center/Help Desk information line policigg@cetures that
address staffing, training, hours of operation, access and response standards, transfers/referrals
from all sources, monitoring of calls via recording or other means, and compliance with
standards that include, but are not limited to thdlfiwing requirements:

1. Establish and publicize the tdike number throughout Idaho.

2. Provide multiple lines to accommodate Enrollees, Providers, IDHW staff, and
any other callers.

3. Ensure that the Call Center/Help Desk information line is staffed a mmiofu

eight (8) hours per day including during business hours of 8:00¢a6r0 p.m.

Mountain Time, Monday through Friday, with the exception of established State

holidays as described in Idaho State Code 73.1;
http://legislature.idaho.gov/idstat/Title73r73CH1SECT188.htm.

4. t NPGARS | @2A0S YSaal3sS agadsSy GKFd AyTF:
business hours and offers an opportunity to leave a message after business hours. Calls
received by the voice message system shall be returned within oneigif)dss day.
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5. Maintain the ability to warm transfer callers to outside entities including, but
not limited to Provider offices.

6. Ensure all calls are answered by live operators who identify themselves by name
to each caller. The Health Plan may utilizeraerhctive Voice Response (IVR) system.
7. Utilize a language line translation system for callers whose primary language is
not English.
8. Have available, at all times, a Telecommunications Device for the Deaf
(TDD/TTY) and/or relay systems.
9. Maintain sufficiet equipment and staff to ensure the following:
a) At least eighty percent (80%) of calls are answered by a trained
representative (nofrecorded voice), within thirty (30) seconds or less;
b) Less than a five percent (5%) abandoned call rate; and
c) The average watime for assistance does not exceed one hundred
twenty (120) seconds.
10. If an IVR system is used, comply with the requirements in the Interactive Voice

Response System section below.
11. Employ representatives who are:
a) Knowledgeable about Idaho Medicaid, Mealie, and all terms of the
contract, including the Covered Services.
b) t NEGARSR | 00Saa G2 GKS ISIHEGK tflyQa
Provider directory.
c) Capable of speaking directly with, or arranging for someone else to
speak with, Enrollees iféir primary language, including American Sign
Language, or through an alternative language device or telephone translation
service.
d) Trained in the use of TDD/TTY, Video Relay services, remote interpreting
services, and how to provide accessible PDF nasegind other Alternative
Formats.
e) Available to Enrollees to discuss and provide assistance with resolving
Enrollee complaints.
) wSIljdZA NBR (2 NBALISOG GKS OFffSNRa LINA

calls.

Q) Trained to interact with callers in a courteousspectful, polite,

culturally responsive, and engaging manner.

h) Trained to answer Enrollee inquiries and concerns from Enrollees and

Potential Enrollees, and help Enrollees and Potential Enrollees understand the
requirements and benefits of the MMCP, indlugl but not limited to:
(1) 9yNRffSSaQ NAIK(GA |yR NBalLRyaAoAft
(2) How to access oral interpretation services and written materials
in prevalent languages and Alternative Formats,
3) Eligibility for Plan services,
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4) Procedures for changing plans or opting outhuf
Demonstration,
(5) Identity, locations, qualifications, and availability of Providers,
(6) Service provision and information on Covered and
Supplemental Services,
(7 Appeal process,
(8) Prior authorization policies and procedures,
9) Service referrals, and
(10)  Training.
12. Provide periodic live monitoring of service calls for quality management
purposes.
13. Adhere to all regulatory confidentiality requirements.
14. Ensure call tracking and record keeping is established and utilized for tracking
and monitoring phone lines, includitigacing calls when appropriate, to ensure the
safety of the Enrollee or others.
15. Not have a separate number for calls regarding behavioral health and/or long
term care services. The Health Plan may route the call to another entity or conduct a
Gol NYFTENEYy a2 | y20KSNI SydAaides odzi GKS 1 SFfr
call a separate number regarding behavioral health and/or@ng care services.
16. Report customer service inquiries monthly. All customer service
communications, written or vedd, shall be reflected in the Call Center/Help Desk
Report.
B. Ensure transfer of ownership of the rights to the #isle Call Center/Help Desk line
number at the conclusion of the contract to IDHW.
1. Maintain a backup plan and system to ensure that, in theng of a power
failure or outage, the following are in place and functioning:
a) A backup system capable of operating the telephone system for a
minimum of eight (8) hours, at full capacity, with no interruption of data
collection;
b) A notification procedurehat ensures the IDHW is notified on the same
business day when the Health Plan's phone system is inoperative or apack
system is being utilized; and

c) Manual backup procedure to allow requests to be processed if the
system is down.
C. Interactive Voice R@snse System
1. If the Health Plan chooses to use an Interactive Voice Response System (IVR),
the Health Plan shall comply with the following requirements:
2. Provide an ugront message in the phone system to inform users when the IVR

is down or experiencingifficulties, including an indication when the IVR is expected to
be operational.
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3. Roll incoming calls to the Call Center/Help Desk or Provider Helpline staff during
instances when the IVR is unavailable during the hours the Call Center/Help Desk is
staffed.

4, For IVR users who are seeking data, verify that the person using IVR is an
Enrollee or is an individual authorized to access Enrollee data; and allow access to data
by Enrollee ID number, social security number, or Enrollee name and date of birth.

5. Assigrand provide the IVR user a unique identifier for each inquiry.

6. Provide appropriate safeguards to protect the confidentiality of all information,
in compliance with federal, state, and IDHW confidentiality laws, including HIPAA.

7. Provide tolifree telephonenumber(s).

8. Integrate with the Call Center/Help Desk and Provider Helpline to provide IVR

users with an option for staff support when requested during the Call Center/Help Desk
and Provider Helpline business hours.

9. Provide sufficient ilbound access line®tmeet the requirements of this

contract.

10. Ensure the call abandonment rate does not exceed five percent (5%).

11. Ensure that the IVR is available for information and service requests twenty (24)
hours per day, seven (7) days per week, three hundred andfsiety365) days per year
except for IDHWApproved scheduled downtime.

12. Resolve all IVR system downtimes caused by the IVR hardware, software, or
20KSN) O2YLRySyida dzyRSNJ GKS 1 SIfGK tflyQa
notification of systenfailure. If the system is not in service within that time frame, the
Health Plan shall provide a failover IVR system to ensure that system downtime is
limited to a maximum of thirty (30) continuous minutes.

13. Maintain and retain for twentyfour (24) monthselectronic records of all IVR
inquiries made, information requested, and information conveyed.

14. Make updates to the IVR recorded responses upon request from the IDHW
within IDHWspecified timeframes.
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