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STATE OF WEST VIRGINIA
DEPARTMENT OF HEALTH AND HUMAN RESOURCES
BUREAU FOR MEDICAL SERVICES
PURCHASE OF SERVICE CONTRACT

ARTICLE I: STANDARD WEST VIRGINIA TERMS

This CONTRACTIis made and entered into by and between the STATE OF WEST VIRGINIA,
DEPARTMENT OF HEALTH AND HUMAN RESOURCES (DHHR), BUREAU FOR
MEDICAL SERVICES(BMS), hereinafter referred to as thBMS," and[Insert Managed Care
Organization Namehereinafter referred to as the "Managed Care OrganizZiiGO)".

WHEREAS,BMShas condu&d an open solicitation for the services\l€Os interested in
entering into a&ontractto provide riskbased comprehensive health servicéd/est Virginia
Medicaidmanaged carenrolleesand

WHEREAS, theMCO has demonstrated the ability to provide #iilsed comprehensive health
services in compliance with the program terms and requirements, and

WHEREAS,BMS has approved thglCO to provide riskbased comprehensive health services
to West VirginiaMedicaidmanaged carenrollees

NOW THEREFORE, in consideration of the foregoing recitals and of the mutual covenants
contained hereirBMS and theMCO hereby agree as follows.

1. GENERAL TERMS AND CONDITIONS

Written MCO responses to Request foQuotesandthe Mountain Health TrusfMHT) and

West VirginiaHealth Brdge (WVHB) MedicaidMCO ProviderApplication, (includingB M'S 6

written responses to oral and written questions, appendices, amendments, and addenda) and/or to
other formal requests B M Sfor information and documents are éley incorporatd by

reference as part of ti@ontracthaving the full force and effect as if specifically contained

herein In the event of a cdilict in language between thiSontractand other documents

mentioned above, the following orderpecedencsvill apply:

A. The terms of this @ntract
B. MCO responses tthe RFQ, and

C. Written MCO responses to formBMS requests for information and documents,
includingMCO responses, supplementasponses, and clarifications of responseldo
MCO Provider Application



In construing thiContract, whenever appropriate, the singular tevidealso be deemed to
mean the plural and vieeersa Titles of paragraphs used herein are for the purpose of
facilitating ease of reference only andl not beconstrued to be a part of thi@@ract.

2. CONTRACT TERM

The initial term of thiContractwill commence oduly 1, 2019 andwill be effective through
June 302020

Any modification to thisContractwill be subject to the terms of the RRGth the capitation
rates being adjusted reflect the correspondirfgscal Y ear(FY).

Using actuarially sound standar@MWS will calculatecapitation payments to the MGéh the
annua&basisfor the State Fiscal YeaSFY)time period(i.e., SFY20 beginsJuly 1, 208, and
endsJune 30, 2P0).

Notwithstanding the foregoinghe State of West Virginia, Department of Administration
Purchasing Divisiompproval is not required d M Sdielegated or exempt purchases.

3. ENTIRE AGREEMENT

This Contract(includingall provisions incorporated by referenceAiricle |, Section 1 andny
appendices, exhibits, rate matrices and schedules hereto) constieugzdire agreement
between the partieBlo amendment or other modification changing @asmtractwill have any
force or effect unless it is in writing and duly executed by the paBad modification will be
incorporated as a written amendment toGbetract

4. CONTRACT ADMINISTRATION

This Contractwill be administered for the State Bi{IS within theDHHR. The Contracting
Officer will be the Director of the Office of Managed Capmon the execution of tHeontract
The Contracting Officewill bethe primary contador all matters related to thSontract.

5. NOTICES

Any notice rguired under thi€ontract musbe deemed sufficiently given upon delivery, if
delivered by hand (signed receipt obtainedhoee 8) calendaidays after posting if properly
addressed and sent certified mail return receipt requéébéides musbe addessed as follows:

Managed Care Organization

BMS



Susan Hall, Director

Office of Managed Care

Bureau for Medical Services

West Virginia Department of Health and Human Resources
350 Capitol Street, Rm 251

Charleston, WV 25301

3043564073 (officephone)

Susan.L.Hall@wv.gov

Said notices wilbecome effective on the date of receipt or the date specified within the notice,
whichever comes lateEither party willbe notified of an address change in writing

All questions, requests, and other matters related to the administratios@ontract must be
addresse@vith Susan Hall and copied f&ff Wisemario be considered heir contact
information is below.

Susan Hall, Director

Office of Managed Care

Bureau for Medical Services

West Virginia Department of Health and Human Resources
350 Capitol Street, Rm 251

Charleston, WV 25301

3043564073 (office phone)

Susan.L.Hall@wv.gov

CC: Jeff Wiseman
Assistant tdahe Deputy Secretary
West Virginia Department of Health and Human Resources
1 Davis Square, Suite 100E
Charleston, WV 25301
304-558-6052 (office phone)
Jeff.A.Wiseman@wv.gov



mailto:Susan.L.Hall@wv.gov
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mailto:Jeff.A.Wiseman@wv.gov

ARTICLE Il: GENERAL CONTRACT TERMS FOR MANAGED CARE
ORGANIZATIONS

1. DEFINITIONS
As used throughout thiSontract, the following terms wilhave the meanings set forth below.

Abusei provider practices that are inconsistent with sound fiscal, business, or medical practices,
and result iran unnecessary cost to the Medicaid program, or in reintbergefor services that

are not Medically Mcessary or that fail to meet professionally recognized standards for health
care It also includes beneficiary practices that result in unnecessarypdbst Medicaid

program.

Actuaryi an individual who meets the qualification standards established by the American
Academy of Actuaries for an actuary and follows the practice standards established by the
Actuarial Standards Board. In th@ontract Actualy refers to an individual who is acting on
behalf of the State when used in reference to the development and certification of capitation
rates.

AdvanceDirectivei a written instruction, such as a living will or durable power of attorney for
health care,e@cognized under State law (whether statutory or as recognized by the courts of the
State), relating to the provision of health care when the individual is incapacitated.

Adverse Benefit Determinatiognt he MCOG6s deci sion to aymenty or | i
(in whole or in part) for health care services, including new authorizations and previously
authorized services; the MCOO6s reduction, sus
service; the MCOGO6s fail urtehda oCopmntorva adte; stehrer i ME@(
resolve grievances or appeals within the ti me
denial of a request by an enrollee who resides in a rural area with only one MCO to receive out
of-network services; orthederal| of an enroll eebdbs request to d
including copayments.

Agency for Healthcare Research and Quality (AHRG)e lead Federal agency charged with
improving the safety and quality of America's health care system. AHRQ detedops

knowledge, tools, and data needed to improve the health care system and help Americans, health
care professionals, and policymakers make informed health decisions.

Appeali a request for a review of the M@ adverse benefit determinatias defined irthis
Contractand 42 CFR 438.400(b) D).

Authorized Agent any corporation, company, organization person or their affiliates, not in
competition with theMCO for the provision of managed care services, retaindsib$ to
provide assistanagith administering its MCO program or any other matter

Behavioral Health Servicdsservices used to treat a mental illness, behavioral disorder and/or
substance use dis@dwhich necessitates therapeutic and/or supportive treatsueht services
include but not limited to psyologicaland psychiatric services




Bureau for Medical Services (BM$)the West Virginia Bureau for Medical Services within the
West Virginia Depament of Health and Human Resources, which serves as the Single State
Agency in West Virginia for Medicaid. Al so r

Business Continuity Plan (BCP)a plan that provides for a quick and smooth restoration of the
MCO information system after a disruptive event. BCP includes business impact analysis, BCP
development, testing, awareness, training, and maintenBmsdas a dayto-day plan.

Capitation Paymerit a payment the State makes periodicallthieMCO on behalf of each
beneficiary enrolled under thiSontractand based on the actuarially sound capitation rate for the
provision ofcoveredservices. The State makes the payment regardless of whether the particular
beneficiary receives services duriing tperiod covered by the payment.

Cardiac Rehabilitatiofh acomprehensive outpatient program of medical evaluation, prescribed
exercise, cardiac risk factor modification, and education and counseling that is designed to
restoreenrolleeswith heart diseasto active, productive lives.

Centers for Medicare and Medicaid Services (CM&)division within the federal Department

of Health and Human Services responsible for oversight of the Medicare program, the federal
portion of the Medicaid program and St&teildren’s Health Insurance Program, the Health
Insurance Marketplace, and related quality assurance activities.

ChoiceCounseling’ the provision of information and services designed to assist beneficiaries in
making enrollment decisions; it includes wesing questions and identifying factors to consider
when choosing among managed care plans. Choice counseling does not include making
recommendations for or against enrollment into a specific MCO.

Cold-Call Marketingi any unsolicited personal contactttme MCO with a potentianrolleefor
the purpose of influencing the potenggirolleeto enroll in that particular MCQCold Call
Marketing includes, without limitation:

1 Unsolicited personal contact with a potenéalolleeoutside of arenrolimentevent,
such as doeto-door or telephonenarketing.

1 Any marketing activities athe earollmentevents where participation is mandad.
Any other personal contact with a poiahéenrolleeif the potentiakenrolleehas not initiated the
contact with the MCO.

CommonArea(Marketingiany area in a provideros faciliti
public. Common areas include, without limitation: reception areas, waitomgs;challways, etc.

Complainti an expression of dissatisfaction made about an MCO decision or services received
from the MCO when an informal grievance is filed; some complaints may be subject to appeal.

Consultant/Consultant Affiliateésany corporationcompany, organizatigmr person or their
affiliates retained b¥8MS to provide assistance in this project or any other project; ndd @@
or Subcontractor.




Consumer Assessment of Healthcare Providers and Systems (CAldeS)olleesurvey
program of AHRQ measure patient experience with health plans, providers, and health care
facilities. This survey is conducted annually.

Co-payment a required payment made by an MEQrolleefor certain covered services or
medical supplies in addition sopayment made by the MCO for that same covered service or
medical supply.

Corrective Actiori an improvemenbor changen a business process that may be required by
BMSt o correct or resolve a deficiency in the N

Corrective Acton Plan(CAP)i a detailed written plan that may be required¥S to correct
or resolve a deficiency I n the MCOOGs processe

CostSharingi copays that the MCO enrollee is billed at the time of service. Copays are
determined bBMS based on the n r o Ilfamigy em@me. There are no premiums
deductibles under the West Virginia Medicaid program.

Covered Services (Contract Serviceslealth care services the MCO must arrange to provide to
Medicaidenrolleesincluding all services required by this Contract and state and federal law, and
all ValueAdded Services negotiated by the MCO &nS.

Dayiex cept wh e businessh & yistedpresst used, all references in th@ontract
will be construed as calendar days.

Default Enrollment (Assignment)a process established BMS through the CMS waiver
authority to assign an enrollee who has not selected an MCO to an MCO.

Departmenbf Administration (DOA) Purchasing Divisidnthe West Virginia agency
responsible for the timely, responsive, and efficient procurement of goods and services for state
government.

Department of Health & Human ServicdHHS) i the United States Departmetddicated to
enhancing and protecting the health andvelhg of all Americans by providing for effective
health and human services and fostering advances in medicine, public health, and social services

Direct Mail Marketingi any materials sent to potentedrolleedy the MCOs or their agents
through U.S. mail or any other diramtindirect delivery method.

Disability i a physical or mental impairment that substantially limits one (1) or more of an
i ndi vi du aeladigtiesnsagh as carihg fdr oneself, performing manual tasks, walking,
seeing, hearing, speaking, breathing, learning, and/or working.

Disabled Person or Person with Disabilitg person undesixty-five (65) years of age,
including a child, who qudiles for Medicaid services because of a disability.




Durable Medical Equipment (DME)certain medical equipment or supplies a provider orders
forae n r o lude suehbas wheelchairs, crutches, diabetic supplies, hospital beds, oxygen
equipment and supgis, nebulizers, and walkers.

Early and Periodic Screening, Diagnosis, and Treatment (EPISMEdically Necessary

services, including interperiodic aperiodic screenings, listed ire&ion 1905(a) of the Social

Security Act.EPSDT entitles Medicaidligible infants, childrepandand other Medicatd

eligible enrolleesinder agéwenty-one Q1) to any treatment or procedure that fits within any of

the categories of Medicaicbvered services listed in Section 1905(a) of the Social Security Act

if that treatment or service i s necessary to
mental ilnesses or conditiorts.

Emergency Care includes inpatient and outpatient services needed immediately and provided
by a qualified Medicaid provider f@amergency medicabehavioral healthgr dentalconditions

where the presenting symptoms are of sufficeeverity that a person with average knowledge

of health and medicine would reasonably expect the absence of immediate medical attention to
result in placing their health or the health of an unborn child in immediate jeopardy, serious
impairment of body functions, or serious dysfunctioh any bodily organ or part; artlatare

needed to evaluate or stabilize an emergency medical conditiese include accidental injury

and poison related problems and complaints that may be indicative of sericisghbtening

medical problemssuch aghest or abdominal pain, difficulty breathing or swallowing, or loss of
consciousnessf the patient presents at the hospital emergency department and requests an
examination, a nurse triage screening is always aliblm the case of behavioral health

services, emergency care means those clinical, rehabilitative, or supportive behavioral health
services provided for behavioral health conditions or disorders for which a prudent layperson
with an average knowledge o¢dlth and medicine, could reasonably expect to result in risk of
danger to a personb6s sel fTheseincludehbatars notlimitech ot i
to, crisis stabilization treatment services.

Emergency Dental Conditigna dental or oratondition, without regard to the nature or cause

of the condition, which in the opinion of a prudent layperson possessing an average knowledge
of health and medicine requires immediate services for relief of symptoms and stabilization of
the condition; sut conditions may include severe pain, hemorrhage, acute infection, traumatic
injury to the teeth and surrounding tissue, or unusual swelling of the face or gums.

Emergency Medical Conditioinconditions where the presenting symptoms are of sufficient
seveity that a person with average knowledge of health and medicine would reasonably expect
the absence of immediate medical attention to result in placing the indithealth or the

health of an unborn child in immediate jeopardy, serious impairmenddf/fonctions, or

serious dysfunction of any bodily organ or part.

Emergency Medical Transportatibrambulance services for an emergency medical condition.

Emergency Room Caileemergency servicesenrolleereceives in an emergency room.

1 Section 1905(r)(5) of the Social Security Act



Emergency Servicdscovered inpatient and outpatient services that are: given by a qualified
provider; and are needed to evaluate or stabilize an emergency medical condition.

Encounter Daté procedurdevel data on each contact between an enrolled thakWiand the
health care system for a health care service or set of services includedavered services
under the Gntract.

Enrolleei a Medicaid recipiefinembemwho has been certified by the Stateshgible to enroll
under this ©ntract, and whasname appears on tN&CO enroliment information whicBMS

will transmit to theMCO every month in accordance with an established notification schedule
An enrolleemay also refer to just an indidivual who has been deemed eligible for Medicaid but
not yetenrolled with a specific MCO.

Enroliment Brokeii the entity contracted bBMS to conduct outreach and enrollment of
eligible West Virginia Medicaid managed care enrollees.

Excluded Services health care services that the MCO does not pay for or cover.

ExternalQuality Reviewi the analysis and evaluation by an EQRO, of aggregated information
on quality, timeliness, and access to the health care services tNaE @er its Subcontractors
furnish to Medicaid beneficiaries.

External Quality Review Orgaration (EQROY) the entity contracted bBMS to conduct

periodic independent studies regarding the quality of care delivei¥dsbVirginia Medicaid
managed carenrolleesEQRO must meet the competence and independence requirements set
forth in42 CFR438.354, and perform external quality review, other EX@Rted activities as set
forth in 42 CFR438.358, or both.

Family Planning Servicesthose services provided to individuals of childbearing age to
temporarily or permanently prevent or delay pregnambgse services includeealth education

and counseling necessary to make informed choices and understand contraceptive methods;
limited history and physical examination; laboratory tests if medically indicated as part of
decision making process for cheiof contraceptive methods; diagnosis and treatment of

sexually transmitted diseases (STDs) if medically indicated; screening, testing, and counseling of
atrisk individuals for human immunodeficiency virus (HIV) and referral for treatment; fellow

up carefor complications associated with contraceptive methods issued by the family planning
provider; provision of contraceptive pills /devices/supplies; tubal ligation; vasectomies; and
pregnancy testing and counseling.

Fiscal Agent an entity performing admistrative service functions, includiqpgovider
payment, enrolleeligibility and capitation payment functigrfer the managed care program
under a separateontractwith BMS.

Formal Grievancé a written expression of dissatisfactiarth the conduct or action of an MCO
other than those subject to appeal




Fraudi an intentional deception or misrepresentation made by a person with the knowledge that
the deception could result in some unauthorlzexefit to himself or some other perstin
includes any act that constitutes fraud under applicable Federal or State law.

Gift (Marketing)i any promotional itenor incentiveoffered by an MCO tenrolleesor
potentialenrollees

Grievanced an expressiorof dissatisfactioneither in writing(forma) or orally (informal),

regarding any aspect of service delivery provided or paid for by the,M®@r than thoskICO
adverse benefit determinatiothet are subject to appedhe term grievance alsefers to the

overall system that includes grievances and appeals handled at the MCO level and access to the
State fair hearing process.

GrievanceProcess the procedure for addressiagenrolled@s grievances and complaints

GrievanceSystemi includes agrievance process, an appeals process, and access to tée State
fair hearing system.

Habilitation Services and Devicédealth care services and devices that halmdividualkeep,
learn, or improve skills and functioning for daily living such as pational thespy, speech
therapy, and other services for people with disabilities in inpatient and/ or outpatient settings.

Healthcare Effectiveness Data and Information Set (HEDHjality measures developed,
sponsored and maintained by NCQA. HEDIS is a set of standardized performance measures
designed to reliably compare the performance of managed care health plans.

Health Homé a designated providein¢luding providethat ogerates in coordination with a

team of health care professionals) or a health team selected by an eligible individual to provide
health home services as defined in Section 1945 of the Social Security Act. Chronic condition
health homes are available forggtile individuals with certain chronic conditions. West
Virginiads requirements for health homes are

Health Plari another term used to refer to an MCO. Also referred to as a Plan.

Home Health Caré health care servicesperson receives at home, including limited-pare
or intermittent skilled nursing care, home health aide services, occupational therapy, speech
therapy, medical social services, DME, medical supplies, and other services.

Hospice Services servicedo help people who have a terminal prognosis live comfortably. A
terminal prognosis means that a person has a terminal illness and is expected to(6ave six
months or less to live. A specially trained team of professionals and caregivers provide care for
the whole person, including physical, emotional, social, and spiritual needs.

Hospitalizationi care in a hospital that requires admission as an inpatient and usually requires an
overnight stay. An overnight stay for observation could be outpatient care.

Hospital Outpatient Cariecare in a hospital that usually does not require an overnight stay.




Informal Grievancé an oral expression of dissatisfaction other than those subject to appeal.

Information Security Plain a written MCO compliance plan with thé&ealth Insurance
Portability and Accountability Act of 1996 (HIPAA) and The Health Information Technology for
Economic and Clinical Health Act (HITECH Act).

Key Personnel those staff as outlined within Article 1, Section 5.10

Liguidated Damagesk rea®nable estimates & M Sgiojected financial loss ardhmage
resul ting fr eperfoimanee MCOG6s non

Managed Care Initiative West Virginia® Medicaid managed care program, as described in the
current state plan and federal waiver amtendments, and approved by CM8is may include
one or mordVICOs and voluntary or mandatory enrollment options in a given geographic area.

Managed Care Organization (MCDgan Health Maintenance Organization (HMO) entity
licensed to do business in thatetof West Virginiathat has, or is seeking to qualify for,
comprehensive risk contract, and that is

1. A Federally qualified HMO that meets the advance directives requiremet2sG#R
489, Subpart;lor

2. Any public or private entity that meets the advaulirectives requirements and is
determined to also meet the following conditions:

a) Makes the services it provides to its Medicaid enrollees as accessible (in terms of
timeliness, amount, duration, and scope) as those services are to other Medicaid
benefigarieswithin the area served by the entiand

b) Meets the solvency standardsA@f CFR438.116.

Managing Employeé a general manager, business manager, administrator, director, or other
individual who exercises operational or managerial control over, or who directly or indirectly
conducts the dato-day operation of an institution, organization, or agency, in aaccelwith

42 CFR 455.101.

Marketingi any communication, frorthe MCO to a Medicaieeligible person who is not

enrolled in theViICO, that can reasonably be interpreted as intended to influence such person to
enr ol | i n t ha tedipa@pragrans, arleither to NOCeD@Ikin, dvito disenroll from,
an ot he rMedic@i@poogram Marketing does not include communication to a Medicaid
beneficiary from the issuer of a qualified health plan, as defined in 45 CFR 155.20, about the
gualified heah plan.

MCO Readiness Revieivthe assurances made by a selected MCO and the examination
conducted bMS, or i ts agent s, of MCO6s ability,
obligations under this Contract, State Plan, and federal waiver.

MCO Service Ared all the counties included in afd/M Sdefined service area within which
the MCO has been contracted to provide MCO services.
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Medicaidi the West Virginia Medical Assistance Program operatetifundedy BMS
pursuant to Title XIX, Social Sedty Act (42 U.S.C. 81396 et segand related State and
Federal rules and regulations (same as Medical Assistance).

Medicaid Policyi collectively refers to documents and other written materials including the
State Medicaid plan, program instructionseadant provider manuals, program bulletins, and all
published policy decisions issued by BMS. These materials are available through BMS.

Medicaid Program Provider Manudlservicespecific documents created by the Bureau for
Medical Services to descrilpglicies and procedures applicable to the program generally and
that service specifically.

Medical Loss RatidMLR) T theratio of thenumerator (as defined in accordance with 42 CFR
438.8(e)) to the denominator (as defined in accordance with 42 CFR 43&m8i$))bject to an
applicable adjustmestas providedinder thisContractandAppendixH.

Medically Necessary refers to items ioservices furnished or to be furnished to a patient for
diagnosing, evaluating, treating, or preventing an injury, iliness, condition, or disease, based on
evidencebased clinical standards of care. Medically necessary services are accepted health care
savices and supplies that are reasonable and necessary for the diagnosis or treatment of illness
or injury; to improve the functioning of a malformed body member; to attain, maintain, or regain
functional capacity; for the prevention of iliness; or to ashiageappropriate growth and
development. Determination of medical necessity is based on specific criteria.

Mountain Health TrusfMHT)iTthe name of West Virginiads Medi c
program forTemporary Assistance to Needy Famili@aKNF) and TANFrelated children and
adults who are eligible to participate in managed care.

National Committee for Quality Assurance (NCQAthe independent organization that
accredits MCOs, managed behavioral health organizations, and accrediestdies Disease
Management programs.

Networki doctors, hospitals, facilities, and other licensed health care professionals who contract
with an MCO to give care to ienrollees

Non-Emergency Servicasany care or services that are not consideredrgemey services as

defined in this Contract. This does not include any services furnished in a hospital emergency
department that are required to be provided as an appropriate medical screening examination or
stabilizing examination and treatment undetisacl867 of the Social Security Act.

Non-Participating Providei a doctor, hospitafacility, or other licensed health care
professional who has not signed a contoaidtad a contract signed on his/her behgleeing to
provide serviera@lsest o t he MCOOGs

Open Panel PCPs who are accepting new patients for the MCO.

Overpaymeni money paid to a Provider by an MCO for a claim or claims, which exceeds the
amount which should have been paid by the MCO.
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Participating Providei a doctor, hospital acility, or other licensed health care professional who
has signed a contract or had a contract signed on his/her behalf agreeing to provide services to
t he MaOlges

Patient Protection and Affordable Care Act (PPACANe Patient Protection and Affordable
Care Act of 2010 (P.L. 11148), as amended by the Health Care and Education Reconciliation
Act of 2010 (Public Law 11-152), together known as the Affordable Care Act (ACA).

PeriodicitySchedulei the requirementand frequency by which periodic screening services are
provided and covere&chedule must meet current standards of pediatric medical and dental
practice and specify screening services applicable at each stagewofdlee'dife, beginning

with a neotal examination, up to the age at which an individual is no longer eligible for
EPSDT services

Physician Services health care services that a licensed medical physician provides or
coordinates.

PoststabilizationServicesi services subsequent to anexgency medical condition that a
treating physician views as Medicallyebkessary after an enrolfisecondition has been stabilized
in order to maintain the stabilized condition or to improve or resolve the edsati@adition.

Potential Enrolleé a Mediaid enrolleewho is subject to mandatory enrollment or may
voluntarily elect to enroll in a given managed care program, but is not yet an enrollee of a
specific MCO.

Pregnant Women or PregnarReglated Services al women receiving related services and

services for other conditions that might complicate the pregnancy, unless specifically identified

in theMedicaidState Plan as not being related to the pregnancy. This includes counseling for
cessation of tobacco eisnd services during the postpartum period. The pregnancy period for
which these services must be covered includes the prenatal period through the postpartum period
(including thesixty (60)-day postpartum period following the end of pregnancy; see 42 CFR
440.210(a)(3).

Premiumi anamountenrolleesnvould pay for Medicaid health insurance every mainth
addition to any cgpayments required for covered services or supplies

Prescription Drug Coveradgehealth insurance that helps pay for prescription damngks
medications. Prescription drug coverage is not provided by the MCO. BMS proviedient
prescription drug coverage directly to Medicaitfollees

Prescription Drug$ drugs and medication that, by law, require a prescription.

Primary Care Physiciaina doctor who directly provides and coordinates health care services to
MCO enrollees

Primary Care Provider (PCIP)a specific clinician responsible ftreating anc¢coardinating the
health care needs of certain enrollees.
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Primary Service$ basic or general health services rendered by general practitioners, family
practitioners, internists, obstetriciaasid pediatricians.

Prior Authorization/Preauthorizatiohapproval granted for payment purposes by the MCO for
its active, specified enrollees, or the Medicaid Program to a provider to render specified services
to a specifieegnrollee

Provideri an individual or entity that is g@aged in the delivery of health services, or ordering or
referring for those servicewho meets the requirements of the West Virginia Medicaid Program
and is aenrolleeof theMCOG network.

Psychiatric Residential Treatment Facilities (PRTR) separatgstandalone entity providing a

range of comprehensive psychiatric services to treat the psychiatric Condition of residents under

age twentyone (21) years on an inpatient basis under the direction of a physician. The purpose

of such comprehensive servictes t o I mprove the residentdos Con
regression so that the services will no longer be needed. (42 CFR 8483.352, subpart D of part

441).

Pulmonary Rehabilitation individually tailored multidisciplinary approach to the rehabilitation
of enrolleesvho have pulmonary disease.

Requlationi a Federal or State agency statement of general applicability designed to implement
or interpret law, policyor procedure.

Rehabilitation Services and Devidekealth care services and devices that halpdividual

keep, get back, or improve skills and functioning for daily living that have been lost or impaired
becausde was sick, hurt, or disabled includiogcupational therapy, speech therapy, and
psychatric rehabilitation services in inpatient and/ or outpatient settings.

Request for Quation(RFQ)T a document, containing the specifications or scope of work and
all contractual terms and conditions, which is used to solicit written bids. Conformity to
specifications and price are the only factors used in the evaluation process.

Riski the possibility of monetary loss or gain by MEO resulting from service costs
exceeding or being less than payments made toBiMSS.

Risk Adjustmenti a methodologypplied to the rate setting procaesaccount for the health

status of enrollees via relative risk factors when predicting or explaining costs of services

covered under the contract for defined populations or for evaluating retrospectively the

experience bMCOs contracted with the Stafisk adjustment uses information on an

enroll eeds medical conditions, as reported in
payments to MCOs. Risk adjustment helps ensure payments to MCOs are more equitable a
mitigates the impact of selection bias, thus protecting MCO solvency and reducing incentives for
plans to avoid highisk individuals.Risk adjustment is designed to be budget neutral to the

State.
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Routine Caré basic primary care services including thiagnosis and treatment of conditions to
prevent deterioration to a more severe level, or minimize/reduce risk of development of chronic
illness or the need for more complex treatment.

Serious Emotional Disturbance (SEDa diagnosable mental, behavipi@ emotional disorder

at any time during the past year of sufficient duration to meet diagnostic criteria specified within

the Diagnostic Statistical Manual (DSM) and that resulted in functional impairment which

substantially interfered with or limitedh e chi | dés rol e or functionir
community activities.

Serious Emotional Disturbance (SED) Waivex Medicaid home and communiyased

services waiver authorized under 81915(c) of the Social Security Act. The SED waiver provides
addtional services to those provided through the Medicaid State Plan to children up to age
twenty-one (21) with an SED. It allows the State to provide an array of hangecommunity

based services that enable children who would otherwise require instii@tioa to remain in

their home and community.

Service Authorizatiofi (alsoPrior Authorization; includes an enrollée request for the
provision of a service.

Skilled Nursing Caré services from licensed nursesiea r o lownenente ®r in a nursing
home.

Specialisfi a provider who focuses on a specific kind of health,sareh as a surgeon or a
cardiologist.

Start Datd the date th€ontractfor services becomes effective.

Sulrontracti any written agreement between ME€O and another party to ffill any
requirements of this @htract.

Subcontractor party contracting with th®1CO to perform any services reédt to the
requirements of this @tract.Subcontractors may include, without limitation, affiliates,
subsidiaries, and affiliated and unaffiliated third parties.

Subcontractor Mnitoring Fani a written plan describg how obligations, services, and
functions performed bthe MCO's Subcontractowill be reviewed to ensure that such
obligations, services, and functioaeperformed to the same exteéhatthey were performed
by MCO.

Supplemental Security Income (S8Ix Federal income supplement program designed to help
aged, blindand disabled people with little or no income by providing cash to meet basic needs
for food, clothingand shelter.

Systems Quality Assurance Pliaa written plan developed by the MCO that describes the
processes, techniques, and tools that the MCQus&lfor assuring that the MCO information
systems meet th@ontractrequirements
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Temporary Assistance to Needy Families (TANFRhe federally funded program that provides
assistance to single parent families with children who meet the categorical meznisdor aid.

Tertiary Service$ highly specialized medical services administered in a specialized medical
facility.

Third Partyi any individual entity or program which is or may be liable to pay all or part of the
expenditures for Medicaid furnished under a SRde.

Title XIX T refers to Title XIX of the Social Security Act codified at 42 United States Code
Annotated Section 1398. seq., including any amendments thereto (see Medicaid).

Value-AddedServicesi services that include additional value benefits that are actual health care
services, benefits, or positive incentives that will promote healthy lifestyles and improve health
outcomes amongnrollees

West Virginia Health Bridge (WVHB) the name of Wesfi r gi ni ads mandatory I
program for adults eligible for the Medicaid Alternative Benefit Plan (ABP).

Withhold Arrangement a payment mechanism under which a portion of a Capitation Payment

is withheld from an MCO and a portion of or all of thithheld amount will be paid to the MCO

for meeting measures specified in the Contract. The measures for a Withhold Arrangement are
distinct from general operational requirements under the Contract. Arrangements that withhold a
portion of a Capitation Payemt for noncompliance with general operational requirements are
contractual remedies and not a Withhold Arrangement.

Urgent Caréd refers to circumstances in which the individual requires prompt medical attention
for the care and management of a signifigarysical or mental disorder, but there is no
immediate threat to the individuallife.

2. DELEGATIONS OF AUTHORITY

West Virginiatss BMS within DHHR is the single state agency responsible for administering the
Medicaid programNo delegation by eitr paty in administering thi€ontractwill relieve
either party of responsibility fararrying out the terms of theo@tract.

3. FUNCTIONS AND DUTIES OF THE MANAGED CARE ORGANIZATION

TheMCO agrees to perform the functions and duties and fulfill the responsibilities described in
Article 1ll, Statement of Work.

4. FUNCTIONS AND DUTIES OF THE STATE

4.1 Eligibility Determination

BMS will determine the initial and ongoing eligibility for mediadsistance of ea@nrollee or
potentialenrollee under this @tract.
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4.2 Enrollment

BMS will conduct MCO enrolimenprocessn accordance with 42 CFR 438. BMS, either
directly or through itglesigneewill process all enrollments into tiCO. BMS will notify the
MCO of such enroliments by means of a monthly enroliment roster report which explicitly
identifies those additions who were not enrolled inMi@&0O during the previous montfihe
roster will be provided viaecure FilélransferProtocol orelectronic media, and will be
delivered byBMS to theMCO as soon as possible following the MMIS -@it date for the
month, but not later than the ldsisinesslay before the end of the month

4.3 Default Enrollee Assignment

BMS, either directly othrough itsdesigneewill use default assignment methodology to enroll
individuals who do not select an MCQo the extent possibI&MS will make assignments

based on an enrol | eeds pestablished Famikatraationship,tit h t h e
anequitable number of the entire default membership assigned to each MCO by tha end of

monthly default assignmeptocess.

4.4 Voluntary and Involuntary Disenrollment

All MCO enrollees will remain continuously enredl throughout the term of thisoftract,

except in situations where clientse their Medicaid eligibility, are admitted tskilled nursing
facility (SNF) or nursing facility voluntarily disenrollor are recategorized into a Medicaid
coverage category not includien the managed cadelivery systemBMS will notify the MCO

of all disenrollment, by means of a monthly enroliment roster report which explicitly identifies
terminations from enrollment and the cause of the disenrollment (e.g. loss of Medicaid
eligibility, change in eligibity status to a coverage code not included in the managed care
initiative, voluntary switching to anoth&CO, or other causes).

BMS has federal authority to implement an enroliment lock in policy in wiicbllees are
lockedin to a single MCO for &welve L2) month period though may request to change their
MCO enrollment in accordance with 42 CFR 8§438%itouldBMS implement this policy
during the Contract yeahe MCOwill be required tasupply all necessary informatioequested
by the enrolimenhbrokerregardingd M Sdnrollee lockin program

4.5 Capitation Payments to Managed Care Organization

Payment to th&1CO will be based on the enrollment data tranwdifromt he Depart ment o
eligibility vendorto its Fiscal Ayent each montfor MCO-eligible members that have completed
the enroll ment process through the Department

The MCO must notifyBMS in writing of any inconsistency between enrollment and payment
datano later than withidiorty-five (45) calendadays from the dainconsistency was

determined by the MCBMS agrees to provide to thdCO information needed to determine

the source of the inconsistency within {&0) businesslays after receiving written notice of the
request to furnish such informatiddMS will recoup overpayments or reimburse underpayments
as soon as administratively possibl&e adjusted payment (representing reinstetedllee$ for
each month of coveragvill be included in the next monthly capitation payment, based on
updatedMCO enrollment information for that month of coverage.

16



Any retrospective adjustments to prior capitations will be made in the form of an addition to or
subtraction from the currentonths capitation payment. Positive adjustments are particularly
likely for newborns, where tHdlCO may be aware of the birth befds®S.

In full consideration ofContractservices rendered by tivCO, BMS agrees to pay thdCO
monthly paymentsBMS capitation payments to tidCO will apply to the time perioduly 1,
2019, throughJune 302020 (State Fiscal Ye&a2020). State Fiscal Yeda2020 capitationrate
rangeswill be determined b¥8MS no later thaApril 15, 2019, or upon CMS approval
whichever is laterThe MCO assumes risk for the cost of services covere@utiasContract
and will incur loss if the cost of furnishing the servieaseeds the payments under tlanttact
TheMCO must accept as payment in fulhgamount paid byBMS.

Except for emergency services, no payment will be made for services furnished by a provider
other than th&1CO provider, if the services were available under gineviderContractunless
otherwise authorized by the MCO

Payments provided for under ti®ntractwill be denied for new enrollees when, and for so long
as, payment for those enrollees is denied by CBASS may deny payment for new enrollees to
the State if its determination is not timely contested by the M&@2 CFR 438.726(b) and
§438.730

BMS is obligated to make payment either by mail or electronic transfer td@@ Capitation
payments will be made for the month in which services are being provided according to the
payment schedule for the month,sasforth in this Contract.BMS reserves the right to change
the payment process, but the payment timing described above will remain the same

Participant populatiorefirolleemonths) were developed based on historical program
participation.The MCOwill be pad a capitated rate onger member per mon(PMPM) basis

2. which shall be firm iad fixed for the period of theoatract, subject to any rate adjustments
warranted for modifications to State or Federal regulation, waiver amendments, State Plan
amendmentsetc.Payment will be based on actual monthly participafidre final payment will

be made upon determination by BMS that all contractual requirements have been completed.

4.6 Federal Disallowance

If the federal government recoups money from3tageof West Virginiafor expenses and/or
costs that are deemed unallowable by the federal governBiBthas the right to, in turn,
recoup payments made to the MCO for these same expenses and/or east¢hey had not
been previously disallowed BMS and were incurred by the MC@ny such expenses and/or
costs would then be deemed unallowabld8MS. If BMS retroactively recoups money from the
MCO due to a federal disallowan®&\S will recoup the etire amount paid to the MCO for the
federally disallowed expenses and/or costs, not just the federal portion.

2 Enrollees will only be enrolled on the first of the month and must stay with the MCO until the 30th before changing
MCOd s .
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4.7 Enrollee Eligibility Capitation Adjustments

Changes irenrolleeeligibility categories which become known subsequent to payment of a
capitaton paymentill not relieve theMCO of liability for provision of care for the period for
which capitation payment has been made.

TheMCO mustserve all Medicaid enrollees for whom current payment has been made to the
MCO without regard to disputes abarirollment status and without regard to any other
identificationrequirements. If such person later is found to be inappropriately enrolled in the
MCO, then theMCO will retain the capitation payment for that month and must provide services
for that monthBMS will make every effort to ensure that only those Medieaitblleesligible

for managed carenrollment are enrolleah the MCQ

In instances where enrollmies disputed between tw@) MCOs, BMS will be the final

arbitrator of theMCO membership and reserves the right to recover an inappropriate capitation
payment, including but not limited to untimely notice from &0 to BMS of an enrolleés

request to denroll, when such requests are submitted toViG©.

4.8 Enrollee Reinstatement Processing

Medicaidenrolleesvho lose eligibility for the West VirginidHT or WVHB prograns and

regain eligibility withinone(1) yearwill be automatically reenrolled inthe saméMCO in which
they were previously enrolled, unless #molleechooses anothédCO. BMS will perform this
process and supply the necessary information to the enrollment broker. If a previously eligible
recipient has been ineligible for a perimiime in excess abne(1) year, theenrolleewill select
aMCO through the standard enrollment broker enrollment process.

BMS will notify theMCO in writing of any exclusion initiated by DHHR for a féer-service
(FFS)Medicaid provider so that tfHdCO can exclude that provider from its network.

4.9 Ongoing Managed Care Organization Monitoring
To ensure the quality of caBMS will undertake the followingnonitoring activitiesncluding
but not limited to

1. Analyze theMCOG access enhancement programs, financial and utilization data, and
other reports to monitor the value thi€O is providing in return for the Staie
capitation revenues. Such efforts viitlude audits of th#1CO and itsSubcontrators

2. Conduct regulaenrolleesurveys addressing issues such as satisfaction and reasons for
disenrollment.

3. ReviewMCO certifications on a regular basis.

4. At its discretion, commission or conduct additional obyee studies of the effectiveness
of theMCO.

5. Monitor the enrollment and termination practices.
6. Assure the proper implementation of the required grievance procedures.
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7. Conduct periodic reviews of thdCO provider credentialing process and network to
ensure that providers excluded from Medicaid participation are excluded fraviCiOe
Medicaid provider network.

Thesemonitoring activitieswill take place at least once per yaalS or its contractors must
provide to theMCO summaries, aB M Seaxpense, of all monitoring activity reports, surveys,
audits, studies, reviewand analyss.

4.10 Utilization Review and Control

TheMCO may place appropriate limits ¢ime coveredgervices provided under thiSontracton

the basis of criteria applied under tedicaidStatePlan, such as medical necessityfarthe
purpose of utilization control, provided tMCO services can reasonably be expected to achieve
the purposdor which suchservices are furnished’he MCO must ensure that services are
sufficient in amount, duration, or scope to reasonably be expected to achieve the purpose for
which the services are furnishéithe MCO is prohibited from arbitrarily denying or reducing the
amount, duration, or scope of a required service solely because of the diagnosis, type of illness,
or condition.Notwithstanding the above, all covered services must be provided in compliance
with the Mental Health Parity and Addiction Equity Act of 2088d with EPSDT requirements,
andtherespective federal regulations.

BMS will have the authority to overrigemyMCO utilization management guideline on a case
by-case basisThe BMS Medical Director shall coordinate with the MCO Medical Director in
the exent an override is appropriate based on thorough internal reimmVCOmustbe
responsible for payment should a utilization management guideline be overridden.

4.11 Force Majeure

TheMCO will be excused from performance hereunder for any period isgirievented from
providing, arranging for, or paying for services as a result of a catastrophic occurrence or natural
disaster including but not limited to an act of war, and excluding labor disputes.

4.12 Time Is of the Essence

In consideration of theged to ensure uninterrupted and continuous MCO perfornaantce
service deliverytime is of the essence in the foemance of the obligainsunder this ©ntract.

4.13 MCO Response Time Frames

TheMCO must submit required reportgguests for informatiomlocumentation, ad hoc reports,
data certification formsyverpayment remittancest any othertem required within tle time
frames provided by thi€ontractor by BMS. If an MCO does not submatrequired or ad hoc
report,requests for informatiordocumentation, data certification foroyerpayment remittance,
oritemrequired to meet any Statefegderal reporting requirements (e.g., providesventable
conditions) taBMS within the timeframesoutlined in thisContractor in theB M SréquestBMS
may assesjuidateddamages on the MCO. The MG@I have a on€l) business day grace
period following the due date of the data, repatuests for informatiomocumentation
overpayment remittancer data certificatiorform. However, for each additional day an item is
overduebeyond the grace peripBMS may asseskguidateddamages on the MCO as outlined
in Article Il, Section 6 and\ppendixG.
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5. DECLARATIONS AND MISCELLANEOUS PROVISIONS

5.1 Competition Not Restricted

In signing thisContract theMCO asserts thato attempt has been made or barmade by the
MCO to induce any other person or firm to submit or not to submit a profooghke provision
of services coverely this Agreemenfior the purpose of restricting competition.

5.2 Binding Authority

EachMCO representative signing ti@ontractmust submit written certificatioalong with the
signedContractthat he/she is the person in the organization responsiblerfauthorized to
make, decisions regarding this@ract.

5.3 Nonsegregated Facilities

TheMCO certifies that it does not and will not maintain or provide for its employees any
segregated facilities at any of its establishmeartd that it does not permit its employees to
perform their services at any location, under its control, where segregated facilities are
maintained. Th&CO agrees that a breach of this certification is a violation of Equal
Opportunity in Federal employmenn addition, thelCO must comply with the Federal
Executive Order 11246 entitled "Equal Employment Opportunity" as amended by Executive
Order 11375 and as supplemented in the United States Department of Labor Regulations (41
CFR Part 30). As used in thcertification, the term "segregated facilities" includes any waiting
rooms, restaurants and other eating areas, parking lots, drinking fountain, recreation or
entertainment areas, transportation, and housing facilities provided for employees which are
segregated on the basis of race, color, religion, or national origin, because of habit, local custom,
national origin or otherwise.

The organization further agrees (except where it has obtained identical certifications from
proposedsubcontractors for spea time periods) that it will obtain identical certifications from
proposedsubcontractors which are not exempt from the provisions for Equal Employment
Opportunity; that it will retain such certifications in its files; and that it will forward a copy of
this clause to such proposBdbcontractors (except where the propoSelcontractors have
submitted identical certifications for specific time periods).

5.4 Offer of Gratuities

TheMCO warransthat it has not employed any company or person other thanafide
employee working solely for thdCO or a company regularly employed as its marketing agent
to solicit or seure theContractand that it has not paid or agreed to pay any company or person
any fee, commission, percentage, brokerage fee, gifégy other consideration contingent

upon or esulting from the award of theo@tract.

For breach or violation of this warran®MS will have the right to terminate this Contraath
thirty (30) day notice without liability or, at its discretion to pursuey otheremedies available
under this Contraair by law.
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5.5 Employment/Affirmative Action Clause

TheMCO agrees to supply employment/affirmative action information as required for agency
compliance with Title VandVII of the Civil Rights Acts of 184.

5.6 Hold Harmless

TheMCO agrees to indemnify, defend and hold harmless the State of West Virgirdvs)d
its officers and employees from and against:

1. Any claims or losses for services rendered bySutycontractor, person or firm
performing or supplying services, materials, or supplies in commesiih the
performance of the @htract. The activities of the Enrollmdaitoker and the Fiscal
Agent do notonstitute theMCOG performance;

2. Any claims or losses to any person or firm injured or damaged by the erroneous or
negligent acts, including without limitation, disregard of Federal or State Medicaid
statutes or regulations of tMCO, its officers, emplyees, oSubcontractors in the
performance of the contract;

3. Any claims or losses resulting to any person or entity injured or damaged MZ e
its officers, employees, @ubcontractors by the publication, translation, reproduction,
delivery, performaoe, use or disposition of any data used unde€Ctrractin a manner
not authorized by the contract, or by Federal or State statutes or regulations;

4. Any failure of theMCQO, its officers, employeesr Subcontractors to observe State and
Federalaws, including but not limited to labor and minimum wage laws.

5.7 Confidentiality

TheMCO agrees to comply with applicabdate andederal law regarding
confidentiality/privacy including the confidentiality requirements of 81160 and 81902(a)(7) of
the Social Security Acgtthe information safeguarding requiremeoitditle 42, Part 431, Subpart
F (42 CFR 431 F)and Title 45, Parts 160 and 164 the extent they apply

TheMCO agrees that all material and information, and particularly informatiotive i@
individual applicants oenrolleesof assistance througbMS, provided to thaMCO by the State
or acquired by th&#1CO in performance of th€ontractwhether verbal, written, recorded
magnetic media, cards or otherwigdl be regarded as confideaitinformation and all
necessary stepsustbe taken by th&1CO to safeguard the confidentiality of such material or
information in conformance with federal and state statutes and regulations.

TheMCO agrees not to release any information provide@Ig\s or providers or any
information generated by thCO regarding thisContractwithout the express consent of the
Contracting Officer, except as specifiettherwise provideth this Contract

5.8 Independent Capacity

TheMCQO, its officers, employee§ubcontractors, or any other agent of Mh&O in
performance of this Agreement mustt in an independent capacity andstnot hold
themselves out to be officers or employees of the State of West VirginiBMSf
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5.9 Contract Liaison

Both parties agree to have specifically nar@editractiaisons at all times. These representatives
of the parties will be the first contacts regarding any questions and problems which arise during
implementation and operation of the contracthBearties agree to immediately notify the other
party in writing should they appoint@ontractiiaison other than the liaison named in this
contract.TheMCOG& Contractliaisonmayalso fulfill the duties of the Medicaid Administrator,
asoutlined inArticle 111, Section4 of the contract.

5.10 Key Staff Positions

Key MCO personnel (e.g., owners, directors) must meet state requirements for experience,
licensure, and other ownership requirements.

TheMCO mustprovideBMS with an organizational chart depicting the key staff positinrike
Medicaid line of businedsy October1® of eachContractyear The organizational chamust
include the namesitles, andcontact information fothe following key staff positionsr
functionst he MCOO6s Chi ef E x@hefFinansiatOffod(GFO)Contrac{ CEO)
Liaison/Medicaid Administratoiedical Director Medical Management (Utilization
Review/Care Management) Director, Quality Direcddember ServiceBirector, Clams
Payment Director, Provider Relations Directoiformation Technologiirector, Department
Managers, and other staff specifically named in the application for certificati@MCO must
notify BMS in writing of changes in key staff positiondien indviduals either leave or fill these
key positionswithin fourteen {4) calendar days of any change. TMEO mustalso provide an
updated organizational chart witHourteen {4) calendadays of request

The Medical Director and the Director iedical Managementor designeenustrespond to
requests ofhe B M SNedical Directoror ContractAdministratorwithin three(3) business day

5.11 Location of Operations

TheMCO mustnotify BMS forty-five (45) calendardays in advance of any proposal to modify
claims operations and processiegrolleeservices, or case management processemtnat
include the relocation of operations.

5.12 Communication with BMS

TheMCO mustacknowledge receipt & M Swaritten, electronic, or tephonicinformation
requestsas expeditiously athe matter requiresr no later than tw¢2) business dayafter
receipt of the request froBMS. TheMCOGs information requesicknowledgment must inade
a planned date afformation requestesolution. A detailed resolution summary advisdBigS
of theMCOG action and resolutiomustbe rendered tBMS in the format requested.

B M Suigentinformationrequests such as issues involving legisainauiries, inquiries from

other governmental bodies, urgent inquiriesasdetermined by8BMS, must be given priority by
the MCO and comgeted in accordance with thieformationrequesor instructions frorBMS.

BMS will provide guidance with respect to any necessary deadlines or other requirements. A
resolution summary, as describedBMS, mustbe submitted t@MS.
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M C O Gadlure to communicateeomplete meanimgful, and timely responses &l B M S 6
information requestsiay result imemediesas described in Article IGection6 andAppendixG
of this contract.

5.13 Waivers

No covenant, condition, duty or obligation, or undertaking contained in or made a part of this
Contractwill be waived except by the written agreement of the parties.

5.14 Compliance with Applicable Laws, Rules, And Policies

TheMCO and itsSubcontractorsin performing this contracmustcomply with all applicable
Federal and State layregulationsand written policies, including those pertaining to licensing
and including those affecting the rights of enroll@é@€0Osmustinclude provisiaos relating to
compliance with such laws fBubcontracts with providera.\ssessment of complianoceustbe
included in the MCQ&credentialing procedures to the extent feasible

Work performed under thiSontractmust conform to the federal requirements set forth in Title
45, CFR Part 74 and Title 42, Part 434. M@O mustalso abide by all applicable Federal and
State laws and regulations including but not limited to

T
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Section 504 of the Rehabilitation Act of 1973

Title IX of the Education Amendments of 1972

The Age Discrimination Act of 1975;

Titles Il and Ill of the Americans with Disabilities Act;

Section 542 of the Public Health Service Asgrtaining to nondiscrimination against
substance users;

Title 45, Part 46 of the Code of Federal Regulations, pertaining to research involving
human subjects;

Title 45 Parts 160 and 164 Subparts A and E, pertaining to privacy and confidentiality

Title 42 Parts 434 and 43& the Code of Federal Regulatigpgrtainingto managed
care;

Title 42 Parts 438, 440, and 457 of the Code of Federal Regulations, pertaining to mental
health parity and addiction equity;

Copeland AntiKickback Act;

Davis-Bacon Act;

ContractWork Hours and Safety Standards;

Right to Inventions Made tber aContractor Agreement;
Clean Air Act and Federal Water Pollution Control Act;
Byrd Anti-Lobbying Amendment;

Debarment and Suspension;
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American Disabilities Act of 1990 as amended;

Assisted Suicide Funding Restriction Act of 1997;

Patient Protectioand Affordable Care Act (PPACA)

Mental Health Parity and Addiction Equity Act of 2008;

Health Care and Education Reconciliation Act of 2010 (HCERAJ
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Any other pertinent Federal, State or local laws, regulations, or policies in the
performance of this contract.

TheMCO mustcomply with all applicablé&ederal and State Iawregulations, policies, or
reportingrequirements rededto comply with thepoliciesandregulations set forth in the Patient
Protection and Affordable Care Act (PPACA), P.L. 1148, enacted on Mel 23, 2010, and the
Health Care and Education Reconciliation Act of 2010 (HCERA), P.L-.15P] enacted on
March 30, 2010

The MCO mustalso comply with requirements and regulations pertaining to:

1 Copyrights, data, and reporting and patent rights unde€angractinvolving research,
developmental, experimentalr demonstration work with respect to any discovery or
invention which arisg or is develogdin the course of this contract;

1 Applicable standards, orders or requirements under Section 306 of the Clean Air Act (42
USC 1857(h)), section 508 of the Clean Water Act (33 USC 1368), Executive Order
11738, and Environmental Protectionekgy regulations (40 CFR part 15); and

1 Energy efficiency which are contained in the State energy conservation plan issued in
compliance with the Energy Policy and Conservation Act (P.L16%5).

TheMCO mustprocure all necessary permits and licenses aittedy all applicable laws,
regulations, and ordinances of the United States, State of West Virginia, and political subdivision
in which work under th€ontractis performed.

TheMCO mustretain at all times during the period of tlisntracta valid Cerificate of
Authority issued by the State Commissioner of Insurance.

TheMCO mustpay any sales tax, use and personal property taxes arising out@diriact
and the transactions contemplated thereby. Any other taxes levied upon this contract, the
transaction, or the equipment or serviakivered pursuant heretdll be borre by theMCO.

The MCO mustadhere to the provisions of the Clinical Laboratory Improvement Amendments
of 1988 (CLIA) Public Law 10&78.

5.15 Non-discrimination

The MCOmustcomply with all Federahnd State laws relating to naliscrimination including

but not limited to : TitleVI of the Civil Rights Act of 1964, (42 U.S.C. 82000d et seq.) and as
applicable 45 CFR Part 80 or 7 CFR Part 15; Section 504 of the Rehabilitation Act of 1973 (29
U.S.C. 8794); Americans with Disabilities Act of 1990 (42 U.S.C. 812101 et seq.); Age

24



Discrimination Act of 1975 (42 U.S.C. 88616107); Title IX of the Education Amendments of
1972 (20 U.S.C. 881681688); Food Stamp Act of 1977 (7 U.S.C. 8200 et seq.); Executive
Order 11246 and its implementing regulations at 41 CFR Part 60; Executive C2d6r a4Bd its
implementing regulations at 45 CFR Part 87 or 7 CFR Part 16; The Immigration Reform and
Control Act of 1986 (8 U.S.C. 81101 et sedhe MCO maynot discriminate in enroliment,

delivery of health care, or any other activity against enrobbeeke basis of health status,

conditions of or type of enroliment in the geographic areas within the managed care initiative, or
need for health care services

BMS will deny payments for any new enrollees for whom payment is denied by CMS tthee
M C Gstdiscrimination of enrollees based on their health status or services sought.

5.16 Federal Requirements and Assurances

TheMCO mustcomply with those federal requirements and assurances for recipients of federal
grants provided in OMB Standard Form 424Bich are applicable to tfHdCO. TheMCO is
responsible for determining which requirements and assurances are applicabM@®the

Copies of the form are available frdMS.

TheMCO mustprovide for the compliance of arf8ubcontractors with applicable federal
requirements and assurances.

5.17 Lobbying

TheMCO, as provided by 31 U.S.C. 1352 and 45 CFR 93.100 etvaélqnot pay federally
appropriated funds to any person for influenain@ttempting to influence an officer or

employee of any agency, a member of the U.S. Congress, an officer or employee of the U.S.
Congressor an employee of a member of the U.S. Congress in connection with the awarding of
any federal contract, the makingany cooperative agreemeat the extension, continuation,
renewal, amendmendr modification of any federal contract, grant, lpancooperative

agreement.

The MCO mustsubmit toBMS a disclosure form as provided in 45 CFR 93.110 to 45 CFR Part
93, if any funds other than federally appropriated funds have been paid or will be paid to any
person for influencing or attempting to influence an officer or employee of any agency, a
member of the U.S. Congress, an officer or employee of the U.S. Cqorgrasemployee of a
member of the U.S. Congress in connection with this contract.

TheMCO mustrequire that the language of this certification be included in the award documents
for all subawards at all tiers (includinBubcontracts, sugrants, and contcés under grants,

loans, and cooperative agreements) and that altestipientsmustcertify and disclose

accordingly.

This certification is a material representation of fact upon which reliance was placed when this
Contractwas made and entered into. Sussion of this certification is a prerequisite for making
and entering into thi€ontractimposed under Section 1352, Title 31, US Code. Any person who
fails to file the required certification wilbe subject to a civil penalty.
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5.18 Disclosure of Interlocking Relationships

If the MCO is not also a Federal@ualified MCO under the Public Health Service Act, it must
report to the State, and on request, to the Secretary, the Inspector General of DHHS, and the
Comptroller General, a description of transactions betweeM @@ and parties in interest.
Transactions that musebeported includelj any sale, exchange, or leasing of propegy; (

any furnishing for consideration of goods, servicgdacilities (but not salaries paid to
employees); andj any loans or extensions of credit. TMEO mustmake the information
reported available to its enrollees upon reasonable request.

TheMCO will covenant that it, its officers @nrollees employeesor Subcmtractors willnot
acquire any interest, direct or indirect which would conflict or compromise in any manner or
degree \ith the performance of its services hereunder. NIG® further covenants that in the
performance of the contract, tMeCO mustperiodically inquire of its officergnrolleesand
employees concerning such interests. Any such interests discovestioe promptly presented
in detail toBMS.

5.19 B M Sbata Files

B M Sdata files and data contained theneili be and remain thB M Spgyoperty andnustbe
returned taBMS by theMCO upon the termination of thiSontractatB M Sréquest, except that
anyBMS datafiles no longer required by thdCO to render services undtis Contractmust

be returned upon such determinatioB d¥l Sréquest.

B M Sdatawill not be utilized by th&CO for any purpose other than that of rendering services
to BMS under this contract, navill B M Sdata or any part thereof be disclosed, sold, assigned,
leasedor otherwise disposed of to third parties by M@O unless there has been prior written
BMS appoval.

BMS must upon request to tHdCO, have the right of access and use of any data files retained
or created by th®1CO for systems operation under this contract.

TheMCO mustestablish and maintain at all times reasonable safeguards against the destruction,
loss or alteration oB M Sdata and any other data in the possession dVi®@ necessary to the
performance of operations under this contract.

5.20 Changes Due to a Section 1915(b) Freedom of Choice or 1115 Demonstration
Waiver

The conditions described in the contract, including but not limited to enrollment and the right to
disenrollment, are subject to change as provided in any waiver under section 191%(§ of
the Social Security Act (as amended) obtaine@ms.

5.21 Contracting Conflict of Interest Safeguards

TheMCO asserts that to the best of its knowledge that the process of procuri@gniviacthas
been compliant with the federal contracting requiremseit$orth in42 CFR 438.3
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The MCOmustnot pay, offer to pay, or agree to pay, either directly or indirectly, any fee,
commission, compensation, gift, gratuity, or other thing of value to an employee or agent of the
State of West Virginia with the intent to influence work related tdCivetrad.

5.22 Prohibition Against Performance Outside the United States

The MCO and a Subcontractor must comply with the requirements of Section 6505 of the
PPACA, entitled AProhibition on Payments to |
United State . 0

All work performed bythe MCO or a Subcontractor under ti@®ntractmust be performed
exclusively within the United Statedo paymentsnustbe made for services or iterng the
MCO or a Subcontractdo any entity or financial institution outside thie United States.

All information obtained byhe MCO or a Subcontractor under ti@®ntractmust be stored and
maintained within the United States.

The term Awithin the United Stateso means any
comprising théJnited States of America, including of any of fbety-eight @8) coterminous
states in North America, the states of Alaska and Hawaii, and the District of Columbia.

5.23 Freedom of Information

Due regard will be given for the protection of proprietafpimation contained in all
procurementelateddocuments received; howevére MCO should be aware that all materials
associated witlthis agreemenéare subject to the terms of the Freedom of Information Act, the
Privacy Act and all rules, regulations\dainterpretations resulting therefrom. It will not be
sufficient for the MCO to merely state generally that the material is proprietary in nature and not
therefore subject to release to third parties. Those particular pages of sections which MCO
applicantbelieves to be proprietary must be specifically identified as such.

6. CONTRACT REMEDIES AND DISPUTES

6.1 MCO Performance

The MCO is expected to meet or exceedall Sdbjectives and stalards, as set forth in the
Contract. All areas of responsibility and @lbntractrequirements will be subject to performance
evaluation byBMS. A designated representative of ME€O and a designated representative of
BMS maymeet as requested by either party, to review the perfarenaf theMCO under this
Contract. Writtén minutes of such meetings wile kept. In the event of any disagreement
regarding the performance of services byNi€O under this ©ntract, the designated
representativesiustdiscuss th@erformanceroblem ad negotiate in good faith in an effort to
resolve the disagreement.

For purposes of th Contract, an item of nenompliancénon-performance means a specific
action oftheMCO or its Subcontractor, agent and/or consulttrat:

1 Violates a provision of tiContractincluding Appendces;

1 Fails to meet an agreed measure of performandéor standarcr
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Represents a failure ¢ie MCO to be reasonably responsive to a reasonable request of
BMS for information, assistance, or support within the timeframe specifi&M§y.

Non-performance of this Contract includésit not limited to:

T
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Failing substantially to provide Medically@¢essargoveredservices that the MCO is
required to provide, undéaw or under itsContractwith BMS, to an enrollee cared
under the Gntract;

Imposng premiums, copays, or charges that are in excess of the premiums, copays, or
charges permitted under the Medicaid program;

Actingto discriminate among enrollees on the basis of their health status or need for
health care services, including termingtof enroliment or refusal to reenrolh @&nrollee
except as permitted under the Medicaid program, or any practice that woulcatdgson
be expected to discourage enrolimentbyolleesvhose medical condition or history
indicates probable need for substantial future medical services;

Misrepresernhg or falsifying information thathe MCO furnishes to CMS or to the State;

Misrepresenhg or falsifying of information thathe MCO furnishes to an enrollee,
potential enrollee, or health care provider;

Distributing directly, or indirectly through any agent or independent contractor,
marketing materials that have not been approved by the State or that contain false or
materially misleading information;

Failing to maintain an adequate network of properly credentjaledders;
Failing to comply with the providereimbursementequirements of this @tract
Failing to comply with theeporting requirements of thiso@tract;

A pattern of inappropriately denying payments for emergealated servicesor

Violating therequirements of sections 1903(m) or 1932 of the Social Security Act, and
any implementing regulations

6.2 Corrective Action Plan (CAP)

At its option,BMS may requirehe MCO to submit tadBMS or its designee a written plan (the
ACorrect i vEAROC)t itoon cPsbhee momdrformmance of the @itract, as
determined byBMS.

1.

2.

The CAP mustprovide:
a. A detailed explanation of thereasdn® r t h e -pe@ddndasce n o0 n
b. TheMCOG6 s a s s amlgsisnétinetcauseif applicable and
c. A specific proposal to cure or resolve ti@performance

BMS may require £ AP to provide:

a. Accelerated monitoring that includes more frequent or more extensive monitoring
by BMS or its agentincludingacceleratednonitoring of any area in which the
conplianceis not fully met
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b. Additional, more detailed, financiand/or programmatic reports to be submitted
by theMCO; and

c. Additional and/or more detailed financial and/or programmatic audits or other
reviews of the MCO

3. TheCAP must be submitted by the deadline set forth inrBhHé Sréquest for £LAP. The
CAP s subject to approval ByMS, which will not be unreasonablyithheld.

4. BMS will notify theMCO in writing of its final disposition oB M Sabncerns. IBMS
acceptsheMCO G s p r @AP, BMSnwhy:

a. Condition such approval on completion of tasks in the order or priority3ii&t
may reasonably prescribe;

b. Disapprove portions dheMCO6s pICARp os ed

c. Require additional or different corrective action(t limited to theactions
described in paragraph (r

d. Notwithstanding the submission and acceptance®AR MCO remains
responsible for achieving all written performance criteria.

5. B M Sakceptance of @AP under this Section will not:
a. ExcuseheMC O 6 s npnrperformance;
b. RelievetheMCO of its duty to comply with performance standards; or

c. ProhibitBMS from assessing addition@ontractremedies or pursuing other
appropriate remedies for continued fmerformance

BMS retains authority to impose additional remediesaunttils Contractor stateand federal
statutes that address areas of-performance. Nothing in this provision preveBtdS from
exercising that authority.

6.3 Conditions Endangering Performance

At its option,BMS mayprovide theMCO with written notice of conditions endangering
Contractperformance. Conditions that endanger performance include, but are not limited to, the
following:

1 Failingto substantially provide Bdically Necessargoveredtems and services that are
required (undr law or under th1COG Contractwith BMS) to be provided to an
enrollee covered under ti@ontract;

1 Imposing premiumscopayspr charges enrollees in excess of the premjwmsayspr
charges peritted undeithe Medicaid program

1 Engagingin any pradte that discriminates on the basis of health status or need for health
care services;

1 Misrepresenting or falsifying information furnished®b!S, an enrollee, a potential
enrollee or health care provider;

1 Failing to comply with the physician incentivegrerements under section
1903(m)(2)(A)(x) of the Social Security Act; or
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1 Distributing directly or through any agent or independent contractor marketing materials
that contain false or misleading information.

BMS must notify the CMS Regional Officeé anytime any of the above conditions are found to
exist ortheMCO:

Is found to laveperformance deficiencies iany of the abovareas

Is under a CAP

Has leen assessed liquidated damages;

Has had enrollment suspended;

Has had temporary management appointed by the State;

Has had payments suspended;

Is engaged in dispute resolution;

Is being terminated for defaudir
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Is otherwise nowompliant or has a performance defastdescribed Article II, Section
6 of thisContract

Unless otherwise specified in the written notice of condition(s) that endanger perforBislis;e,
in its sole discretionmayallow theMCO an allotted amount dfusinesslays to remedy the
condition(s) contained in the notice. If after suche®bf conditions that endanger performance
theMCO fails to remedy the conditions contained in the notice, withir{10) businesglays or

the time period specified in the noti®&\VS maypursueotherremedies under thiSontractor
anyintermediateemaedies outlined in 42 CFR 438.702

6.4 Failure to Meet Contract Requirements

The MCO must comply with all requirements and performance standards set forth in this
Contract.The MCO agrees that failure to colpwith all provisions of th&Contractmay result
in the assessment @mediesand/or terminadn of the Wntract, in whole or in part, in
accordance with thiarticle. The MCO agrees and understands tB&tS may pursue
contractual remedies for ngperformanceinderthe Gntract. At ay time and at its discretion,
BMS mayimpose or pursue or{@) or more remedies for each item of Aeerformanceand will
determine remedie®n a casdy-case basis.

BMS is entitled to monetary damages in the form of actual, consequential, direct, indirect,
special, and/okiquidatedDamages resulting fromme M C O danperformancainder this
Contract.In some cases, the actual damagBMs as a result of the MC@ failure to meet any
aspecbf the responsibilities of th€ontractand/or to meet specific performae standards set
forth in theContractwill be difficult or impossible to dtermine with precise accuracy.
Therefore, in the event obnperformance undehis Contract,BMS will impose, in writing,
LiquidatedDamages against the MCBMS will assesd.iquidated Damageagainst the MCO
regardless of whether tl@n-performancas the fault of the MCQ@r the MCOs Subcontractors,
agents and/or consultants, providddS has not materially caused or contributed tortbe
performance
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TheLiquidated Damagegrescribed in thi€ontract are not intended to be in the nature of a
penalty, but are intended to be reasonable estimag&dMdbayojected financial loss and damage
resul ting f r eperfoimanee. Adc€odiagdy, imthe event the MCO fails to perform
in accordance wh theContract,BMS may asseskiquidated Damageas provided in this

Section and iMAppendixG of this Gontract.Monetary penalties imposed under t8isntractwill

not exceed the amounts established under 42 CFR §438.704.

Any Liquidated Damageassesselly BMS will be due and payable within thirty (30) calendar
days after the MCOGO6s receipt of the notice
interpretation which led to the notica an appeal of the notice filed by the MAOMCO fails

to pay assessed damages withinty (30) calendadays, the amount of damages will be

deducted against capitation payments dubedCO or that become due at any time after
assessment of thequidated Damage8MS will make deductions until the full amount payable
by the MCO is collectedAll Liquidated Damagesnposed pursant to this @ntract, whether

paid or due, must be paid by the MCO out of administrative costs and profits.

Per 42 CFR 438.7@d), if BMS impo<es Liquidated Damages on the MCO for charging
premiums or charges in excess of the amounts permitted under the C&M@atjll deduct

the amount of the overcharge from the Liquidated Damage and return it to the affected enrollee.

If at any timeBMS detemines the MCO has not met any aspddhe responsibilities of the
Contractand/or the specific performance standards due to mitigating circumstBM®s,
reserves the right to waive all or part of thguidated Damage®\ll such waivers must be in
writing, contain the reasons for the waiver, Aegdigned by the representativeRiS.

Neither the occurrence of an event constituting an elléddCO norperformance of this
Contractnor the pending status ofyanlaim for nonperformance o€ontractis grounds for the
suspension of performance, in whole or in parth®MCO of any duty or obligation with
respect to thegrformance of this @ntract.

TheMCO is responsible for any damages, penalties, or disallowances imposed on the State or
MCO arising fromany noncompliance or noiperformance related to the delivery of the
covered services or deliverables under @usitractby the MCO, its Subcontractors or agents.

6.5 Temporary Management

The Statenustappointtemporary managemeas a remedynder the circumstances described

in 42 CFR 438.706nd 42 CFR 438.704f the State determisg¢hat the MCO has repeatgd

failed to meet the substantive requirements in Sections 1903(m) or 1932 of the Social Security
Act and that the continued operatioithe MCO would be hazardous to enrolleBse
Commissioner othe Offices of the Insurance Commissiondt! be responsible for the

imposition of suchremedyas set forth in Section 3HA-19 of the West Virginia HMO Act of

1977 If temporary managemeistimposedthe Statewill notify enrollees of their right to

terminate enroliment in the MCO

The State may terminatke Contractand enroll that entif§ enrollees in other MCOs or provide
their Medicaid benefits through other options included in the State
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Nothing preclude8 M Sright toappoint temporary managemehiring the time in which the
MCO is remedying the condition(s) or while an appegqliested by th&#CO is pending
However, before aniemporary management is appointBMS will notify, in writing, the MCO
of the specifimon-performanceWithin ten(10) businesslays of receipt of this written
notification, theMCO will forward a plan ¢ remedy thision-performanceéo BMS. BMS will, as
soon as possible, notify tihdCO whether it agrees to the plan, and if so,M@O will
immediately begin to remedy tm@nperformancen accordance with the plan, and will have
fifteen (15) businesslaysto do ®. If the plan is not accepted, such reassitkbe given, and the
MCO will revise the plan to refle@® M Sahanges, and then will resubmit and then will
immediately begin to remedy tm@n-performancend will havefifteen (15) businesslays todo
0.

6.6 Suspension of New Enroliment

WheneveBMS determinesion-performance by the MCO under thioftract BMS may
suspend enrollmermcluding default assignment new enrolleegto the MCOunder this
Contract.BMS, when exercising this option, miunotify theMCO in writing of its intent to
suspend new enrollmeot default assignmerdt least ter§10) businesslays prior to the
beginning of the suspension periodaccordance with Section 6.8he suspension period may
be for any length of timepgcified byBMS, or until the norperformance is remedigdrfor an
unspecified time period.he suspension period may extend up toQbetract expiration date as
provided undeArticle I. BMS maygrant MCO enrollees the right to terminate enroliment
without cause antb notify the affected enrollees of their right to disenasitl to reenroll in
another MCO

6.7 Payment Suspension

BMS maysuspengortions of capitation payments from thi€CO asa remedy for non
performanceWheneveBMS determines that thRICO has failedo provide ond1) or more of
the Medically NecessargoveredContractservicesBMS maysuspendin estimated portion of
theMCOGs capitation payment in subsequent monBagh suspension amount wille equal to
the amout of moneyBMS expecedthe MCO to pay forMedically Necessary covergdontract
servicesplus any administrative costs involved. TMEO maynot denyanyMedically
Necessary coveredontractservicesn order to receive adjusted payment levels. MI@&O will
be given written noticat least ten (10) business day®r to thesuspensiof any capitation
paymentin accordance witlrticle I, Section 6.8

When itsuspendpayments under this sectiddiylS must submit to th&1CO a list of the
enrolleedor whom payment is beinguspendedhe nature of service(s) denied, and payments
BMS must make to provide MedicallyddessargoveredContractservices. When all payments
have been made BMS for theMCO Medically Necessary coverdgdontractservicesBMS

will reconcile the estimatesuspensiomgainst actuatnrolleepayments.

BMS maysuspend MCO paymenits accordance witd2 CFR 455.23 case bacredible
allegation of fraud against the MCO
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6.8 Dispute Resolution

This Contractis not subject to arbitration. ArgctionconcerninglCO nonperformanceainder
this Contractwill be decidedn acordance with Articldl, Section6 of thisContractby the
Contracting Officer whavill put his/her decision in writing and serve a copy orMiO and
BMS as soon as administratively possible after the MCOp®formance was identifiedhe
Contracting Officefs decisiorwill be final unless withiten(10) businesslays of the receipt of
such copy, th&1CO or BMS files with the Contracting Officer a written appeal.

As a response to an appehk Contracting Officemustissue his/her recommended course of
action to the Commssoner,BMS. The CommissioneBMS will review the Contracting
Officerés recommendation and issue a decigsiorthe appeakithin ten(10) businesslays

Should theMCO disagree with the decision, tMCO can request a hearing before an
administrative lawudgewithin ten(10) businesslays whowill take evidence and hear oral
argument. In connection with any appeal proceeding under this subsectiiG @heill be
afforded an opportunity to be heard and to offer evidence and oral argument in support of it
appeal. At such hearinBMS will also offer evidence and oral argument in support of its
position.

The administrative law judge, who will serve as an impatrtial fact find#rissue a proposed
decision to thé&/ICO and toBMS within sixty (60) calendaidays of the end of the hearing. The
MCO andor BMS will haveten(10) businesglays after the mailing of the proposed decision to
request aecisionreview. If such a request is made, the Secretary, Department of Health and
Human Resourcaesill , thereafter, iage a final decision. There must no ex parte
communications with the administrative law judge during pendency of the appeialg any
appeabrocess, theopies of all pleadings or other documents being filed in connection with the
appeaimust be delivered to the administrative law judbee reasonable costs of an
administrative appeal including costs of reporting and preparing a transitiripe waid by the

party appealing. Such decisiaill be final except to the extent that tME€O appeals to the

Circuit Court of West Virginia. The pendency of an appeal to the Secretary or the Circuit Court
will not automatically stay any notice of terration which may be appealable.

Pending final determination of any dispute, €O mustproceed diligenyt with the
performance of thi€ontractand in accordance with the Contracting Off@satirection.

TheMCOG failure to followthe procedure set oabove willbe deemed a waiver of any claim
which theMCO might have had.

BMS and the MCO agree that a State or Federal statute, rule, regulation, or Federal guideline
will prevail over the provisions of this Section unless the statute, rule, regulatguidetines
can be read together with this Section to give effect to both.

6.9 Termination For Default

The State of West Virginia, Department of Administration PurchaamdjorBMS may
terminate performanaaf work under thisContractin whole, or in part, whenever théCO
defaulsin performance of thiContractandfailsto cure such default or make progress
satisfactory tdMS towardContractperformance within a period difirty (30) calendadays
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after receipt of notice of defauldr such longer period &MS may allow). Such termination
will be referred to herein as "Termination for Default.”

Events constituting a Termination for Default include, but are not limited to:

1. MCO insolvency or the MCOadgatiors asitheyubecemet o0 me e
due;

2. MCO failure to pay claims;

3. Untimely service authorizations or other acts or omissions of the MCO or its
Subcontractors resulting in a substantial risk to the health of the enrollees;

4. The MCO or itsSubcontractors, affiliates @gents are expelled or suspended from
federal health insurance programs under Title XVIII or Title XIX of the Social Security
Act;

5. Any action taken by th&/est Virginia Offices of the Insurance Commissiodeemed by
BMS to adversely affect the ability tfie MCO to provide healthcare services to its
enrollees;

6. Failure of the MCO to obtain signed provider agreemé&uilscontractor agreements or
agreements with other agents of the Mtb@ impairs the ability of the MCO to perform
the services under ti@ontractand failure to cure within thirty (3@alendadaysor such
longer period aBMS may allow

7. The MCO misrepresents, omits or otherwise falsifies information or the MCO knowingly
permits itsSubcontractors, affiliates or agents to provide fraudulatentionally
misleading or misrepresentative information; or

8. Breach of any covenant contained in @entractand failure to cure such covenant
default within thirty (30)alendadaysor such longer period &MVS may allow

If the MCO defaults in the performance of the duties under the Cord& may exercise
remedies including, but not limited to:

1. Suspension of enrollment;

2. Suspension of capitation payments;

3. Appointment of a management company to oversee the operatithesMCO;
4. Imposition of civil and monetary penalties;

5. Pursuit of any other remedy permitted by law;

6. Termination of the Contract.

If after notice of termination of th€ontractfor default, it is determined by the State or a court
that theMCO was not in default or that tidCOGs failure to perform or make progress in
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performance was due to causes beyond control and without the error or negligend¢@®dthe
or any Sibcontractarthe notice of termination wilbe deemed to have been issued as a
termination for the convenience BMS, and the rights and obligations of the partids be
governed accordingly.

In the event th&tate of West Virginia, Department of Administratiorréhasingand/orBMS
terminates th€ontractin full or in part as provided in this clause, $iate of West Virginia,
Department of Administration Purchasingy procure services similar to those terminated, and
theMCO will be liable for any excess co$ts such similar services for any calendar month for
which theMCO has been paid to provide services to Medicaid clients.

Prior to the termination for default of tMCO, BMS maytake the following steps:

1 After ahearingbefore the administrative lawdge, ifone isrequestd by theviCO as set
forth in Article 11, Section 63, provide theMCO with written notice of the decision
affirming or reversing the proposed termination of the contract, and the effective date of
the termination, if applicable; and

1 For an affirming decision, give enrollees of MME€O notice of the terminatigrand
information regarding enrolleé®ptions for receiving covered services following the
termination and the right to terminate enroliment in MEO immediately without
cause.

In the event of a termination for default, €O mustbe paid for those services whitite
MCO has provided.

TheMCO may terminatgerformance of work under th@ontractin whole, or in part, witta
ninety ©0) daywritten notification to thétate of West Virginia, Department of Administration
Purchasing througBMS, wheneveBMS fails to make payment for services undest@ontract
for sixty (60) calendaidays andailsto cure such nepayment or make progress toward curing
norpayment within a period dhirty (30) calendadays after receipt of thHdCOG written

notice oftermination

The rights and remedies BMS provided in this clausare notexclusive and are in addition to
any other rights and remedies provided by law or under this contract.

If the State of West Virginia, Department of Administration Purchasing tir@&MS terminates

the Contractfor default, the MCO will be responsible for all reasonablesiostirred byBMS,

the State of West Virginia, or any of agministrative agencies to replace the MCO. These costs
include, but are not limited to, the costgoocuring a substitute vendor and the cost of any

claim or litigation that is reasonably attributablaheMCO6s f ai |l ure t o per for
aacordance with the terms of the@iract.

6.10 Termination for Convenience

The State of West VirginiaDepartment of Administration Purchasing throl8MS or may
terminate thisContractat any time with at leastthirty (30) calendarday written noticeThe
MCO must provideBMS a ninety (90) day noticetterminate¢he ContractThe effective date
must be the first day of a month. TRKECO mustbe paid the following:
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1. At theContractprice(s) for services delivered to and accepteB .
2. At a price mutually agreed to by tMCO andBMS for services partially completed.

6.11 Termination Due to Change in Law, Interpretation of Law, or Binding Court
Decision

Any change in Federal or State law, or any interpretation of law by the United 3¢ tment
of Health and Human Services or by a court whose decisions constitute bindiedenitdaa
West Virginia, which significantly alters tddCOGs required activities or any change in the
availability of fundswill be viewed as binding and wiltarrant good faith renegotiation of the
provisions of theContractthat are thus affected. If glu renegotiation proves unsuccessful, the
Contractmay be terminated on written notibg BMS of at leasthirty (30) calendardays prior

to terminatioror by the MCO of at least ninety (90) calendar days prior to the termination

6.12 Termination for Managed Care Organization Bankruptcy

In the event of the filing of a petition in bankruptcy by or againsM@®©, the State of West
Virginia, Department bAdministration Purchasing throudMS will have the right to terminate
the Contractupon the same terms and conditions as a Termination for Default.

6.13 Termination for Unavailability of Funds

The State of West Virginia, Department of Administration ¢hasing througlBMS at its

discretion may terminate at any tim#ée whole or any part afthis Contractor modify the

terms of theContractf federal or state funding for tHéontractor for the Medicaid program as a
whole is reduced or terminated famy reason. Modification of théontractincludes, but is not
limited to, reduction of the rates or amounts of consideration, reducing services covered by the
MCO, or the alteration of the manner of the performance in order to reduce expenditures under
thecontract. Whenever possible, tCO will be giventhirty (30) calendadays notification of
termination.

After modification of the contract, tHdCO will have the right not toantinue theContractf

the newContractterms are deemed to besufficient notwithstanding any other provision of this
contract. TheMICO will have a minimum osixty (60) calendadays to notify theéState of West
Virginia, Department of Administration Purchasing throMS regarding its desire to accept
new termslf the new capitation rates and any ot@entractmodifications are not established at
leastsixty (60) calendadays prior to the expiration of the initial or extension agreenBig

will reimburse theViICO at the higher of the new or current capitatiates for that period during
which the new agreement period had commenced and@@ds sixty (60) calendaday
determination and notification period had not been completed, andiGRewill be held to the
terms of the executed contract.

If BMS is not allotted funds in any succeeding fiscal year for the continued use of the services
covered by this contraddMS may terminate th€ontractpursuant térticle I, Section 6,

hereofat theend of the affected current fiscal period without further chargeenalty BMS is
obligated to pay all charges incurred through the end of thdifoah year at which time this
Contractwill terminate.BMS mustgive theMCO written notice of such nealocation of funds

as soon as possible af@¥S receives notice of such natlocation. No penaltynayaccrue to

the in the event this provision is exercised.
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6.14 Termination Obligations of Contracting Parties

UponContracttermination, theMCO and Subontractoranustallow BMS, its agents and
representatives full access to MEOG and Subcontractdacilities and records to arrange the
orderly transfer of the contracted activities. These records include the information necessary for
the reimbursemerdf any outstanding Medicaid claims.

Upon the date of notificatioaf its intent to terminate thed@tract the MCOmayno longer

accept new enrolleeShe MCOwill remain responsible for providing servicegluding

coverage of inpatient servicglrough the #ective date of th&€€ontracttermination to

individuals enrolled with the MCO aaor before the date of notification to BM#hdto newborns
bornto enrolled mothers during the remaini@gntractperiad. The MCOmustprovide BMS

with the names, PCP assignments, and primary diagnosis of all enrollees with care needs that
require WVDHHS preauthorization, those currently receiving case management, and those with
known future service needs (e.g. schedaledbulatory surgery, pregnancy) by such date as
determined by BMS, with weekly updates thereafftbe MCOmustprovide BMSwith the

names and treatment plans of enrollees with such plans.

UponContracttermination, theVlCO and Subcontractoraustprovide BVIS with all required
reports and datdorough the end of th€ontractperiod aglesribed in this ©@ntract This
requirement includes encounter data, whiakstbe submitted no later thaanety @0) calendar
days after the end of the quarter in which the encounters occBM&Imay request an interim
encounter data submissiamety ©0) calendadays after the termination of the contract

Where thisContractis terminated due to default by theCO:

1 BMS will be responsible for notifying all enrollees of the date of termination and process
by which the enrollees will continue to receive services; and

1 TheMCO will be responsible for all reasonable expenses related to said notification.

Where thisContractis terminated for any reason other than default byM©O:

1 BMSwill be responsible for notifying all enrollees of the date of termination and process
by which the enrollees will continue to receive services; and

1 BMS will be responsible for all expenses tielg to said notification.

6.15 MCO Operations Transition

MCO transitionis defined as the activities that the MCO is required to perform upon termination
or expirationof the Contractin situations where the MCO will transition data aledumentation

to BMS or a subsequent contractéior purposes of this provision, "documentation” means all
operatioml, technical, and user manuals used in conjunction with the software, services, and
deliverables, in whole or in part, tHBMS determinesre necessary to view and extract
application data in a proper format.

The MCO must provide the documentation in the formats in which the documentation exists at
the expiration or termination of the Contract. The data, documentation, information, aoésserv
provided as detailed in this section must be provided at no additional &dSor a

subsequent contract@MS or subsequent contractor must receive and verify all relevant data,
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documentation and information.BMS determines thahedata, docmentation or information
is not accurate, complete, or HIPAZompliant,BMS reserves the right to hire an independent
contractor to assi®MS in obtaining and transferring all the required data and informediuh
to ensure that afif the datas HIPAA-compliant. The MCO is responsible for the reasonable
cost of providing these services.

The MCO must maintain ar@nsitionPlan covering the turnover of tipepogramrecords and
information maintained to eith&MS or a subsequent contractor. ThansitionPlan must be a
comprehensive document detailing the proposed schedule, actinitoes)ationand resource
requirements associated with the turnover taBMKS reserves the right to review the MCO
TransitionPlan and any significant modificationsttee previously approvedransitionPlans.
BMS reserves the right to provide CMS with Transition Plan documentation upon request.

The MCO must transfer 8MS or a subsequent contractor all data and informationssacg to
transition operations, including: data and reference tables; data entry softwarpattyrd

software and modifications; documentation relating to software and interfaces; functional
business process flows; and operational information, inclumbrmg@spondence, documentation

of ongoing or outstanding issues, operations support documentation, and operational information
regarding Subcontractors. In addition, the MCO must provide the followiBYi®or a

subsequent contractor:

1 The MCO must providdata, information, and services necessary and sufficient to enable
BMStomapalMCOdata from the MCO6s system(s) to
BMS or a successor contractor, including a comprehensive data dictionary as defined by
BMS.

1 The MCO must praide all necessary data, information, and services in the format
defined byBMS, and HIPAA compliant.

1 The MCO must provide all of the data, information, and services mentioned in this
section using its best efforts to ensure the efficient administratithe Gontract. The
data and information must be suppliedhe medigormat specified bysMS and
according to the schedule approved8WS in theTransitionPlan.

1 If the MCO does not provide the required data, information, documentation or services
necesary forBMS or the subsequent contractor to assume the operational activities
successfully, the MCO must reimbuBMS for all reasonable costs and expenses,
including: transportatigiodging subsistence to carry out inspection, audit, review,
analysis, reproduction, and transfer functions at the location(s) of any necessary records;
and attorneysod fees and cost s.

This provision does not limB M Sability to impose remedies as set forth ia thontract.

6.16 Cooperation with Other Contractors and Prospective Contractors

The MCOmustcooperate with othéd8MS contractorsand MCOs and will not commit or permit
any act that may interfere with the performance of work by any other contractor or prospective
MCO.
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6.17 Waiver of Default or Breach

Waiver of any defaulvill not be deemed to be a waiver of any subsequent default. Vdaiver
breach of any provision of th@ontractwill not be deemed to be a waiver of any other or
subsequent breach anill not be construed to be a modification of the terms oCibretract
unless stated to be such in writing, signed by an authorized reatdse ofBMS and theMCO,
and attached to the original contract.

6.18 Severability

If any provision of thisContractis declared or found to be illegal, unenforceable, or void, then
both partiesvill be relieved of all obligations under thabypision. The remainder of this
Contractwill be enforced to the fullest extent permitted by law.

6.19 Modification of the Contract in the Event of Remedies

BMS maypropose a modification of thiSontractin response to the imposition of a remedy
under ths Article. Any modifications must be reasonable, limited to the matters causing the
exercise of a remedy amaust bein writing.

7. POST-AWARD READINESS REVIEW

The MCO must satisfy all Readiness Review requirementgovided byBMS prior to the
MCO or its Subcontractas) operational start da¢g). BMS or its agents will conduct a
Readiness Review to determine whether the M€@s Subcontractor(d¢)ave implemented all
systems and processes necessary to begin semiabiees
A Readiness Review [BMS or its designated agent may occur if:

1. A new MCO is contracted lyMS;

2. A new Subcontractor is employed thye MCO;

3. An existing MCO or its Subcontractprovides services in a nesgrvicearea;

4

. An existing MCO or its Subcontractor provides services for a new MCO program or
population;

5. An existing MCO or its Subcontractor changes locations;

6. An existing MCO or its Subcontractor changes @)®r more of itanformation
management systems, claims processing or operational functions; or

7. A Readiness Review is requestedBiS or CMS.
BMS, may, at its discretion, terminate the Contract, postpone the operational start diate(s),

assess other contractual remediesMCO or its Subcontractafail to timely correct all
Readiness Review deficiencies within a reasonable cure period, as determidi8.by
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8. OTHER REQUIREMENTS

8.1 Inspection of Facilities

The MCOand itsSubcontractorsnustprovide the State of West Virgini€@MS, the Office of
the Inspector Generahd any other legallguthorized governmental entity their authorized
representatives, the right to enter the ME&ndits Subcontractes premisesphysical facilities
and euipmentor othe places where work under th@ontractis performed to inspect, monitor
or otherwise evaluate the quality, appropriateness, and timelinsss/afes performed under
this Contract.The Stateof West Virginig CMS,the Office of thdnspector Generahnd any
other legally authorized governmental entitgy conduct such inspections at any time

The MCOand its Subcontractorsustprovide reasonable facilities and assistance for the safety
and convenience of the persons performingehauties (e.g., assistance from MCO staff to
retrieve and/or copy materials). BMS and its authorized agents will request access in writing
except in case of suspected fraweste and abuse. All inspection, monitorirand evaluation

must be performed isuch a manner as not to unduly interfere with the work being performed
under this contract.

In the event that right of access is requested under this seabgoCO orits Subcontractos

must upon requesprovide and make available staff to assighigaudit or inspection effort,

and provide adequate space on the premises to reasonably accommodate the State or Federal
representatives conducting the audit or inspection effort.

All inspectiors or audits willbbe conducted in a manner thatl not unduly interfere with the
performance othe MCO or any Sibcontractor8activities. The MCQand its Subcontractorsill
be giventen(10) businesslays to respond to any findjs of an audit before BMS wiihalize

its findings. All information so obtained will be accorded confidential treatment as provided
under applicable law.

Any Sulrontractwith an approved MCO Subcontractor must include a provision specifically
authorizinginspectionin accordance with the terms set forth in this Section.
8.2 MCO Requirements Related to Information Systems

The MCO must clearly define and document the pdieied procedures that will be followed to
support dayto-day systems activities. The MCO must develop and maintain the following
documents:

1. Disaster Recovery Plan;

2. Business Continuity Plan;

3. Information Security Plan; and

4. Systems Quality Assurance Plan.

The MCO must provide a copy of these documents within ten (10) business days of written
request from BMS.
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8.3 Maintenance and Examination of Records

The MCOand its Subcontractoraust mantain records, books, documents, papad filesthat

are relatedo West Virginid@s Medicaid managed care program services and expenditures,
including reports to BMS and source information used in preparation of these reports. These
reports include but are not limited to financial statements, records relating to qtiahrg and
medical records. In additiothe MCOmust provide, and cause its Subcontractors to provide, at
no cost to BMS or a designggompt, reasonable, and adequate access to any records, books,
documents, papeed filesthat are related to perimance under the Contrachd& MCOandits
Subcontractoragreego permit inspection of its recordspoks, documents, papers and files

which will be conducted in accordance with Federal @tatk laws and regulations regarding
confidentiality. The MCQandits Subcontractorarerequired to submit information to BM&

to a designea a manner that maintains the confidentiality of involved parties (e.g., blacking out
e n r o lad previdé&d&names). The MCO musbmply with the record retention requirements

of Title 45, Sections 74.21 through 74.23 (45 CFR 74.21 through 74.23). Such records, with the
exception of medical records aadrolleeand provider quality assurance and quality

improvemat records when confidentiality is protected by law, are the property of BMS.

The Secretary, DHHS and BMS or a designee have the right to audit and inspect any books or
records of the MCO or itSubcontractors pertaining to the ability of the MCO to bkarrisk of
financial losses and services performed or payable amounts un@amtinact.

Upon nonrrenewal or termination of thisddtract, the MCQOnustturn over and cause its
Subcontractors to turn oveo BMS or to a designee of BMS adicords, book, documents,
papersandfiles that are relatetb persons receiving services and to the administrafitdmno
Contractthat BMS may request.

The MCO musprovide, and cause its Subcontractors to pro\BdiéS and its authorized agents
with reasonable aess toany records, books, documents, papers andtfike81COandits
Subcontractorsaintainfor the purposes of thisddtract. BMS and its authorized agents will
request access in writing except in cases of suspected fvaste and abuse. The MCéndits
Subcontractorsnust make all requested medical records available wii(iL0) businesslays

of BMSbérequest.

Any Sulrontractwith an approved MCO @ contraadr must include a provision specifically
authorizingmaintenance ahexaminatiorof recordsn accordance with thetms set forth in
this Section

8.4 Audit Accounting and Retention of Records

BMS may, at its option,and ¢ 5d Sath capmrdtienaasit o r ¢ ©
they pertain to services anecoveries pursuant to the contracted services.

The MCOandits Subcontractordor puiposes of audit, mugtrovide the State of West Virginia,
the Secretary of the U.S. Department of Health and Human Services and his/her designated
agent, and any otherdally authorized governmental entity or their authorized agents access to
all the MCOandi t s S u b c roatetiats ard informatiéon pertinent teetkervices provided
under this ©ntract, at any time, until the expirationteh (10) years fom the corpletion date of
this Contractas extended. The MCO agrees to comply with the provisions of Section 1861
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(V)(1)(1) of the Social Security Act, as amended, governing the maintenance of documentation to
verify the cost bservices rendered under thisi@ract The MCOandits Subcontractoragree

that authorized State representatives including, but not limit&M8§, personnel, the State

Auditor, and other State and/or any applicable Federal agencies providingixilindave access

to and the right to examentheitems listed above during tl@@ontractperiod and during thien

year postContractperiod or until final resolution of all pending audit quests and litigation.

During theContractperiod, access to these items will be provided to Riviss desgyneeat all
reasonable times. This may require the identification and collection of data for use by medical
audit personnel. During thten (10) year postContractperiod, delivery of and access to the

listed items will be at no cost to the State.

The State and its authorized agents may record any information and make copies of any
materials mairgined for the purposes of ti@ntractnecessary for the audit, excepitrollee
and provider quality assurance and quality improvement records when coafitieisti
protected by law.

Any Sulrontractwith an approved MCO Subcontractor must include a provision specifically
authorizingaudits in accordance with the terms set forth in thection

8.4.1 Accounting

The MCOand its Subcontractors musfintain acounting records relatinto the performance
of the Mntract These accounting records mhstmaintained in accordance witte statutory
basis of accounting

8.4.2 Separate Accounting Records

The MCOand its Subcontractoraustmaintain separate books, records, documéigs and

other evidence pertaining to the adminig#ecosts and expenses of thentractto the exent

and insuch detail amustproperly reflect all revenues and all costs of whatever nature for which
reimbursement is claimed under the provisions ef@ntract. All such documents muse

made availabléo BMSor its designeat its request, and muse clearly idetifiable as

pertaining to the @Gntract.

8.4.3 Retention of Records

All financial and progrenmatic records, supporting documeiffiles, statistical recordsand
other records of enrollees, which are required to amtained by the terms of this6tract
mustbe retained for at leas#n (10) years from the date of expiration or until anygoing
audits have been settled, if longer. If any litigation, claim, negotiation, andither action
involving the records has been started before the expiration t#rtiear period, the records
mustbe retained until completion of the action and ha&son of all issues which arise from @r
until the end of the regulaen (10) year period, whichever is later. The M@@d its
Subcontractaragree to retain the source records for its data reports for a minimem(20)
years and must have written policies and procedures for storing this information.

8.5 Subcontracts

The MCO mayenter into a 8bcontractagreement to fulfill the requirements of this Contract.
Subcontracts must comply with the requirements of 42 CFR 434.6 aDERI238.230Prior to
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delegating functions of the Contract, the M@Dste val uat e t he Subcontract
perform the functions.

All Subcontracts must be in writirapd include the ability for the MCO to revoke the
Subcontractor impose sanction§i t he Subcontractor 0heMGOr f or manc
must provideBMS or itsauthorizedagentghe right to examinany current or former

Sulrontractand all $ibcontractorecords relating to thisdhtractat any timeA Subcontragtor

any other agreement in which the MCO receives rebates, recoupments, discounts, payments,
incentives, fees, free goods, bundling arrangementmy other consideration from a

Subcontractor or any other third party as related toGhigractmust be m writing and agreed

upon i n compl i a@onteactobligatidns. TheVEO MUSt@oeBMS or its
authorizedagentgo examine the Subcontractor agreenatall related records

TheMCO Subcontractagreement must include any applicat@guiremats of thisContractthat

are appropriate to the services being provided, and must assure that all delegated duties under
Subcontractare performed to the same extent as if such were performed by the MCO.
Subcontracts must not terminate legability of the MCO under thi€ontractincluding but nod

limited toArticle Il, Section 6 of this Gntract.BMS reserves the right to review &ubcontracts
and/or any significant moddations to previously approvedi&ontractsThe MCO is required

to submit utilization review and claims process8upcontractsiinety @0) calendaidays pri@

to the effective date of theuScontractfor BMS review and approval.

The MCO may not modify, convey, sell, transfer, assign, delegas¢henwise dispose of the
Contract or any portion thereof or of any right, title, or interest therein without the prior written
consent oBMS. This provision includes reassignment of @entractdue to change in

ownership of the MCOBMS in its discretionmay grant such written approval of an assignment,
transfer, delegation or Subcontract, provided, however, that this paragraph may not be construed
to grant the MCO any right to such approval. This paragraph may not be construed as restricting
the MCO fromentering into contracts with participating providers to provide health care services
to plan enrollees.

BMS reserves the right to require the replacement of any Subcontractor foendiSip be
unacceptable and unable to meet the requirements Gothtgctand to object to the selection
of a SubcontractoBMS reserves the right to require t8AP for any Subcontractor found by
BMS to be unable toneet the requirements of thi@tract.

BMS reserves the right to disallow a proposed subcontractraggement if the proposed
Subcontractor has been formally restricted from participating in a federal entitlement program
(i.e., Medicare, Medicaid).

The MCO mussubmit a report listing eachulcantract,Subcontractor name,ubcontract
effective date and functions by July*of every yeato BMS.

The requirementsfahis Section do not apply tauScontracts entered into for the provision of

any of the following: utilities (e.g., water, electtigitelephone, Internet), mail/shipping, office
space, or computer hardware.
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T h e MCubcdrgractdgreement must require a written notice of intefiitetdurnished by the
MCO or its Subcontractor in case of tf8ibcontracttermination for any reason. A iiten notice
of intent must be given within the following timeframes:

1 Ninety 90) calendardays prior to the termination date o®Sabcontractfor systems
operations or reporting;

1 Thirty (30) calendadays prior to the termination date oBabcontractfor administrative
services; and

1 Thirty (30) calendadays prior to the termination date of any otSebcontract.

A written notice ofintent is not required in cagd a serious breach of aiScontract. The MCO
must provideBMS with a written notification no later than thré® business days if a serious
breach of &ubcontractoccurs.

The MCO must provid8MS with a written notification no later than fi®&) business days after
reeiving a written notice from aubcatractor @ giving a notice to &contracto of the intent
to terminate a @contractfor any reason.

Subcontracts must provide that all information that is obtaimedigh performance under this
Contract, including, but not limited to, information relating to &apits orenrolleesof BMS
programs, is confidential to the extent that confidential treatment is provided under state and
federal law, rules, and regulations.

The MCO must maintain and keep current alfsontractor ranitoring plan for each of its

Subcontactors listed above. The MCO must provide a copy @utscontractor monitoring plan

within ten (L0) business days &MS written requestThe MCO is required to monitor the
Subcontractordés performance on an ongoing basi

The MCO is solely respondéfor the fulfillment of thisContractwith BMS. The MCO is
required to assume prime contractor responsibility for all services offered and priadet
delivered whether or not the MCO is the provider of said services or pr&stwill consider
the MCO to be the sole point of contact with regard to all contractual matters.

8.6 Insurance

The MCQO, itssuccessors and assignees npusture and matain such insurance as is required
by currently applicable federal and state law and regulation. Such insurance should include, but
not be limited to, the following:

1. Liability insurance for loss, damage, or injury (including death) of third parties arising
from acts and omissions on the part of M@0, its agents and employees;

Fidelity bonding of persons entrusted with handling of funds;
Workers compensation;
Unemploynent insurance; and

a kw0

Adequate reinsurance or a restricted fund balance for the purposeingsedhce for
financial risks accepted.
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8.7 Disclosure of Ownership

The MCO, as a fAdisclosing entity, 0 muoseachsuppl y
person(individual or corporationyvith an ownership or control interest in the MCCiloe

MCOG Subcontractor in which the MCO has direct or indirect ownerahiputlined below and

in accordance with 42 CFR 455.104

The MCOand its subcontractoese required to disclose to the staiey persons or corporations
with an ownership or control interest in the MCO that:

1. Has direct, indirect, or combined direct/indirect ownership interestepercent5%)or
more ofthe M@6 s equi t y;

2. Ownsfive percen (5%) or more of any mortgage, deed of trust, note, or other obligation
secured by the MCO if that interest equals at frasipercent(5%) of the value of the
MCOOGs assets,;

3. Is an officer or director of an MCO organized as a corporation; or
4. Is a partnein an MCO organized as a partnership
8.7.1 Disclosure Report Requirements
This disclosurenustincludefor each persan

1 The name and address of the persociuding the primary business address, every
business location, and P.O. Box addresspgdicable;

1 Date of birth and Social Security Numi&SN)(in the case of an individual)

1 Tax identification numbefor a corporatiorwith an ownership orantrol interest in the
MCO orfor aSubcontractom which the MCO has five percent5%) or moreinterest

1 Whether the persofindividual or corporationyvith ownership or control interest the
disclosing entity and/dBubcontractois related to any other person with ownership or
control interest such as a spouse, parent, child, or sibling

1 The nane of any other organization in which a person with ownership or control interest
in the MCO also has an ownership or control interaasd

1 The name, address, date of birth, &8Nof an agenbr amanaging employee of the
disclosing entity.
8.7.2 Disclosure Reporting Schedule

The MCO must disclose information on individuals or corporations with an ownership or control
interest in the MCO to BMS at the following times:

1. When the MCO submits a proposal i nssaccor da:
2. When the MCO executes a contract vaiS;

3. When the state renews or extends the MCO contract;

4. Within thirty-five (35) calendar days after any change in ownership of the MCO; and

5. Within thirty-five (35) calendar days of BMS request.
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The MCO must als submit to BMSa copy ofany information it submits to tHeepartment of
Insurance regarding disclosure of ownership or control interest

8.7.3 Prohibited Affiliations with Individuals Debarred by Federal Agencies

The MCO may not have a director, officprincipal, partner,agent, managing employes
otherperson with ownershipr control interesof five percent(5%) or more inthe MCO and
who:

1 Has been convicted of a criminal offense as described in sections 1128(a) and 1128(b)
(1), (2), or (3)of the Social Security Act;

1 Has had civil money penalties or assessments imposed under section 1128A of the Social
Security Act;or

1 Has been excludeduspendedr debarredrom participation in Medicare @ny state
health care programs

The MCO must submit information as described above, for any person who was formerly

described as director, officer, principal, partner, agent, managing emplayeether person

with ownership or control interest of fiyeercent(5%) or more in the MCQbut is no longer so

described because of a transfer of ownership or control interest to an immediate family member

or a member of the persondés household, in ant
of a civil monetary pnalty, or imposition of an exclusion.

The MCO is prohibited from having a consultimmploymentor other agreement with an

excluded, debarred or suspended person for the provision of items or services that are significant
and mat er i al ractual bbhigation@OiideStateilkewige, the MCO may not

have a relationship with an affiliate of any person described above.

Entities that meet any of the following criteria must be excluded from participation:

1. Could be excluded under section 1128ppf the Act as being controlled by a
sanctioned individual;

2. Has a substantial contractual relationship (direct or indirect) with an individual convicted
of certain crimes described in section 1128(b)(8)(B) of the Act;

3. Employs or contracts directly ordirectly with an individual or entity that is:

a. Precluded from furnishing health care, utilization review, medical social services, or
administrative services pursuant to section 1128 or 1128A of the Act, or

b. Could be exclude under 1128(b)(8) as being ctletidy a sanctioned individual.

The MCO mustmmediately informBMS of anycircumstances that are grounds for its
exclusion, or the exclusion of its contracted providers, from participation in the Medicaid
program,in accordance with 42 CFR 1001.1001 42dCFR 1001.1051.
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At the time ofContractandContractrenewalor upon written request by BM#e MCO must
submit information on any persevho is a director, officer, principal, partner, agent, managing
employeeor other person with ownership or control interest of fieecent5%) or more in the
MCO and who has been convicted of a criminal offense related to that person's involvement in
any program under Medicare, Medicaid, or the title XX seryitegram since the inception of
those programsas required id2 CFR455.106.

If BMS finds that the MCO is not in compliance with this provision, BMS: (1) will notify the
Secretary of the Department of Health and Human Services of such noncompliancey (2)
discontinue the existing agreement with the MCO if so directed by the Secretary (in consultation
with the Inspector General of the Department of Health and Human Services); and (3) will not
renew or otherwise extend the duration of the existing agraemith the MCO unless the

Secretary (in consultation with the Inspector General) provides to BMS and to Congress a
written statement describing compelling reasons that exist for doing so.

8.7.4 Business Transactions of Medicaid Providers

Federal regulatins contained in 42 CFR 455.105 requime MCO todisclosethe following
information related to business transactiaithin thirty-five (35) calendaidaysof requesbf the
Secretary oDHHS or BMS: full and complete information about (1) the ownerstiproy
Subcontractor with whom thICO has had business transactions totaling more than $25,000
during the previousvelve (12) month period and (2) any significant business transactions
between thé1CO and any wholly owned supplier, or between M@O and anySubcontractor,
during the previous fivéd) years.

8.8 Disclosure of Legal Proceedings and Related Events

The MCO must naty BMS of all legal proceedings, actions, and eveatating to the MCO or
its Subcontractorsffiliates, including parent companiést a minimum, the following matters
must be disclosed:

1. Whistleblower or qui tam actions, complaints, or litigation;

2. Classaction complaints or lawsuits;

3. Legal actions or governmental investigations, alleging fraud or the possibility of fraud;
4

. Bankruptcy proceedings or petitions whérteMCO, or its Subcontractors, affiliates,
including parent companigare named as a delp;

5. Any litigation, mediation, arbitration, between the MCO and its Subcontractdr;
6. Criminal actions brought against the MCO, or its Subcontractors, affiliates, including
parent companies.

The MCO must provide written notification withihirty (30) calendar days &dr becoming

aware of a matter. A summary, in the form of a memastmesd the requirements of

notification to the Bureau. All other legal proceedings, actions, and events may be requested at

t he Bureaubs discretion, but are not required
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9. SIGNATURES

Each party accepts the Agreenis terms as formally acknowledged below:

West Virginia Department of Health and Human ResourcesBureau For Medical Services

Signature;

Printed Name:

Title:

Date:

State of West Virginia, Department of Administration Purchasing Division

Signature;

Printed Name:

Title:

Date:

Managed Care Organization

Signature;

Printed Name:

Title:

Date:
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ARTICLE lll: STATEMENT OF WORK
1. COVERED SERVICES

1.1 Covered MCO Services

The MCOmustprovide to enrollees enrolled under thisntract, directly or through

arrangements with others, all of the covered services descrimhtractAppendixA

(Description of Covered and Excluded Servic€)ntractAppendixA presents an explanation

of themedical services which the MCO is required to provide, as well as those which are
excluded; however, the Medicaid policy is the final source for defining these services. Medicaid
policy collectively refers to documents and other written materials ingutiem State Medicaid

plan, program instructions, attendant provider manuals, program bylétohall published

policy decisions issued by BMS. These materials are available through BMS.

The MCO must promptly provide or arrange to make aviailtdy enollees all Medically
Necessary services listed@ontractAppendixA and assume financial responsibility for the
provision of these services. The MCO is responsible faroiening whether services are
Medically Necessary and whether the MCO will requirer approval for services. Qualified
medical personnel must be accessiienty-four (24) hours each day, sevén) days a week, to
provide direction to patients in need of urgent or emergency care. Such medical personnel
include, but are not limited t@hysicians, physicians aall, licensed practical nursesd
registered nurse$he MCO is also responsible for providing emergency transportation as
outlined inArticle Ill, Section 1.2.2 and in Appendix A.

Additionally, the MC@s providers must meet the provider requirements as specified by the West
Virginia Medicaid program.

fiMedicallyNe c e s s definedas a determination that items or services furnished or to be
furnished to a patient are reasonable and necessahefdragnosis or treatment of iliness or
injury, to improve the functioning of a malformed body memteagttain, maintain or regain
functional capacityfor the prevention of iliness, or to achieve @agpropriate growth and
development.

The MCO willbeatfr i sk o f or t h €ontsaetAppendixA @estriptisrtoté d i n
Covered and Excluded Services) through a capitation payment sy$terilCO will be paid a
fixed capitationrate PMPM and will not be permitted to collect any additional copayments or
premiums from enrollee€ontractAppendixB (Overview of West Virginiés SFY20 MHT and
WVHB Payment Methodology and Capitation Rates) contiising of the current capitation
rates.

For future yeaContractrenewal periods, the amount bid for eadpydation cohort shall remain
the same unless falling outside of the actuarially developed rate range for the new fiscal year.
BMS mustobtain documentation of acceptance of updated actuarially developed rate from the
MCO.

The MCO musprovide covered services to Medicaid enrollees undeCibigractin the same
manner as those services are provided to other enrollees of the MCO, laldetiugry sites,
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covered services, and provider payment levels may vary. The MCO must guarantee that the
locations of facilities and practitioners providing health care services to enrollees are sufficient in
terms of geographic convenience to {owomeareas, handicapped accessibjligd proximity

to public transportation routes, where availalblee MCO is prohibited from refusing to provide

or assume financial responsibility for any covered service list€bimiractAppendixA because

of moral or réigious objections.

Changes to Medicaidovered services mandated by Federal or State law subsequent to the
signing of thisContractwill not affect theContractservices for the term of this contract, unless

(1) agreed to by mutual consent, or (2) untbeschange is necessary to continue to receive
Federal funds or due to action of a court of law. For example, if Medicaid coverage were
expanded to include new services, such services would be paid for via the traditional Medicaid
FFSsystem unless coverdy mutual consent between BMS and the MCO (in which case an
appropriate adjustment to the payment rates would be made).

1.2 Additional Requirements/Provisions for Certain Services

1.2.1 Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Services

The Omnibus Budget Reconciliation Act of8®(OBRA 89) mandated that all Medically
Necessary services listed in section 1905(a) of the Social Security Act be covered under
Medicaid for the Early and Periodic Screening, Diagnosis and Treatment (EPSi2Ti) be
provided for Medicaid eligible children under the agénsnty-one(21). EPSDT services are
included in the prepaid benefit package for children and adolescents uptiweageone @1).
The federal government, through the Centers for Medicardaditaid Services (CMS),
requires states to demonstratesgghty percent80%) compliance rate for EPSDT screening
schedules

MCOs are required to:
1. Provide notification of screening due dates
Perform the screenings according to Statedetermined periodicity schedule
Make the necessary referrals
Track referrals and treatments
Report the results via the encounter reporting sysaeh

o gk~ Wb

Reportresults as necessarymeet federal requiremisnas requested by BMS

MCOs must have written policies and proceddoeproviding the full range of EPSDT services
to all eligible children and young adults up to agenty-one @1). This information must be
available for the hearingind visuallyimpaired Translation services should be made available
as necessaryhe full scope of EPSDT service requirements is described below.

1.2.1.1 Provide Information on EPSDT and Notification of Screening Due Dates

The MCO must provide a combination of writtand oral methods designed to effectively
inform all EPSDTeligible individuals (or their families) about the EPSDT program. MCOs must
have an established process for reminders, fellpgand outreach to EPSDT service enrollees.
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The MCO must inform all EBDT eligible individuals (or their families) about the EPSDT
program using clear and neéechnical languagdhe MCO must meet the federal EPSDT
informing requirements as specified in 42 CFR 441.56 and must provide information that
includes the following:

1. The benefits of preventive health care;

2. The services available under the EPSDT program and where and how to obtain those
services;

3. A statement that the services provided under the EPSDT program are without cost to
eligible individuals undetwenty-one @1) years of age; and

4. A statement that necessary transportation and scheduling assistance is available to the
EPSDT eligible individual upon request (Remergency transportation is pdaig BMS
outside of the MCO capitation system

1.2.1.2 Perform the Screenings

MCOs must preide screenings (periodic comprehensive child health assess@aesusling to
the West Virginia Periodicity @edule to all enrolleedigible to receive them. The Periodicity
Schedule is maintained by the Office of Maternal and Child Health within theaBuor Public
Health at the Department for Health and Human Resownds;orrespond® the American
Academy of Pediatriéf AAP) Bright Futures Guidelinefr Health Supervision of Infants,
Children and Adolescents

Covered screening services aegularly scheduled examinations and evaluations of the general
physical and mental health, growth, development, and nutritional status of infants, children, and
youth At a minimum, these screenings must include, but are not limited to:

1. A comprehensiviéealt and developmental histofincluding assessment of both
physical and mental health development);

An unclothed physical exam;
Laboratory test§including blood lead screening appropriate for age and risk factors)
Vision testing;

a bk~ w0 DN

Appropriate immunizatins, in accordance with the schedule for pediatric vaccines
established by the Advisory Committee on Immunization Practi@#);

6. Hearing testing;

7. Dentalserviceqfurnished by direct referral to a dentist for children beginbiaginning
six (6) months #er the first tooth erupts or kiywelve (L2) months of age;

8. Behavioral health screeningnd

9. Health education (including anticipatory guidance).
MCOs must also provide interperiodic screenings, whiclaayeencounters with a health
professional practicing within the scope of his or her practice angvavadesMedically

Necessary health care, diagnosis, or treatment to determine the existerscesjpécted illness or
condition, or a change or complication to a-pxésting conditionThe interperiodic screen is
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used to determine if there is a problem that was not evident at the time of the regularly scheduled
screen, but needs to be addressedrbeahe next scheduled screen

1.2.1.3 Make the Necessary Referrals

In addition to any diagnostic and treatment services included in the defined benefit package, the
MCO must provide the following services to eligible EPSDT enrollees, if the need for suc
services is indicated by screening:

1. Diagnosis of and treatment for defects in vision and hearing;

2. Dental care (at as early an age as necessary) needed for relief of pain and infections,
restoration of teeth, and/or maintenance of dental health;

3. Appropriate immunizations (if it is determined at the time of screening that immunization
is needed and appropriate to provide at that time, then immunization treatment must be
provided at the time of screening).

If a suspected problem is detected durisgr@ening examination, the child must be evaluated as
necessary for further diagnosishis diagnosis is used to determine treatment needs.

The MCO is financially responsible for providisgch other necessary health care ahd

follow-up diagnosti@andtreatment services deemed Medicallgddssary to ameliorate or
correctdefects and physical and mental ilinesses and conditions discovered by the screening
servicesMedically necessary services must be contained within the categories of mandatory and
optional services listed in Section 1905(a) of the Social Security Act, whether or not such
services are covered under the SEia.

Per 42 CFR 441.61(a)y the event a child needs a treatment that is not coverable under the
categories listed in Section@®a) of the Social Security Act, the MCO must provide referral
assistance that includes giving the family or beneficiary the names, addresses, and telephone
numbers of providers who have expressed a willingness to furnish uncovered services at little or
no expense to the family.

The MCO is responsiblef determining if covered services are Medicallgclissary. The
determnation of whether a service is Medicallgdessary for an individual child must be made
on a caséy-case basis, taking inaccount the particular needs of the child. Because medical
necessity decisions are individualized, flat limits or hard limits based on a monetary cap or
budgetary constraints are not consistent with EPSDT requirements

1.2.1.4 Track Referrals and Treatments

MCOs must establish a tracking system that provide®-aate information on compliance with
EPSDT service prasion requirements including a Periodicitgtfedule of preventive services
and standards of care in the following areas:

1. Initial visit for newborns The initial BPSDT screen muste the newborn physical exam
in the hospital, birthing center, at home or other setBaged in part upon the results of
the birth score procedure conducted through the hospital or birthing center under the
auspices bthe Bureau for Public Health, the periodicity of preventive pediatric visits
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mustfollow scheduleecommended by th®AP or the accelerated visit schedule set for
infants identified as fAat risko through

2. Preventive pediatric visitgccording to th&/e s t Vi RergdliaityiSehédaleup to
agetwenty-one @1).

3. Diagnosis and/or treatment, or other referral in accordance with EPSDT screen results.
The MCO must employ processes to ensure timely initiation of treatment, if required,
generally within an outer limit o$ix (6) months after the screening services.

1.2.1.5 Report the Results

BMS is responsible for ensuring that the MCO fulfills its contractual responsibilities to inform
all families of the services available under EPSDd laow to access them.

MCOs mustsubmit to BMS a report duerty-five (45) calendadays after the end of each
guarter which identifies its performance regardiRSDToutreach/enabling services;reening
and referral rates, wetlare child visitrates, dental visits, and immunization rafge=se Section
5.11, Reporting Requirements)

1.2.2 Emergency Care

MCO policy and procedures, covered Medicaid services, claims adjudication methodology, and
reimbursement performance for emergency care semiasscomply with all applicable state

and federal laws, rules, and regulations, including 42 CFR 438.114, whether the provider is in

t he MCOG6s n-efnammnk.Khe BICOmastcover and pay for all medical
behavioraljnpatientpharmacydentalservices and emergency transportatioescribed in
ContractAppendixA that may be required on an emergency bagsty-four (24) hours each

day, sever{7) days a week, either in the M@facilities or through arrangements approved by
BMS.2 The termgiEmergency @rep fiurgent Girep iEmergency Medical @nhditionso and
AEmergencyDentalCo n d i &ré definéd in Article 11 of thi€ontract

Reimbursement for emergency services provideebbatetworkmustbe equal tothe Medicaid
prevailingFFSreimbursement level for emergency servjdess any payments for direct costs of
medical education and direct costs of graduate medical education included in the FFS
reimbursement ratén emergency situations, no paathorization is required to praie

necessary medical care and enrollees may seek care freparmipating providers.

The MCO must reimburse for emergency transportation at a rate of at ledmiratredpercent
(10%) of the Medicaid fee schedule for emergency ground transportatioena@rgency air
transportatioreffective January 1, 2019.

The MCO is required to inform enrollees regarding their rights of access to and coverage of
emergency services, both inside and outside of thégpfatwork.

3 Qualified medical personnel must be accessibletwenty -four (24) hours each day, seven(7) days a week, to provide
direction to patients in need of urgent or emergency care. Such medical personnel include, but are not limited to,
physicians, physicians on-call, licensed practical nurses, or registered nurses.
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Coverage of emergency services by the MCO will be determined undirtitent laypersan
standard. That standard considers the symptoms (including severe pain) of the presenting
enrollee.The MCOmay notlimit what constitutes an Emergency MedioaBehavioral Health
Condition on the basis of lists of diagnoses or symptoms.

The MCO may not deny payment for treatment obtained when an enrollee had an emergency
medicalor dentalcondition in which the absence of immediate medical attention would have
placedthe health of the individual, or in the case of a pregnant women, the woman or her unborn
child, in serious jeopardy; resulted in serious impairment to bodily functions; or resulted in
serious dysfunction of any bodily organ or p@tie MCO may not dengayment for treatment

when a representative of the MCO instructs the enrollee to seek emergency care.

The MCO may not retroactively deny a claim for an emergency screening examination because
the condition, which appeared to be an emergency medical @ndiider the prudent layperson
standard (as defined above), turned out to beamoargency in nature. Hospitals are required to
evaluate each enrollee presenting for services in the emergency room and must be reimbursed for
this evaluationlf emergency rom care is later deemed remergency, the MCO is not

permitted to bill the Medicaid patient; the MCO and the hospital should determine who pays for
this care except for the applicable ne@mergency copays paid by therollee

The MCO may not require i authorization for emergency services. This applies t@but
network as well as to inetwork services which an enrollee seeks in an emergBtaement in
an IMD is considerednemergency service and as such, the MCO cannot require a prior
authorizaion for placement in the IMD the first forgight (48) hours.

A medical screening examination needed to diagaosenrolleé s emer gency medi c a
must be provided in a hospiiahsed emergency department that meets the requirements of the
Emergency Medical Treatment and Active Labor Act (EMTALA) (42 CFR 489.20, 489.24 and
438.114(b)&(c)). The MCO must pay for tearol e erbesgency medical screening

examination, as required by 42 U.S.C. 1395dd. The MCO must reintherpeovidergor both

the physician's services and the hospital's emergency services, including the emergency room

and its ancillary serviceso long a thefiprudent laypersanstandard (as defined above) has

been met

1.2.3 Post-Stabilization Care
The MCO must cover and pay fpoststabilization care services in the amount, duration, and
scope necessary to comply with 42 CF38.114and 42 CFR 422.1168).

These regulations state that M €0 must make timely and reasonable payment to or on behalf
of the plan enrollee for the followirggrvices obtained from a provider or supplier whether or
not that provider or supplier contracts with MEO to provide services covered by thkO.
Poststabilization care services are covered services that:

1 Were preapproved by the organization; or

1 Were not preapproved by the organization because the organization did not respond to
the provider of posstabilization care servicésequest for prapproval withinonehour
after being requested to approve such care, or could not be contacteddpppval.
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Poststabilization services are ni@mergency servicaswhich theMCO is obligated to cover
in-or-out of plan according to thgrudent laypersanstandardRather, they are neemergency
services that thmCO could choose not to cover eot-planexcept in the circumstances
described above.

The intent of this provision is to promote efficient and timely coordination of appropriate care of
a managed care enrollee after the enrdleendition has been determined to be stable.

1.2.4 Family Planning

The MCO must ensure that its network includes sufficient family planning providers to ensure
timely access to covered family planning serviceefopllees. Although family planning

services are included within the M@list of covered benefits, Medideenrollees are entitled

to obtainall Medicaidcoveredfamily planning services without prior authorization through any
Medicaid providerwho will bill the MCO and bgaid on aFFSbasis*

The MCO musgive each enrollee, including adolescents, the opportunity to use his/her own
primary care provider or go to any family planning center for family planning services without
requiring a referral. The MCO mustake a reasonable effort $abcontractwith all local family
planning clinics and providers, including those funded by Title X of the ®Hlglalth Services

Act, and musteimburse providers for all family planning services regardless of whether they are
rendered by a participating or ngarticipatirg provider. Unless otherwise negotiated, the MCO
mustreimburse providers of family planning services at the Medicaid rate. The MCO may,
however, at its discretion, impose a withhold on a contracted primary care provider for such
family planning servicesThe MCO may require family planning providers to submit claims or
reports in specified formats before reimbursing services.

MCOs must provide their Medicaid enrollees with sufficient information to allow them to make

an informed choice including: the typeffamily planning services available, their right to

access these services in a timely and confidential manner, and their freedom to choose a qualified
family planning provider both within and outside the M&@etwork of providerdn addition,

MCOs mus ensure that network procedures for accessing family planning services are

convenient and easily comprehensiblemnoolleesMCOs must also educagarolleegegarding

the positive impact of coordinated care on their health outcomesysleeswill prefer to

access imetwork services or, if they should decide to seeobutetwork providers, they will

agree to the exchange of medical information between providers for better coordination of care.

In addition, MCOs are required to provide timely reingament for oubf-network family
planning and related STD services consistent with services covered in their cohtracts
reimbursement must be provided at least at the applicable West Virginia MdehGxiate

4 Access to family planning services without prior notification is a federal law. Under OBRA 1987 Section
4113(c)(1)(B), oenroll ment of an individual eligible for me
health maintenance organization or a similar entity must not restrict the choice of the qualified person, from
whomtheindividualma 'y r ecei ve servi ces unThereforeSMeditaid ennolleésdmuisitfea) (4) (c) . 6
allowed freedom of choice of family planning providers and may receive such services from any family planning
provider, including those o Wkiwihou grioradtheriz2dddOds pr ovi der net wor
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appropriate to the provider type (curréanily planning services fee schedule available from
BMS).

The MCQO, its staff, contracted providers and its contractors that are providing cost, quality, or
medical appropriateness reviews or coordinatibbenefits or subrogation mustep family

plannirg information and records confidential in favor of the individual patient, even if the
patient is a minor. The MCO, its staff, contracted providers and its contractors that are providing
cost, quality, or medical appropriateness reviews, or coordindtio@n@fits or subrogation must
also keep family planning information and records received frorrpacticipating providers
confidential in favor of the individual patient even if the patient is a mMaternity services,
hysterectomies, and pregnancy tarations are not considered family planning services.

1.2.4.1 Conditions for Out-of-Network Reimbursement of Family Planning Services

All MCOs must reimburse owdf-network providers for family planning services rendered to
enrollees. Unless otinwise negbated, the MCO museimburse providers of family planning
services at the Medicaid rate. The following are the conditions under which family planning
providers will be reimbursed for family planning services provided to Medicaid enrollees:

1. The family plaaning provider must be qualified to provide family planning services based
on licensed scope of practice;

2. The family planning provider must submit claims on appropriate M@€xific billing
forms; and

3. The family planning provider must provide medical relsosufficient to allow th&1CO
to meetits case management responsibilitiésn enrollee refuses the release of medical
information, the oubf-network provider must submit documentation of such refusal.

In order to avoid duplication of services, promobntinuity of care, and achieve the optimum
clinical outcome for Medicaid enrollees, MCOs should encouragefeuttwork family

planning providers to coordinate services with MCO providers and to educate MCO enrollees to
return to MCO providers for canuity of care. If a nofparticipating provider of family

planning services detects a problem outside of the scope of services listed abprayitter
mustrefer the enrollee back to the MCO.

Non-participating providers are responsible for keeping fapidnning information confidential
in favor of the individual patient even if the patient is a minor. The MCO is not responsible for
the confidentiality of medical records maintained by-participating providers.

1.2.5 Maternity Services
Under theNewborns and Mothers Health Protection Act, the MCO may not:

9 Limit benefits for postpartum hospital stays to less floaty-eight @8) hours following a
normal vaginal delivery aninety-six (96) hours following a cesarean section unless the
attending prueider, in consultation with the mother, makes the decision to discharge the
mother or the newborn before that time; or

1 Require that a provider obtain authorization from the plan before prescribing this length
of stay.
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This requiremeninustnot preclude tt MCO from requiring prior authorization or denying
coverage for elective inductions and electiveettions.

1.3 Medicaid Benefits Covered but Excluded from Capitation that Require
Coordination

Additional services are covered by Medicaid but excluded trenMCO$capitation ratesThe
State will continue to reimburse the billing provider directly for these servicesbB8laasis
Please seAppendixA for a complete list of Medicaidovered services that are excluded from
the capitation rates, and addital details regarding these services.

ThoseMedicaidcovered services that are excluded from the capitation etenpn
emergency transportati) have particular coordination requirements for MCOs, which are
outlined below.

1.3.1 Non-emergency Transportation

Routinemedical transportation to and from Medicaiolvered scheduled medical appointments
is covered by theonemergencynedicaltransportatiofNEMT) brokerMedicaid program.

This includes transportation via muftassenger vaservices and common carriers such as
public railways, buses, cabs, airlinasjbulance as appropriassd private vehicle
transportation by individual§.he NEMT brokemust approvembulanceiulti-passenger van
servicesandtransportation by common ceers. The MCO must inform enrollees of how to
access hoemergency transportation as appropriate.

1.3.2 Outpatient Pharmacy

Simple or compound substances prescribed for the cure, mitigation, or prevention of disease or
for health maintenance (e.g., pregton drugs, family planning supplies, vitamins for children

to agetwenty-one 1), and prenatal vitamins) are coveredAiSMedicaid Hemophiliarelated
clotting factor drugsSpinrazaother drugs deemed by BMS as appropriaté-fescoverage,

and Hejttitis-C virusrelated drugsvill be covered byrFSMedicaid. Drugs and supplies

dispensed by a physiciaamcquired by the physician at no cast not covered by Medicaid.

BMS will provide the MCO with pharmacy utilization data to support coordinatiarawd for
theenrollee

The MCO remains responsible for all physicadministered drugs, such as those provided as
part of an inpatient stay, a bundled ER visit, or administered vaccinations.

1.3.3 Organ and Tissue Transplantations

MCO enrolleegeceiving services for transplantation of organs or tissatesr than corneal
transplantsare covered undéiFSMedicaid for the entire duration dieir treatment.

The MCOmusthave the ability to notify the State of any past, present, ordutansplant
recipient and request transferRBSMedicaid.BMS will coordinate with Utilization

Management vendor and Medicaid Management Information Systems (MMIS) vendor to
transitionenrolleego theFFSsystem and coordinate care at that tiiirfee enrolleewill be

covered undeFFSretroactively to the beginning of the month that the MCO notifies the State.
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Capitation will be recouped for this month. Any claims paid during the month by the MCO may
be reversed and directed to the fiscal agent fomesy.

1.4 Non-covered Services

MCOs are not permitted to provitiéedicaidexcluded services that include, but are not limited
to, the following:

1. All non-medically necessary serviges
2. Sterilization of a mentally incompetent or institutionalized indigidu

3. Except in an emergency, inpatient hospital tests that are not ordered by the attending
physician or other licensed practitioner, acting within the scope of practices, who is
responsible for the diagnosis or treatment of a particular p@tartdition

4. All organ transplants, except ftrose specified idppendixA;
5. Treatments for infertilityand for the reversal of sterilizatipn

6. Sex transformation procedures and hormone therapy associated with sex transformation
procedures

7. All cosmetic services, except for those provided as a result of accidents or birth defects
and

8. Christian Science nurses and sanitariums.

The MCO must not reimburse for drugs, drug products, and related services, which are defined
as a norcovered benefit bBM S ®utpatient Drug Pharmacy Program.

In accordance with 42 U.S.C. § 139%(rthe MCO must exclude coverage for any drug marketed
by a drug company (or labeler) that does not participate in the federal drug rebate program. The
MCO is not permitted to progle coverage for any drug product, brand name or generic, legend
or nortlegend, sold or distributed by a company that did not sign an agreement with the federal
government to provide Medicaid rebates for that product.

The MCO must not provide coverage undey circumstances for drug products that have been
classified as lesthaneffective by the Food and Drug Administration (FDA) Drug Efficacy
Study Implementation (DESI).

MCOs cannot enhance the benefits provided to Medicaid enrollees, with the exoéptibital
preventive services, without the prior approval of BMS.

1.5 Other Requirements Pertaining to Covered Services

MCOs must assume responsibility for all covered medical conditions, inclusive-exiptig
conditions of each enrollee as of théeefive date of enrollment in the plan. MCOs may not
prohibit or otherwise restrict a covered health professional from advising his/her patient about

5 Infertility services are excluded per West Virginia State law, section 33-25A-4(2)(b).
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the health status of the individual or medical care or treatment for the ind&idoalition or
diseaseregardless of whether benefits for that care or treatment are provided ur@entttzet,
if the professional is acting within the lawful scope of pracice.

MCOs and their participating providers may not bill or collect any payment from Medicaid
enrolees for car¢hat was determined not to be MedicallgdéssaryAnyone who knowingly

and willfully charges for any service provided to a patient under a Batepproved under

Title XIX or under a MCCContractunder 1903(m) of the Social Security Actpney or other
consideration at a rate in excess of the rateslestatd by BMS orContractwill be guilty of a
felony and upon conviction wilbe fined no more than $25,000 or imprisoned for no more than
five years, or both.

1.6 Requirements Pertaining to Medicaid Managed Care Programs

The MCO must follow the benefit packages and policiddedicaid managed care prograass
required by thiontractandContractAppendics. The MCO should refer to thEFSMedicaid
provider manuals available on the WV DHHR website for an explanation of service limitations
under theMHT or WVHB.

1.6.1 PCP Responsibilities

PCPs will be the MCO enrollé&initial and most important contact with thikedicaidMCO.
The PCP#resmnsibilitiesare outlinedn Article 111, Section 2.2 of the contract.

2. PROVIDER NETWORK

2.1 General Requirements
2.1.1 Network Capable of Full Array of Services

The MCO must establish and maintain provider networks in geographically accessible $ocation
for the populations to be servéthese networks must be comprised of hospitals, primary care
providers (PCPs)ental,and specialty care providers in sufficient numbers to make available all
covered serviceas required by the availability and accessidards of the contradthe MCO
mustmaintain a sufficient number, mix, and geographic distribution of providers.

The MCO mustontractwith sufficient numbers of providers to maintauifficientaccessn
accordance with BM&Vedicaid managed care network standdotsll enrollees, including
those with limited English proficiency or physical or mental disabilifiet® MCO must submit

6 The term oOhealth care professional 6 means a physician (as d
other healthcar e pr of essi onal if coverage for the professional ds s
P | a @€adhtsact for the services. A health care professional includes the following: podiatrist, optometrist,
chiropractor, psychologist, dentist, physician assistant, physical or occupational therapist and therapy assistant,
speechlanguage pathologist, audiologist, registered or licensed practical nurse (including nurse practitioner,
clinical nurse specialist, certified registered nurse, registered nurse anesthdist, and certified nurse -midwife),
licensed certified social worker, registered respiratory therapist, and certified respiratory therapy technician.
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to BMS written documentation of the adequacy of its provider network as set forth in this
Contractat the following times:
1 Whenthe MCO enters into @ontractwith BMS;
On an annual basis;
When there has been a significant change in MCO operations;

When services, benefits, geographic service areas, or payments have been changed; or

= =2 4 =

Whenthere is enroliment of a new population in the MCO.

The MCO mustontractwith the full array of providers necessary to deliver a level of care that
is at least ecal to the community norms and meet the travel time, appointment scheduling, and
waiting time standards included in this contract

The MCO must maintain and monitor a network of appropriate, credentialed providers,
supported by written arrangements, tlsagufficient to provide adequate access (as defined by
BMS) to covered servicgancluding the appropriate range of preventive, primary care, and
specialty servicegind to meet the needs of the population servegstablishing and

maintaning the netwdk, the MCO mustonsider the following:

1 Anticipated Medicaid enrollment;

1 Expected utilization of services, taking into consideration the characteristics and health
care needs of specific Medicaid populations represented by the MCO;

1 Numbers and types (inrtas of training, experience, and specialization) of providers
required to furnish the contracted Medicaid services;

Numbers of network providers who are not accepting new Medicaid patients; and

Geographic location of providers and Medicaid enrollees, derieg distance, travel
time, the means of transportation ordinarily used by Medicaid enrollees, and whether the
location provides physical access for Medicaid enrollees with disabilities.

If the MCO fails to build and/or maintain a provider network thaeta the managed care
network adequacy standards established by BM$ unable to ensueen r o ladces®ts 6
the full array of covered services, the MCO will be prohibited from seefmglieesn the
deficient geographic areas.

2.1.2 Availability and Access Standards

The MCO must ensure that all covered services, including additional or supplersentass
contracted by or on behalf of Medicaid enrollees, are available and accessible. The MCO must
have policies and procedures, including coverage rules, practice guidelines, payment policies and
utilization management, that allow for individual medicatessity determinations.

BMS has set minimum provider network adequacy standards that the MCO must meet or
exceedin all geographic areas in which the MCO operartés full list of network adequacy
standards are included in Appendix J They include adult and pediatric standards for:
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PCPs,
Specialists;

OB/GYNs;

Basic hospital services;

Tertiaryhospitalservices$;

Pediatric dental providers

Behavioral Healtt providers and facilities;

Substance Use Disorder (SUD) providers and facijiaesl

= =4 =4 4 -4 -4 -5 -5 -2

Additional providers when it promotes the objectives of the Medicaid program as
determined by CMS

The intent of these standards is to provide for access to services at least as good, if not better,
than access to care under the traditional Medicaid prod®&S will periodically publish

specific network standards that define which provider types are consathriéénd pediatric
specialistsTheMCO will be required to comply with updated network standards within ninety
(90) calendar days of issuance, unless otherwise agreed to in writing by BMS within sixty (60)
calendar days of issuance.

During any period in which the MCO does not meet mininmatwork standards, the MO@ust
ensure that appropriate processes are implemented to adequegelgarwices in a timely
manner oubf-network, including paying claims to eaf-network providers and ensuring that
enrollees incur no additional costs.

2.1.2.1 Exceptions to Network Standards

BMS will consider requests for exceptions to the provider access standards under limited
circumstances (e.g. if no appropriate provider types are located within the mileage standards) and
may, in its sole discretionygnt exceptions to these standards. Each exception request from the

MCO toBMS must be in writing and supported by information and documentation from the

MCO. Exceptions to network requirements will be considered based on the information

provided, currenpatterns of care, and locations where the travel time and distance standards

di ffer significantly from providers in the <co
Waiver.

2.1.2.2 Provider Hours Operation

The MCO must ensure that the hours of openatibits providers are convenient, do not
discriminate against enrollees, and are no less than the hours of operation offered to commercial

! Tertiary hospital services include (1) acute care services to pediatric patients in medical and surgical units; (2)
obstetrics services; and (3) a neenatal intensive care unit.
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enrollees or comparable to Medic&BS MCOs must ensure that waiting times at sites of care
are kept to a minimurand ensure that the waiting time standard for Medicaid enrollees is the
same standard used for commercial enrollBesviders cannot discriminate against Medicaid
enrollees in the order that patients are seen or in the order that appointments are@nasr{p
are not permitted to schedule Medicaidy days).

When Medically Necessary, the MCO makes services availabémty-four (24) hours a day,
seven(7) days a week. The MCO must establish a mechanism to ensure that providers comply
with the accesstandards set forth in this contrathe MCO should regularly measure the extent
to which providers in the network comply with these requirements and take remedial action if
necessary

2.1.2.3 Provider Cultural Competency Requirements

The MCO must ensutt@at services are provided in a culturally competent manner to all
enrollees, including: those with limited English proficiency or reading skills, those with diverse
cultural and ethnic backgrounds, the homeless, and individuals with physical and mental
disabilities regardless of gender, sexual orientation, or gender ideftigyMCO must also

ensure that network providers provide physical access, reasonable accommodations, and
accessible equipment for Medicaid enrollees with physical or mental diesbilit

2.1.2.4 Timeliness of Access to Care

The MCO must have standards for timeliness of access to care andenrollee services that take

into account the urgency of the need for services and that meet or exceed such standards as may
be established byBMS. The MCO must also regularly monitor its provider network &

compliance with these standards, and take corrective action as necessaryCurrent BMS

standards for timeliness state that:

1 Emergency cases must be seen immediately or referred to an emergéitgy fac
1 Urgent cases must be seen witfarty-eight @8) hours;

1 Routine cases other than clinical preventive services, must be seentwéhigone
(21) calendadays (exceptions are permitted at specific times when PCP capacity is
temporarily limited);

1 EPSDT services must be scheduled in accordance to EPSDT guidelines and the EPSDT
Periodicity Schedule;

1 Aninitial prenatal care visit must be scheduled wifoimrteen (4) calendadays of the
date on which the woman is found to be pregnamd

1 MCOs should encouragmrolleesvith Supplemental Security Income (S&)schedule
an appointment with a PCP or specialist who manages the o Icdreengthinforty-
five (45) calendadays of initial enrollment. If requested by #erolleeor provider the
MCO should schedule or facilitate an appointment withether o IPCRe e 6 s
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2.1.3 Specialty Care

The MCO must provide or arrange for necessary specialty care, including @&dmeaith

services. The MCO must allow women direct access to a wasrhealth specialist (e.g.,
gynecologist, certified nurse midwife) within the network for wosaoutine and preventive
health care services, in addition to direct accesGRfor routine services, if thBCPis not a
womerts health specialisThe MCO $ould have a policy encouraging provider consideration of
beneficiary input in the providés proposed treatment plan.

2.1.4 Provider Qualification and Selection

TheMCO mustimplement written policies and procedures for selection and retention of
affiliated providerslf such functions are delegated, credentialing and recredentialing policies
and procedures must meet the requirements of this sectioontracting withts providers, the
MCO mustabide by all applicable federal regulations includagnot limited tow. Va.C.S.R.
8114536 and42 CFR438610 and 42 CFR55, Subpart B

For physicians and other licensed health care professionals, inchrdimifeesof physician
groups, the process includes:

1 Procedures for initial credentialing;

91 Procedues for recredentialing at least every three years, recertifying, and/or
reappointment of providers;

1 A process for receiving advice from contracting health care professionals with respect to
criteria for credentialing and recredentialing of individual leedire professionals; and

1 Written policies and procedures fdenying, suspendin@r terminating affiliation with a
contracting health care professional, including an appeals pracestr reporting
serious quality deficiencies to appropriate authorities.

For each institutional provider or supplier, the MCO must determine, and redetermine at
specified intervals, that the provider or supplier is licensed to operate in the state, is
compliance with any other applicable state or federal requirements, and is reviewed and
approved by an appropriate accrediting body or is determined by the MCO to meet standards
established by the MCO itself.

The MCO must submit a report BMS monthlywith the namesNational Provider Identifiers
(NPIs), andEmployer Identification NumbeiE(N) or Medicaid IDof any health care

professional, institutional provider, or supplier that been the subject of program integrity
actions. Actions may includdgenied credentialinguspesion termimation CAPs, fines, or
sanctiondecause of concerns about provider fraud, integrity, or quality deficiencies during the
prior month The report must also state the action taken by the MCO (e.g., denied credentialing
educatiol. This information must be reported using the appropriate template creadddSy
Suspensions, terminations, providers denied credentialing, and providers not renewed are
reported on the Suspension and Adverse Enrollment Action Report tem@ltiter program
integrity actions are repted on the Fraud, Waste, anduse (FWA) Monthly Report template.
Additional information can be found in Article Ill, Section 8.1 of this ContfHee MCO must

also report any health carelated criminal conetions, when disclosed, ®MS. The MCO
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must also notify appropriate licensing and/or disciplinary bodies and other appropriate
authorities.

The MCO must ensure compliance with Federal requirements prohibiting employment or

contracts with individuals exeded from participation under Medicaid, Medicare, or the
Childrends Health I nsurance PlheoMCOauostprogide r e q ui
written disclosure of any prohibited affiliation, as directed in 42 CFR 438.608 (c)(1).

The MCO may not disaninate with respect to participation, reimbursement, or indemnification

as to any provider who is acting within the s
applicable State law, solely on the basis of such license or certification. Thizalawot be

construed to prohibit the MCO from including providers only to the extent necessary to meet the
needs of the MCO6s enrollees from using diffe
specialties or for different practitioners in the same spgc@al from establishing any measure

designed to maintain quality and control costs consistent with the responsibilities of the MCO. If

the MCO declines to include providers in its network, the MCO must give the affected providers
written notice of the reson for its decision.

The formal selection and retention criteria used by the MCO may not discriminate against health
care professionals who serve higgk populations or who specialize in the treatment of costly
conditions.

2.1.4.1 Enrollment with the State

All network providers that order, refer, or rendiéedicaidcovered services must enroll with
BMS, through the fiscal agerds a Medicaid provideas required by 42 CFR 438.602(b)
Enroliment withBMS does not obligate the MCO provider to offer services undeffse
delivery system. The MCO is not requireccamtractwith a provider enrolled witrBMS that
does not meet their credentialing or other requirements.

As part of the provider eallment proess, the fiscal agent, on behaflBMS, will perform
monthly federal databases checks as required by 42 CFR 4%hd3Bare results with the
MCO. The MCO mustollaborate with the fiscal agetat ensure complianagf all entitiesper
Article Il, Section8.7.

The MCO may execute a provider agreement, pending the outcome of this screemihgent,

and revalidation, foup to one hundred twenty (120) days. However, the MCO must terminate

the network provider immediately upon notification from the dtadéthe network provider

cannot be enrolled, or if the one hundred twenty (120) day period expired without state

enrollment of the provider. Upon terminationf t he provi der f,theMCOt he MC
must notify all affected enrollees.

2.1.5 Credentialing and Recredentialing Criteria

Thecredentialingporocess mustomply withWest VirginiaC.S.R.811453-6 and 42 CFR 455,
Subpart B and at a minimumclude a statement by the applicant regarding:

1 Any physical or mental health problems that ra#fect current ability to provide health
care;
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1 Any history of chemical dependen&D;
History of loss of license

1 Felony convictionsas required byVest VirginiaC.S.R.811453-6.3 and othecriminal
convictions as required by 42 CFR 455.106

History of loss or limitation of privileges or disciplinary activity;

History of debarment, suspension or exclusion from any Federal or State healthcare
programsand

1 An attestation to correctness/completendsh@application.

During the initial credentialing process, the MCO must verify:

1 The identity and the exclusion status of provider and any person with an ownership or
control interest or who is an agent or managing employee of the provider through checks
of Federal databases as described in 42 CFR 455.436;

Theproviderholds a current valid license to practice;

Valid Drug Enforcement AdministratiodEA) or Controlled Dangerous Substance
(CDY) certificate, as applicable;

1 Graduation from medical school andmpletion of a residency, or other pgsaduate
training, as applicable;

Board certification or eligibility, or specialized training as appropriate;
Work history;
Professional liability claims history;

= =2 =4

Good standing of clinical privileges at the hodpiesignated by thprovideras the
primary admitting facility (this requirement may be waived for practices which do not
have or do not need access to hospitals);

1 Theproviderholds current, adequate malpractice insurance with minimum coverage
requiremets of $1 million per individual episode and $1 million in the aggregate;

1 Any revocation or suspension of a state license or DBt#¢au of Narcotics and
Dangerous DrugsBNDD) number;

1 Any curtailment or suspension of medical staff privileges (other thandomplete
records);

1 Any censure by the State or County Medical Associatod,
1 Any enrollee complaints

In addition, the MCO must request information onghaviderfrom the National Practitioner
Data Bank andppropriate state licensing boards sastihe Board of Medicine, Chiropractic
Board, Osteopathic Board and/or Dental Board.
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During the recredentialing process, the MCO musftenéfy and update all of the above

information, and consider performance indicators such as those collected throggalitiye

assurance and performance improvement program (see Article Ill, Section 6 of this contract), the
utilization management system, the grievance system, enrollee satisfaction surveys, enrollee
complaints, and other activities of the MCO.

All contraced providers must meet the credentialing and recredentialing requirements listed in
this Contract.

2.1.6 Additional Credentialing and Recredentialing Criteria for Certain Providers

2.1.6.1 Credentialing and Recredentialing Criteria for PCPs, OB/GYNSs, and Other
Specialists

Additional credentialing criteritor PCPs, obstetricians/gynecologi@BB/GYNs) and other
high-volume specialists musicludeavisit to thep r o v ioffice,ddcismenting structured
review of the site and medical record keegangctices to ensure conformance with the MCO
standardsThe MCO must maintain a recredentialing policy with all activities continuing to be
conducted every three (3) years. Site visits are not required at the time of recredentialing.

2.1.6.2 Credentialing and Recredentialing Criteria for Dental Providers

Additional credentialing and recredentialing criteria for dental providers must include:
Anesthesia permit and/or certificate from the West Virginia Board of Dental Examiners for those
dental providers whinduce central nervous system anesthesia.

2.1.6.3 Credentialing and Recredentialing Criteria for Behavioral Health Care Providers
and Agencies

Additional credentialing and ceedentialing criteria for behaviorhkalthcare provides and
agencies must include:

1 TheMCO must verifythata Comprehensive Behavioral Health Cendea Licensed
Behavioral Health Centdrolds a valid licenseéhroughthe West Virginia Office of
Health Facility Licensure and Certification

1 The MCO must verify thadn independenpsychologisr an independenpracticing
licensed social workérolds current licens with their professionaboards and

1 The MCOs must verify thB1CO physician is approved to provide Suboxone® treatment
by BMS. A licensedMCO physician who intends to provide Suboxone® treatment must
meet the following requirements:

1. Physician mustualify for a waiver under the Drug Addiction Treatment ACT
(DATA);

2. Physician must havanassigned DEA (X) numbemd complete the training
regardingSuboxone® treatment guidelinesd

3. Physician mushotify the Center for Substance Abuse Treatment of the intention
to treat addiction patients
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2.1.7 Service Area

All enrollees of the MCO must reside in the service area approved by BMS, set {Gahtiact
AppendixC. BMSbapproval of the MC@ service area is contingent upon federal waiver
approval (when necessary), BE/aluation of the MC@& provider networkand the MC@s
maintenance of a Certificate of Authority to operate throughout the sere@e a

Reductions to the initialhapproved service area can be made at 8dii®retion, based upon

ongoing or periodical service capacity evaluations. If the MCO wishes to expand its service area,
it must gain BM®approval. If the MCO requests a serviceaaexpansion, it must demonstrate

its capability to serve additional enrollees in the service area specified in the request. A service
area expansion will be effective the first of the month after BMS confirms that additional

capacity exists in the expasdl service area.

The MCO musnotify BMS ninety ©0) calendaidays prior to the desired effective date if it
plans to terminate performance of work under @ositractin any service area(df the MCO
terminateservices to any service areatfe MCO willnot be permitted to reapply for
participation in that serwe area(s) for a period of not less than one year, or such time period
determined by BMS.

2.1.8 Network Changes

In addition to reporting quarterly on the size and composition of its provider networks, the MCO
must notify BMS andhe enrollment broker ofray changes to the composition of its provider
network that materially affect the M@0ability to deliver all capitateskerviceswithin fourteen

(14) calendadays of such change identifiethe MCO must provide BMS artle enrollment

broker with advancedritten notice of anyPCPnetwork deletionsvithin fourteen(14) calendar

days The MCO musteport any disenroliment of hospitals from the M&E@etwork to BMS
immediately.

In cases of PCP withdrawals, the MCO must also provide enrollees with &t theiaist (30)
calendaday notice whenever possible and allow them the opportunity to select a new PCP
before being assigned arie cases of MCQinitiated provider termination, the MZmust

provide written notice to enrollees when a contracted providebéen terminated, within

fifteen (15) calendardays of issuance of the termination notitee MCO must have procedures

to address changes in its network that constrain the ability of clients to access services. Material
changes in network composition thmegatively affect client access to services and which are not
corrected may be grounds fGontracttermination.

2.2 Primary Care Providers (PCPs)

2.2.1 PCP Responsibilities

The PCP will be the MCO enrolléinitial and most important contact with theCka. As such,
PCPs must have at least the following responsibilities:

1 Maintaining continuity of each enrollé&ehealth care by serving as the enr@ig@imary
care provider;

1 Providingtwenty-four (24)-hour, sever{7)-day-a-week access;
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1 Makingreferrals for specialty carend other Medically [dcessargoveredservices, both
in-networkand outof-network consistent with the MC® utilization management
policies;

1 Maintaining a current medical record for the enrollee, including documentation of al
services provided to the enrollee by the PCP, as well as any specialty or referral services;

1 Adhering to the EPSDT PeriodicitycBedule for enrollees under age tweahe (21);
and

1 Following MCO-established procedures for coordination eh@twork and at-of-
network services for Medicaid enrollees.

Although PCPs must be given responsibility for the above activities, the MCO must also retain
responsibility for monitoring PCP actions to ensure they comply with MCO and West Virginia
Medicaid managed careqgram policies

Additionally, the MCO must communicate with PCPs about the delivery of primary behavioral
health services within their scope of practice, as well as the appropriate circumstances for
making referrals to behavioral health provid&i€Os mayprovide this information through its
provider manual, continuing education agendas, informal visits by provider representatives, or
any other mean3he MCO must ensure that PCPs are successfully identifying and referring
patients to a behavioral hdajprovider and provide education to PCPs who do not have training
in this area.

2.2.2 Ratio of PCPs to Enrollees

The MCOO6s provider network must include a panel o
which the enrollee may select a personal PCP. The MCO nust maintain an adequate panel of

available PCPs so that the ratio of PCPsrimllees meets or exceeds the required ratio of one

(1) PCP for every five hundered (500) adrritollees who is accepting newatiens and one (1)

age appropriate PCP for evawo hundred fifty 250) pediatricenrollees under twentyone (21)

who is accepting new patierds outlined in Appendid.

Only PCPs who have assigned MEQrolles and are | isted in the MCO
accepting new patients will count towalek providefto-enrolleeratio. Specialists designated as

PCPs for certain individuals will not count toward the standard, unless these providers are

willing to serve as the PCP for other enrollees. piweiderto-enrollee ratids distinct from the

requrement in the MCO contract regarding the total assigned panel size for any individual PCP.

2.2.2.1 PCP Enrollee Panels

The MCO is expected to ensure that the Medieaialleepanelof any PCP in its network does
not exceedwo thousand4,000 Medicaidenrollees Thetwo thousandZ,000) Medicaid
enrolleelimit applies to each PCP, not the average across all of the®RCPsIn the case of
PCP teams (see below), this ratio may be adjuBteckeptions to this limit may be made with the
consent of th@hysician and BMSReasons for exceeding the limit may include: continuation of
established care; assignment of a family unit; availability oflewel clinicians in the practice
that effectively expand the capacity of the physicard inadequate numiseof providers in the
geographic area.
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Recognizing that precise numerical ratios are not readily enforceable, the MCO must take
measures to ensure compliance with this requirement such as monitoringpa#tsand
enrolleeaccess to PCPBMS will monitor PCPpanelsacross MCOs and notify each affected
MCO if the total Medicaicnrolleepanelof a PCP in its network exceetdgo thousandZ,000)
Medicaidenrollees MCOsmustreduce thganelfor PCPs with panels aboweo thousand
(2,000 Medicaidenrolleesacross the prograomless on€l) of the exceptions above is granted

2.2.3 Assignment of PCP

The MCO must have written policies and procedures for assigning eaclefatieeso a PCP
At the time of enrollment in the MCO, the enrollment brokdf wquire as to the enrollée
preference of PCPs (based on network information provided by the NIGDgh a preference
is indicated during communications with the enrollment broker, this information will be
collected as part of enroliment and incluagth the enroliment information given to BMS and
the MCQ If no PCP selection is made, or if the selected @@Bnel is closed, the MCO must
assume responsibility for assisting the enrollee with PCP selebtid®s must make a PCP
assignment withiten (10) calendadays after a Medicaid beneficiary is enrolled in the MCO
The process whereby MCOs assign PCPs to enrollees must take into consideration such known
factors as current provider relationshipgeandlocation of residencé&’he MCO then must
notify the enrollee in writing of his or her P@Mhame, location and office telephone number,
and the process for selecting a new PCP if the enrollee so desires.

Enrolleeswith a disabling conditioychronic illnes orwho areSSi eligibles, must have a choice
of specialistphysicianto serve as their PCFPhespecialistphysician must agree to perform all
PCP duties required in tli&ontractandthe PCP duties must be within the scope of the
specialistodos | icense.

2.2.4 Types of Primary Care Providers (PCPs)

The MCO is required to contract with a mix of PCPs to ensure the primary care needs of adult
andpediatricenrollees are metThe MCO may designate the following providers as PCPs, as
appropriate:

f Certified nurse midwives

1 Advanced practice nurses.g.nurse practitioner@NP));
1 PhysicianAssistantgPA); and
1

Physicians with the following specialties: Gengmalctice;Family practicejnternal
medicine;Obstetricsbynecology; andPediatrics.

The MCO will be allowed to designate physicians outside of these spe@altrsSPs for
specific individualsncluding those within the disabled populatwhose underlyig health
conditions are best managed by specialists.

8 Certified nurse midwives are required to practice in a collaborative relationship with a licensed physician (West
Virginia Code 830-15-7). The MCO must ensure compliance with all relevant federal and state regulations related
to certified nurse midwives.
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The MCO must permit any certified nurse midwife, advanced practice nurse or PA,
who is otherwise permitted within the scope of their practice, and who is a
Medicaid enrolled provider, to be designated a PCP for a enrollee and bill
independently. 2.2.5 PCP Team in Teaching Settings

If the MCGQOGs primary care network includes institutions with teaching programs, PCP teams,
comprised of residents, physici@assistants and a supervising faculty physician, may serve as a
PCP. The MCO must organize its PCP teams so as to ensure continuity of care for enrollees and
must identify a lead physician within the team for each enrdllee lead physician must be an
attending physician and not a resident.

2.2.6 PCP Transfers

The MCO must have written policies and procedures for allowing Medicaid enrollees to select or
be assigned to a new PCP when such a change is requested by the enrollee, when a primary care
provideris terminated from the MCO, or when a PCP change is ordered as part of the resolution

to a formal grievance proceedirlg cases where a PCP has been terminated, the MCO must

allow affectedenrolleedo select other PCPs or make a reassignment witteéen (L5) calendar

days of the termination effective date.

Enrollees may initiate a PCP change at any time, for any rebBlsemequest can be made in
writing or over the phondICOs are permitted to limit PCP changes to @r)¢ime per month
The MCO mayiitiate a PCP change for a Medicaid enrollee under the following circumstances:

1. The enrollee requires specialized care for an acute or chronic condition, and the enrollee
and MCO agree that reassignment to a different PCP is in the etz dafiegest;

2. Theenrollegs PCP ceases to participate in the ME@etwork;

3. The enrolleé behavior toward the PCP is disruptive, and the PCP has made all
reasonable efforts (thrg8) attempts withiminety ©0) calendar days) to accommodate
the enrollee; or

4. The enrollednas taken legal actions against the PCP.

2.2.7 PCP Panel Monitoring

The MCO mustmaintainwritten policies and procedures for monitoring participating PCP panel
statusand capacityAt a minmum,MCO policies and proceduresustcapturePCP panel
capacitymonitoring, PCP notifications of its pané&te& changein the PCPpanelstatus and

limits.

The MCO must furnish each PCP with a current ligroblleesassigned to that provider no

later than five (5) business days after the dmebaeh month, unleske PCP agreed to an
alternative schedule. The MCO may offer and provide such information in alternative formats,
such as through access to a secure internet site, when such format is acceptable to the PCP.

The MCOmust have a process place to allow foenrolleereassignment upon PCP request if

theenrolleef al | s outside the providerodéds provider ty
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2.3 Specialty Care Providers, Hospitals, and Other Providers

The MCO mustontractwith a sufficient number and mix of specialists &odpitals so that the
enrolledadult and pediatripopulation$anticipated specialty and inpatient care needs can be
substantially met within the MC® network of providetsThe MCO must also have a system to
refer enrollees to owdf-network providers ippropriate participating providers are not
available

The MCO must make referrals available to enrollees when it is medically approphiatelCO
must have policies and written procedures for the coordination of care and the arrangement,
tracking, and documentation of all referrals.

Medicaid enrollees of the MCO must have access to certified pediatric or family nurse
practitioners and ceftéd nurse midwives, even if such providers are not designated as’PCPs.
MCOs mustContractwith these providers to the extent practical.

2.4 Publicly Supported Providers
2.4.1 Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs)

Federally Qualified Health Centers (FQHCSs) are fedefaliyled Community Health Centers,

Migrant Health Centers and Health Care for the Homeless Projects that receive grants under
sections 329, 330 and 340 of the US Public Health Servic® Batrrent federal regulations

specify that states must guarantee access to FQHCs and RHCs under Medicaid managed care
programs; therefore, MCOs must provide access to FQHCs and RHCs to the extent that access is
required under federal law federal law is ameretl to revise these access requirements, BMS

may alter the requirements imposed on MCOs

The MCO mustContractwith as many FQHCs and RHCs as necessary to permit beneficiary
access to participating FQHCs and RHCs without having to travel a significagaiegdistance
past a nosparticipating FQHC or RHCThe MCO mustContractwith the FQHC or RHG
contracts with individual physicians at FQHCs and RHCs do not suffice for this requirement.
The MCO mustontractwith FQHCs and RHCs in accordance with tineetand distance
standards for routinelysed delivery sites as specified in this contimétppendixJ. An MCO

with an FQHC or RHC on its panel that has no capacity to accept new patients will not satisfy
these requirementd an MCO cannot satisfy thetandard for FQHC and RHC access at any
time while the MCO holds a Medicaid contract, the MCO must allow its Mederamlleedo

seek care from neoontracting FQHCs and RHCs and must reimburse these providers at
Medicaid fees

The MCO must offer FQHCand RHCs terms and conditions, includiregmbursement, which
are at least equal to those offered to other providers of comparable sérkie®$CO cannot

9 Since federal law requires states to assure access to certified pediatric or family nurse practitioners and certified
nurse midwives, and states are not allowed to waive this requirement, the MCOs must provide access to these
services.

10 Health centers not receiving grants but certified by the Secretary of Health and Human Services as meeting the
requirements of the grant program may also apply for FQHC status as an F QHFC i odlEBQHAKS are
non-profit or public entities and must be located in areas designated by the federal government as medically
underserved.
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sign exclusive contracts with any publicly supported providers that prevent the providers from
signing contracts with other MCOBpon BMS notification to the MCO of any changes to the
FQHC/RHC reimbursement rateke MCO must update payment rates to FQHC/RHCs to the
effective date in the notification by BMS. The MCO must pay the new rate for any clainjst

paid with a date of service on or after the effective datdhangelf paymentwasmade for a
claimwithin SFY 2@0 butwith a date of service on or after the effective date of the rate change
including dates of service mpreceding periodthe MCO must reprocess the claim to reimburse
at the new ratélhe new payment rate must be loaded into the BQ@&ims payment system
within thirty (30) calendadays of notification of the payment ratieange

2.4.2 Local Health Departments

Local governmental departments administer certain public health programs which are critical to
the protection of the publis health and, therefore, must be available to Medicaid managed care
enrolleesFor those swices defined as public health services under State law, the MCO may
choose either to provide these services itself @dotractwith local health departments

However, if an MCO enrollee seeks such a service directly from-geomnacted local health
department, the MCO must pay for the service at the lesser of the health de@afimecrate or

the Medicaid fee rate

The MCO must provide the following core services to Medicaid manageemanieesand
must reimburse the local health departmentspasified:

1. All sexually transmitted disease services including screening, diagnosis, and treatment

2. Human immunodeficiency virus (HIV) services including screening and diagnostic
studies

3. Tuberculosis services including screening, diagnosis, and treatnent

4. Childhood immunizationsThe MCO must obtain vaccines from the State Bureau for
Public Healtlis Immunization ProgranAny time an MCQenrolleeseeks immunizations
from a governmental public health entity, ME€O mustpay for such services at current
MedicaidFFSrates for administration costs onjor Medically Necessary situations,
nonVaccines For Children (VFC) vaccines administered by governmental public health
entities to MCO clients, the MCO must reimbursetfer cost of the vaccineBICOs
should encourage providers to refer their patients to these programs.

Environmental lead assessments for MCO children with elevated blood levels will be reimbursed
directly bythe StateBureau for Public Healtirhe MCO is rgponsible for the blood lead
screenings.

The MCO must work with the local health departments to coordinate the provision of the above
services and to avoid duplication of services.

Local Health Departments (LHD) providing Medicaid serviaasst have the ght to participate

in the MCO network, so long as sugfovidercomply with the terms and conditions of the MCO
providerContractand provider qualification and credentialing process.
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2.4.3 Critical Access Hospitals (CAH)

The MCO is encouraged, but not uvggd, toContractwith Critical Access Hospital&CAH) for
inpatient and outpatient hospital services

2.4.4 Primary Care Centers

The MCO is encouraged, but not requiredContractwith statedesignated primary care centers
to provide services.

2.4.5 School-Based Health Centers

Schootbased health centers (SBHCs) provide general, primary health care services to school
aged childrenThe State recognizes these centers as increasingly important providers of primary
health care, especially in rural commugstwhich face shortages of primary care physicians

BMS encourages the MCO @ontractwith or develop cooperative agreements with SBHCs

Such agreements would recognize the MCO as the medical home for the child, define the process
for referring studentsdo MCO network providers, spell out procedures for sharing medical
information between the SBHCs and the MCO, and provide for reimbursement of the SBHC by
the MCO.

The MCO is encouraged, but not requiredCtmtractwith SBHCs.

2.4.6 Right from the Start (RFTS) Providers

Right from the Start (RFTS) is a West Virginia State program aimed at improving early access to
prenatal care and lowering infant mortality, and improved pregnancy outcoheRFTS
eligibility criteria and services provided are availafoten BMS.

The MCO is encouraged, but not required;dotractwith RFTS providersHowever, if the

MCO does notontractwith RFTS providers, the MCO must provide the same level and types of
services as those currently available through the Ri¥d§am This includes access to
multidisciplinary care. BMS will monitor compliance with this requirement; if the MCO fails to
satisfy these requirements, it will be required to reimburse the traditional Right from the Start
providers at the Medicaid feate.The MCO may not place prior authorization requirements on
RFTS services.

2.4.7 Bureau for Public Health Laboratories

The MCO is required by law to use Bureau for Public Health Laboratories for certain cases (e.g.,
metabolic testing for newborns, rab), and the Bureau for Public Health Laboratories is

required to perform tests, including those mentioned under core services above, on MCO
enrolleedor public health purposel addition, all laboratories contracted by MCOs who have
positive findings bcertain reportable diseases under the Reportable Disease Rule in category |,
I and IV (the list of reportable diseases is available from BMS) must submit an isolate, serum
specimen or other designated material to the Office of Laboratory Servicesf(OLS)

confirmation or other testing needed for epidemiological surveilldrieese services are usually
funded by state or federal funds; however, whenever a service is not funded by other state or
federal funds, the MCO must reimburse OLS for these services
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2.4.8 Children with Special Health Care Needs Program (CSHCN) Providers

The Children with Special Health Care Needs (CSHCN) Program prasagesoordinatioand
access to specialty services through a systetoramunitybased Care Coordinatétsind
specialty clinics thus enabling childreand youthwith special health care needs to receive a
patient/familycentered medical home approach to comprehensive, coordinated services and
supports.

The MCO is encouraged, but not required;dotractwith CSHQN providers However, if the

MCO does notontractwith CSHCN providers, the MCO must provide the same level and types
of services as those currently available through the CSHCN prograsnncludes access to
multidisciplinary care. The CSHCN eligibilityriteria and services are available from BMS.

BMS will monitor compliance with this requirement; if the MCO fails to satisfy these
requirements, it will be required to reimburse the traditional CSHCN providers at the Medicaid
fee rate.

2.4.9 Indian Health Providers

The MCO must follow the requirements related to Indians, Indian Health Care Providers, and
Indian Managed Care Entities in accordance with the terms of 42 CFR 438.14.

2.5 Mainstreaming

The State considers mainstreaming of Medicaid benefisiarie the broader health delivery
system to be importanthe MCO must accept responsibility for ensuring that network providers
do not intentionally segregate Medicaid enrollees in any way from other persons receiving
services. Examples of prohibited ptiaes include, but are not limited to, the following:

1. Denying or not providing to an enrollee any covered service or availability of a facility;

2. Providing to an enrollee any covered service which is different, or is provided in a
different manner or atdifferent time from that provided to other enrollees, other public
or private patients or the public at large;

3. Subjecting an enrollee to segregation or separaatment in any manner related to the
receipt of any covered service; and

4. Assigning times orlaces for the provision of services on the basis of the race, color,
creed, religion, age, sex, national origin, ancestry, marital status, sexual preference,
income status, program membership or physical or mental disability of the participants to
be servd.

PCPs will not be permitted to close their panels to Medicaid enrollees HlarRCRs panel is
closed, it must be closed to all enrollegsbould a panel reopen, it will be required to admit

11 Registered Nurses and Licensed Social Workers that, on behalf of medical homes of children ad youth with
special heath care needs, facilitate the patient and family engagement necessary for coordinated, ongoing,
comprehensive care.

74



patients on a first come, first served balsiswever, if a PCP has the maximumtwb thousand
(2,000 Medicaid enrollees, the PCP may admit additional;Medicaid patients.

2.6 Provider Services

2.6.1 Provider Services Department

The MCO mustmaintaina Provider Services Departmemdoperateatoll-free provider phone
line for at leaskight(8) hours a dayluring regular business hours

2.6.1.1 Responsibilities of the MCO Provider Services Department
The MQO Provider Services Departmeagtesponsible for the followindut not limited to
Assisting providers with questions concerning enrollee eligibility status;
Assisting providers with plan prior authorization and referral procedures;
Assisting providers with claims payment procedures;
Handling provider complaints;

a s w D PkE

Providing and encouragy training to providers to promote sensitivity to the special
needs of this population

6. Educating provideraboutMHT andWVHB; and

7. Educating providers in regards to the M&ritten policies on the False Claims Act,
including policies and procedures figtecting and preventing waste, fraud, and abuse
This requirement is pursuant to the Deficit Reduction Act of 2005, Section 6032.

The MCO must ensure that after regular business hours the line is answerexlipynaated
system with theapability to provide callers with operating hgundormationand instructions
on how to verify enrollment forreenrolleewith an Urgent Condition or aBmergency Medical
Condition.

2.6.1.2 Performance Requirements of the Toll-Free Provider Phone Line

The MCO must ensure that ttal-free provider phone line meets the following minimum
Service Level Agreements (SLASs)

1. Eighty-threepercent(83%) of calls are answered live within thirty (30) seconds during
operating hours. Time measured begins whentibxger is placed in the call queue to
wait to speak to a Provider Services representadive;

2. The call abandonment rate does not exceedoereent(5%) of total calls for the
reporting period

| f t h eSubM&@adtsr operates a separate call centeGuihlec ont r act or 6 s

at a minimum meet the provider phone line performance standards set forth in this Section.

2.6.2 Provider Manual

The MCO mustlevelop, distribute and maintain a provider oenThe MCO must subma
copy ofthe provider manual to BMBy July F' of eachContractyear. In addition, theMCO
mustdocument the approval of the provider manual by the MCO Administrator and Medical
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Director andnustmaintain documentation that veei$ that the provider manual is reviewed at
least annuallyThe MCOmustensure that each provider (individual or group which submits
claim and encounter data) is issugatiated or electronicopy of the provider manuduring the
contractingproceswith the MCQ The MCO must provide a copy of the provider manaal
providerupon requestVhen there arBMS policy orprogramchangesr MCO procedure or
service site changes, notificatiorustbe sentto the affected providers at ledsirty (30)

calendar days befotbeintended effective date of the change. The MCO must publish and keep
current its provider manual on the MCO website.

2.6.3 Provider Contract

The MCOOG6s provi der topraviddr comtracts snusaatide bpall tbderald a
regulations and must be consistent with the requirements of this statement .of eoNCO
must also comply with the prohibitions on inappropriate physician incentives as specified in
Article 11, Section 28 of this contract.

The MCO must resubmit tirevisedmodel provider contracts ®MS any time it makes
substantive modifications to such agreements.

Ataminimumt he MCOG6s pr ovi de rmustmaiutertree followingand addend
provisions:

1. Enrollees will be held harmless for the costs of all Medicaiered services provided
except for applicable cosharing obligations. Th€ontractmust state that the providers
must inform enrollees of the costs for poovered services prior to rendegirsuch
services. The provid€ontractmu st st at e that the MCOOs enrc
for the MCOOG6s debts in the event of the MC

2. Physicianswill maintain adequate malpractice insurance with minimum coverage
requirements of $1 nlibn per individual episode and $1 million in the aggregate;

3. Reimbursement term3he Contractmust provide a complete description of the payment
method or payment amounts applicable to a provider. The MCO proRwmiaractor
provider manual must explaito providers how to submit a clean claim including a
complete listing of all required information, including claims coding and processing
guidelines for the applicable provider type. The MCO provider must understand and agree
that BMS is not liable or respsible for payment for covered services rendered pursuant
to the MCO provider contract;

4. Requirement that providers attest to the following certification for claims for Medicaid
goods and services. The certification should include the following informafd
statements are true, accurate, and complete; no material fact has been omitted; all services
will be medically necessary to the health of the specific patient; and understanding that
payment will be from Federal and State funds and that any fatswfiicor concealment of
a material fact may be prosecuted under Federal and State law

5. Cl ear definition of each partyés terminat:.

6. Requirements for provider disclosureosinership and control, in accordance with 42 CFR
455.104. The MCO providerontracts must include language defining ownership per 42
CFR455.101. The MCO provider contracts or disclosure forms must request the provider
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to disclose information on ownership and control, and information on interlocking
relationships per 42 CFR 104(B). A provider that is a business entity, corporation, or a
partnership must disclose the namate of birth DOB), SSN, and address of each person
who 1 s pirector,iofticerypdngipal, partner, agent, managing employee, or other
person with anership or control interest of fiygercent(5%) or more in the provider or

i n t he [ubwmntractbeThed address for corporate entities must include as
applicable: primary business address, every business location, P.O. Box address, and tax
ID. Contracts or disclosure forms must solicit information on interrelationships of persons
disclosed per 42 CFR 455.104 (b). MCO contracts or disclosure forms must request tax ID
of any provideds Subcontractor in which the provider (if entity) haBve percent(5%) or

more interest. The MCO provider contracts must request the name of each entity in which
the providerdés persons with ownership and
interest. The provider must agree to keep information currerttahat by informing the

MCO in writing withinthirty-five (35) calendadays of any ownership and control changes

to the information contained in its application;

7. Requirements for provider disclosure of significant business transactions, in accordance
with 42 CFR 455.109MCO provider contracts must include language specifying that the
contracted provider is required to disclose the following information related to business
transactions withirhirty-five (35) calendardays of request of the Secretary dfiBS or
BMS: full and complete information about (1) the ownership of Suycontractor with
whom the provider has had business transactions totaling more than $25,000 during the
previous 12month period and (2) any significant business transactions betilieen
provider and any wholly owned supplier, or between the provider an8uropntractor,
during the previous five years;

8. Requirements for provider disclosure of heal#ine related criminal convictions, in
accordance with 42 CFR 455.106. The providertiacts or disclosure forms must request
t he pr ovi ddrector, gfficeg principa, partser, agent, managing employee, or
other person with ownership or control interest of freeceni{5%) or more in the provider
to disclose information orrieninal convictions related to Medicare, Medicaid, or Title XX
programs at the time they apply or renew their applications for Medicaid participation or
at any time on request. The contracts must require a provider to notify the MCO
immediately of the timéhe provider receives notice of such conviction. The MCO must
include the definiton ofi Convi ct edo per A4AbntractbrRliscbsu@ 1 . 2 i
form;

9. Requirements for providers to report to the MCO provpaeventable conditions
associated with clais)

10.Certi ficati on t h a tdirecton efficgr,rpaneipall gartner, npanagingi d e r 6
employee, or other person with ownership or control interest opéveent(5%) or more
in the providerhave not been excluded, suspended, debarred, revokehyoother
synonymous action from participation in any program under Title XVIII (Medicare), Title
XIX (Medicaid), or under the provisions of Executive Order 12549, relating to federal
agreement. Certification that persons listed above have also nameded, suspended,
debarred, revoked, or any other synonymous action from patrticipation in any other state or
federal healticare programRequirement for a provider to notify the MCO immediately
of the time it receives notice that any action is beikgriaagainst a provider or any person
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above as defined under the provisions of Section 1128(A) or (B) of the Social Security Act
(42 USC 813204), which could result in exclusion from the Medicaid program. A
provider must agree to fully comply at all timegh the requirements of 45 CFR Part 76,
relating to eligibility for federal agreements and grants;

11.Requirements for access to provider records. The provider contracts must include a
provision requiring MCO providers to provide to BMB:all informationrequired under
t he MCOO6s nCGontracgwthdBMSE,anclueding but not limited to the reporting
requirements and other information related to the network providers' performance of its
obligations under the MCO provider contracts; andr®. informationin its possession
sufficient to permit BMS to comply with the federal Balanced Budget Act of 1997 or other
federal or state laws, rules, and regulations. MCO provider contracts must include a
provision explaining that, if the network provider places nesfurecords in another legal
entity's records, such as a hospital, the network provider is responsible for obtaining a copy
of these records for use by the above named entities or their representative;

12.Requirement for providers to comply with 42 CFR 438.10heContractmust prohibit
providers from engaging in direct marketing to enrollees that is designed to increase
enrollment in a particular MCO. The prohibition should not constrain providers from
engaging in permissible marketing activities consistetft broad outreach objectives and
application assistance;

13.Requirement to comply with Section 6032 of the Deficit Reduction Act of 2005, if the
network provider receives annual Medicaid payments of at least $5 million (cumulative,
from all sources). A prader must: 1. Establish written policies for all employees,
managers, officers, contracto&jbcontractors, and agents of the network provider. The
policies must provide detailed information about the False Claims Act, administrative
remedies for false claims and statements, any state laws about civil or criminal penalties
for false claims, and wstleblower protections under such laws, as described in Section
1902(a)(68)(A). 2. Include as part of such written policies detailed provisions regarding
the network provideroés policies RMAD3. proce:
Include in any emloyee handbook a specific discussion of the laws described in Section
1902(a)(68)(A), the rights of employees to be protected as whistleblowers, and the
providerds policies and priMWAedures for det

14.Requirement to comply with the Hih Insurance Portability and Accountability Act of
1996 (HIPAA) (Public Law 10491), and the Health Information Technology for
Economic and Clinical Health Act (HITECH Act) at 42 U.S.C. 17931 et.seqCobh&act
must explain that the provider must tredl information that is obtained through the
performance of the services included in the providientractas confidential information
to the extent that confidential treatment is provided under state and federal laws, rules, and
regulations. This inclues, but is not limited to, information relating to applicants or
enrolleesof BMS programs.

15.Requi rement that provider may not 1inter

fer
or the MCOO6s right, acting asartyrhseurcést at eod s

16.Requirement for provider to comply with 42 CFR 422.128 and West Virginia Health Care
Decisions Act relating to advance directives;
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17.Description of the MCOOG0s provider compl ain
comply with the requireents of this Contract, 42 CHR38.414, and must be the same for
all providers;

18.The provider Contract must prohibit providers from collecting copays for missed
appointments;

19.The providerContractmust require emergency care providers to educaterttaleeof
the amount of his or her copay for nRemergency services provided in the emergency
department prior to providing neemergency services. The emergency services provider
must be required to provideemrolleewith the name and location of an availahled
accessible alternative na@mergency services proviger

20.Requirement for provider reporting and return of overpaymantsutlined in Article I,
Section 8.3

21LNotice to the provider of the Stateds righ
provider pursuant t o t hEMSMEdescibedansAsticlegllh me nt
Section 8.3 of the contract between the MCO and the State.

22.Notice to the promer that in the event the State collects overpayments directly from the
provider, the providerds appeal rights ar
800(B), which can be found on the BMS websitegl

23.Contracts with primary care providers (PCPs)stmaiso include a requirement that the
provider havawenty-four (24)-hourPCPcoverage.

2.6.4 Provider Information Systems Support

The MCO bardware, softwarend communicationsiust becapable of accommodating
individual provider information systems. Such accommodations may not be in violation any
requirements promulgated pursuant to Health Insurance Portability and Accountability Act of
1996, P.L. 104191 (August 21, 1996), as amended or modified, Health Informatiomdkdy

for Economic and Clinical Health Act (HITECH Acgnd other applicable federal and state
laws.

2.6.5 Provider Satisfaction Survey
The MCO is required toesign, develop, and implement an anmralider satisfaction survey
to evaluate provider gorovider staff satisfaction with the MCO.

The MCO must collect, analyze, and submit provider survey résuBf§lS on an annudbasis.
The surveymustbe submitted to prior to the conclusion of the contracting period of each
Contractyear, June 30
2.7 Provider Reimbursement
2.7.1 General

BMS believes that one of the advantages of a managed care system is that it permits MCOs and
providers to enter into creative payment arrangements intended to encourage and reward
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effective utilization management and ttyaof care BMS therefore intends to give MCOs and
providers as much freedom as possible to negotiate mutually acceptable payment terms
However,reimbursement rate amounts over 102.5% of the Medicaid FFS rates are not included
in data as part of ratetiag to develop the PMPM capitation payment for the MCO.

Regardless of the specific arrangemeahessMCOmakes with providers, the MCO must make
timely payments to both its contracted and-gontracted providers, subject to the conditions
described belowThis includes making a full payment rather than installment payments for a
course of treatment FFSreimburses the entire cost of the treatment at the initiation of service.
Additionally, the MCO must accept electronic claims as well as paper claims from providers.
The MCO must accept claims submitted usingehe r o IMedéeca& Assistance ID (MAID).
TheMCO must also require all claims for payment for items or services that were ordered to
contain the NPI of the physician or other professional who ordered or referred such items or
services.

The MCO may not seek recoupment of any provider payments béyent+four (24) months
from the date of servicenless such recoupment is due to provider fraud, waste or abuse.
2.7.2 In-Network Services

Subject to Article 1ll,Section2.7, Timely Payment RequiremertietMCO must make timely
paymaent within thirty (30) calendar dayfor clean claims to imetwork providergor Medically
Necessary, covergdontractservices when:

1. Services were rendered to treat a medical emergency

2. Services were rendered under the terms of the 8COntractwith the provider
3. Services were prior authorizeor
4

. Retroauthorization meeting medical necessity has been granted due to the nature of
service.

2.7.3 Out-of-Network Services

Subject to Article 1ll,Section2.7, Timely Payment RequiremertietMCO must make timely
paymentwithin thirty (30) calendar days for clean claitbsoutof-network providers for
Medically Necessary, covered services when:

1. Services were rendateo treat a Medical lBergency

2. Services were for family planning and sexyathnsmitted diseases
3. Services were prior authorizear
4

. Retroauthorization meeting medical necessity has been granted due to the nature of
service.

For noremergency oubf-network services, the MCO may reimburse providers at eighty
percent(80%) of the prevailing MedicaidFFSrate or higherunless such services are deemed
medically unnecessargrenot coveredy the MCQ or do not receive authorization
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Consistent with Article 1ll, Section 1.2.2, reimbursement for emergency services provided out
of-network must be equal to the Medicaid prevailing FFS reimbursement level for emergency
services, less any payments for direct costs of medical education and direct costs of graduate
medical education included in the FFS reimbursement rate.

2.7.4 Out-of-Network Hospital Transfers

The MCO must pay a n r o lexiseng @usf-network hospitafeesfor Medically Necessary
covered emergency services until h@ r o Irelcoeds, limical information and care can be
transferred to a network hospital, orilstich time as thenrolleeis no longer enrolled in that
MCO, whichever is shorter. The MCO must accept theobuetwork hospital physician or

p r o v ibeiddngdetermination of when thenrolleeis sufficiently stabilized for transfer
discharge

2.7.5 Emergency Services

When emergency services are provided to an enrollee of the MCO, thésNallity for
payment is determined as follows:

1. Presence of a Clinical Emergencyif the screening examination leads to a clinical
determination by the examining physician that an actual emergency medical condition
exists, the MCO must pay for both the services involved in the screening examination
and the services required to staldlthe patient.

2. Emergency Services Continue Until the Patient Can be Safely Discharged or
Transferred: The MCO is required to pay forlamergency services which are
Medically Necessary until the clinical emergency is stabilized. This includes all treatmen
that may be necessary to assure, within reasonable medical probability, that no material
deterioration of the patieds condition is likely to result from, or occur during, discharge
of the patient or transfer of the patient to another facility. If tlreesedisagreement
between a hospital and the MCO concerning whether the patient is stable enough for
discharge or transfer, or whether the medical benefits of an unstabilized transfer outweigh
the risks, the judgment of the attending physician(s) actoating for the enrollee at the
treating facility prevails and is binding on the MCO. The MCO may establish
arrangements with hospitals whereby the MCO may send one of its own physicians with
appropriate Emergency Room privileges to assume the attendisigiphts
responsibilities to stabilize, treat, and transfer the patient.

3. Subsequent Screening and Treatmen#n enrollee who has an emergency medical
condition may not be held liable for payment of subsequent screening and treatment
needed to diagnose tepecific condition.

4. Notification of Enrollees PCP:The MCOmaynot refuse to cover emergency services
solely based on the emergency room provider or hospital not notifying the e@rollee
primary care provider, MCO, or BMS of the enrofigscreening antleatment within
ten (LO) calendar days of presentation for emergency servighing is this provision
precludes the MCO from complying with all other emergency service claims payment
requirements as set forth in this contract.

5. Absence of a Clinical Emergencylf the screening examination leads to a clinical
determination by the examining physician that an actual emergency medical condition
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does not exist, then the determining factor for payment liability should be whether the
errollee had acute symptoms of sufficient severity at the time of presentation. In these
cases, the MCO must review the presenting symptoms of an enrollee and must pay for all
services involved in the screening examination where the presenting symptoms
(including severe pain) were of sufficient severity to have warranted emergency attention
under the prudent layperson standard. If a Medicaid beneficiary believes that a claim for
emergency services has been inappropriately denied by a MCO, the beneficiagetay
recourse through the MCO or BMS appeal process.

6. Referrals: When an enrollgis PCPor otherMCO representative instructs the
beneficiary to seek emergency caregtwork or ouwof-network, theMCO is
responsible for payment for the medical soreg examination and for other &tically
Necessary emergency services, without regard to whether the patient meets the prudent
layperson standard described above.

The MCOmustpromptly pay for all coveredmergency services, including Medically

Necessary testing determine if a medical emergency exists, that are furnished by providers that
do not have arrangements with the MCO. This includes emergency services provided by a
nonparticipating provider when the time required to reach the EéG&xilities, or thdacilities

of a provider with which the MCO has contracted would have meant risk of permanent damage
to the enrolleé health.

2.7.6 CAH Reimbursement

MCOs contracting with CAHnustmake payment to CAH at the prevailing Medicaid
reimbursementate MCO cortracts with CAHmuststipulate this reimbursement arrangement

Upon BMS notification to the MCO of any changes to tidHCGeimbursement rates, the MCO
mustupdate payment rates to CAH effectivem the designateBMS effective dateThe MCO

must pay the ew rate for claims not yet paid with a date of service on or after the effective date
ofchangeThe new payment rate must be | oaded into
thirty (30) calendar days of notification of the payment rate change.

2.7.7 Timely Payment Requirement

The MCO must agree to make timely claims payments to both its contracted acwhtr@acted
providers A claim is defined as a bill for services, a line item of service, or all services for one
(1) enrolleewithin a bill. A clean claim is defined as one that can be processed without obtaining
additional information from the provider of the service or from a third plirdpes not include a
claim from a provider who is under investigation for fraud or aboisa claim under review for
medical necessity

The MCO must pay all cleaglectronic and papeclaims for covered servicé®©m both in
network and oubf-network providersvithin thirty (30) calendar days of receipt, except to the
extentthe providerhas agreed to later paymeint writing.

The MCO must agree to specify the date of receipt as the dd#Ci@eeceives the claim, as
indicated by its date stanfmcluding electronic date stamgip the claim, and date of payment
as the date of the cheodeaseor other form of paymentlease to the provider
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The MCO must submit monthly a claims aging reploat provides informatioon all overdue
cleanclaims for both imnetwork and oubf-network providerss noted in Appendix E.

The MCO must papothin-network and oubf-network providersnterest aeighteerpercent

(18%) per annum, calculated daily for the full period in which the clean claim remains unpaid
beyond thehirty (30) daycleanclaims payment deadline. Interest owed to the provider must be
paid on the same date as the clalime interest paid to the providerglwotbereported as a

part of the MCQencounter datdlhis provision does not apply to payments made due to a rate
change per Attle Ill, Section2.7.9.

As related to the sanction outlined in Appendix G, the MCO must meet a ninety percent (90%)
threshad for timely claims payment (90% of total clean claims within 30 days), which aligns
with 42 CFR 447.45 for fetor-service Medicaid.

2.7.8 Payments for Provider-Preventable Conditions

Section 2702(a) of the Affordable Care ABICA) prohibits Federal fiancial participation
(FFP) payments to States for any amounts expended for providing medical assistance for
Provider Preventable Conditions (PP@sgluding healtlcareacquired conditions (HCACsnd
other providetpreventable conditions (OPPCBPCs are hospitalcquired conditions not
present on hospital admissidhe wrong procedure performed on a patient, and procedures
performed on a wrong patient or body part.

The MCO may not make payments for PPCs as defined bgdkeal regulations ardMS
policy in accordance with 42 CFR 438The MCO will track PPC data and make it available to
BMS upon request.

2.7.9 Medicaid Provider Rate Changes

In the case of provider reimbursement that is tied to the Medi¢etadateschedulethe MCO is
requred toimplement any rate changes adoptedMS within thirty (30) calendadays of
notification of the rate changéhe MCO must pay the new rate for claims not yet paid with a
date of service on or after the effective date of chahige MCO must repraass any claims paid
between the notification date and the system load date to the updat@dhisapgovision does
not apply to payments made to CAH under Article$ection2.7.6or payments made to
FQHCs/RHCs per Article llISection2.41.

2.7.10 Alternative Payment Models (APM)

BMS suppors$ avalue based health care systefmereenrolleeexperience and populatidrealth
are improved, the trajectory of health care cost is contdéimmedgh aligned incentives with
managed care organization and provider partners, and there is a commitment to continuous
guality improvement and learningo support this effort, the MCO is required to implement
alternaive payment models (APMs) that gHiiom FFSreimbursement to reimbursement that
rewards improved delivery of health care. In SF2@Q@he MCO is required to implement
APMs thatincludetenpercent(10%) of enrolleesenrolled during the State Fiscal YeBMS
intends to increase this tatgn future years.
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2.7.10.1 Design of APM Models

The MCOmustdesign and implement payment models with network providers that tie
reimbursement to measureable outcomes. APMs may indutlare not limited tohe
following:

1. Primary carencentives;

Payment for performance;

Shared savings arrangements;

Risk sharing arrangements;

Episodes of care/bundled payments; and

2 T

Capitation Payments with Performance and Quality Requirements.

Prior authorization and utilization management activitieaatoqualify as APMs.

2.7.10.2 APM Activities Report

The MCO is required to submit a report to BMS annuallt®APM activities. The report
specifications are outlined in Appendikut should include:

1. Athorough descri pt iintintvegf t he MCOO6s APM

Goals and outcome measures for@untractyear,

Description of monitoring activities to occur throughout the year

Evaluation of the effectiveness of the pre
Summary of lessons learned and any implemented changes

Description of the most significant barrieend

N o o bk~ D

Plans for nexContractyear.

2.7.11 Requirements for Provider-Administered Drug Reimbusement

All outpatient medical claims for provid@administered drugs must contain a Healthcare

Common Procedure Codinggsem (HCPCS) code, a National Drug Codes (NDC) number, the

NDC unit of measure, and the NDC quantity. The MCO must edit claims using the West
Virginiaés NDC to HCPCS Crosswalk file provid
the claim line item, if suta claim is missing the NDC information, or the NDC is not valid for

the corresponding HCPCS code, as the drug is not considered a covered Medicaid benefit. This
requirement applies to Medicare cramsger claims in addition to the other claims where adthi

party paid a portion of the claim.

2.8 Prohibitions on Inappropriate Physician Incentives

The MCO must comply with regulatory requirements regarding physician inceasi\specified
in42 CFR 417.47%2 CFR 438.6(h), 42 CFR 422.208, and 42 @2R210 The MCOmay

not make specific payment, directly or indirectly, to a physician or physician group as an
inducement to reduce or limit Medicallyeessargoveredservices furnished to any particular
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enrollee Indirect payments may include offerings of retary value (such as stock options or
waivers of debt) measured in the present or future.

As specified in 42 CFR 417.479, MCOs that operate physician incentive plans that place
physicians or physician groups at substantial financial risk owngtuct enrollee surveys. These
surveys must include either all current Medicaid enrollees in the MCO and those who have
disenrolled (other than because of loss of eligibility or relocation outside thedvEe@vice

area) in the pastvelve (L2) months, oma statistically validsample of these same enrollees and
disenrollees. The surveys must address enrollee/disenrollee satisfaction with the quality of
services provided and the accessibility of the services and must be conducted on an annual basis.

The MCO must collect the following information annually and make it available to BMS and
CMS upon request, withitren (L0) businesslays.

1 Whether services not furnished by the physician or physician group are covered by the
incentive plan.

The type or typesfancentive arrangements, suchkamus, capitation.
The percent of any bonus the plan uses.

Assurance that the physicians or physician group has adequatessquotection, and
the amount and type of stégss protection.

The patient panel size andtlie plan uses pooling, the pooling method.

1 If the MCO is required to conduct enrolldisenrolleesurveys, provide a summary of the
survey results to BMS and, upon request, to enrollees.

1 Information on the physician incentive plan to enrollees, upon seque

The MCOmustcomply with any additional rules regarding physician incentives released by
CMS.

3. ENROLLMENT & ENROLLEE SERVICES

The program will enroll the TANFTANF-related populationgndadults eligible for the

Medicaid Alternative Benefit Plan @P), includingcertain low income populations eligible
under the authority of ThH&CA. Enrollment will be handled by BMS througtCantractwith

the central enrollment brokerhe enrollment broker is responsible for conducting outreach and
enrolling eligble Medicaid beneficiaries into tidedicaid managed care prograrnife

enrollment broker will use the marketing materials furnished by the MCO as set forth in this
Contractto assist enrollees in choosing an Md®e enrollment broker will be responsible for
notifying potential enrollees about their MCO choices; answering questions about the MCO; and
for assisting the enrollaa completng any paperwork necessary to enroll in the MCO, to
disenroll from the MCO, ahto transfer from one MCO to anoth&e MCO will be furnished

with an enrollment roster that identifies individuals enrolled in the MCO, including all new
enrollees, on a monthly basAll enroliment activities are subject to the standards and
requirenents set forth in this contract.
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3.1 Marketing
3.1.1 Liaison with Enrollment Broker

The MCO must designate a liaison to foster ongoing communication and coordination with the
enrollment brokerThe MCO will be expected to respond promptly and construgtieel

guestions and concerns raised by the enroliment brokerMCO must also participate in
meetings or other discussions with the enrollment broker and with BMS representatives
concerning client education, enrollment, and probsatving.

3.1.2 Marketing Plan

The MCO must submit a marketing planBdIS for prior written approval bydctober1® of
eachContractyear.If the marketing plan is modified during t@®ntractyear, the revised
marketing plan must be submittedBMS for written approval priord engaging in any activities
not specified in the original plathe MCO marketing plan must comply with the BMS
Marketing Policies as describedAppendixD of this Contract.

3.1.3 Marketing Materials

The MCO must follow the marketing guidelines as désd in 42 CFR 438.104 appendix
D, BMS Marketing PoliciesThe MCO must develop marketing materials for the enrollment
broker to assist Medicaid enrollees with their MCO selecible MCO must include a
Medicaidenrolleehandbook and the provider datory in the materials furnished to the
enrollment broker.

All marketing materials must be prepared at a reading level no higher than the sixth grade and
must satisfy the information requirements of @@ntractto ensure that before enrolling,
enrolleegeceive accurate oral and written information needed to make an informed decision on
whether to enrollMaterials should use an easily readable typeface (sugiebg (12) or

fourteen L4) point), frequent headings, and should provide short, simple explanations of key
concepts. Technical or legal language should be avoided whenever pdssi@CO must

submit evidence to BMS that its materials satisfy this requiréfd@md provide a writin

assurance that marketing materials do not mislead, confuse or defiralldesor BMS. Such

written assurance muke provided annually or with each submission of new or revised
marketing materialsStatements that will be considered inaccurate, fats#teading include, but

are not limited to, any assertion or statement (whether written or oral) that:

1 The potential enrollee must enroll in the MCO in order to obtain benefits or in order to
not lose benefits; or

The MCO is endorsed by CMS, the fedenmastate government, or similar entity.

Marketing materials that requiBMS review and approval include but are not limited to:
1. Marketingmaterials to potentianrollees
2. Enrolleematerials (Provider Directories, Member ID cards, gtc.)

12 Many commercial word processing software programs contain utilities for testing the readability of documents
prod uced using the program.
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I nformation to be used on the MCOO6s Websit

3

4. Print media
5. Television and radio storyboards or scrjasd
6

. Enrolleeparticipation materials
Any changes to marketing materials must be submitted to BMS for approval

3.2 Enrollment
3.2.1 Process

The MCO willconduct continuous open erlroént during which the MCO muatcept
enrolleeeligible for coverage under th@@ontractin the order in which they are enrolled without
regard to health status of tearolleeor any otler factors. The MCO will accept individuals who
are eligible in the order in which they apply, without restriction unless authorized by the
Regional Administrator (42 CFR 434.25) and up its enrollment limits as discussed beéow
MCO must accept enrollean the order in which they apply (i.e., the order in which their
enrollment information is transferred BMS or the enrollment broker) up to the limits set by
BMS. The MCOmaynot attempt to discourage or delay enroliment of eligible Medicaid
enrollees

3.2.1.1 Pre-existing Conditions

The MCO must assume responsibility for all covered medical conditions of each enrollee
inclusive of preexisting conditions as of the effective date of enroliment in the plaaaMCO

must have a process for determiningahrenrolleesmay have prexisting, chronic, or

catastrophic illnesses, conducting outreach, and developing appropriate treatment plans for these
enrolleesas described iArticle Ill, Section 53.

3.2.1.2 Confinement to an Inpatient Care Facility at Time of Enroliment or
Disenrollment

NotwithstandindArticle Ill, Section 7.6 Responsibility for Inpatient Cari,an enrollees
confined to an inpatiertare facility on the effectivdate for initial enrolinent with the MCO,
coverage of inpatient facilitghargegincluding charges at a transfer facility, if thierolleeis
transferred during the stagr within the facility will be the responsibility of BMS untthe
enrolleeis dischargd. The MCO is respnsible for allother covered services provided or
after the effective date & CO enrollmentincludingbut not limited to emergency
transportation, professional fees during the inpatient stay and outpatient care.

The MCO is responsible fall charge during thenpatientnewbornstayif suchnewbornis
born to a mother who isairrent MCQOenrolleeu nt i | t he newbornés di scha

3.2.1.3 Automatic Reassignment Following Resumption of Eligibility

Medicaid beneficiaries who lose eligibility for the West VirgiM& T or WVHB prograns and
regain eligibility withinone(1) yearwill be automatically reenrolled in the same MCO in which
they were previously enrolled. BMS will perform this process apglgithe necessary
information to the enrollment brok€if a previously eligible beneficiary has been ineligible for

87



a period of time in excess ohe(1) year, the beneficiary will select a plan through the standard
enrollment broker process.)

3.2.1.4 Enrollment of Program Newborns

The MCO must have written policies and procedures for enrolling newborn children of Medicaid
enrolleegetroactively effective to the time of birtfihese enrollment procedures must include
transfer of newborn information twoth BMS and the enrollment broker and must provide for
processing completion withihirty (30) calendaidays of the date of birtiNewborns of
programeligible mothers who are enrolled at the time of the &hitirth will be enrolled in the
motheiis MCO.

The MCO is responsible for all Medicallyelessargoveredservices provided under the
standard benefit package to the newborn child or an enrolled mother for thextir¢60) to
ninety @0) calendardays of lifebased upon the cuiff date for MCO enrollment with the
enrollment brokerThe childs date of birth wilbe counted as day ar@gMS will pay a full
monthts capitation for all newborn¥he MCO will receive capitation payments for all
subsequent months that the child remains &datith the MCOThe MCO must submit
newborn enroliment forms to the enrollment brokéhin sixty (60) calendaidaysof the date of
deliveryor as soon thereafter as the MCO becomes aware of the delivery

3.2.1.5 Enrollment of Persons with Other Primary Coverage

For enrollees with other primary coverage, the MCO must assume responfabiltgdicaid
covered services that are not provided by the primary cariierMCO will defer utilization
managemendecisions tahe primary carrier, except ftinose Medicaidervices and benefits
that are carved out of the primary car@ebenefits package, which ake sole responsibility of
the MCO.

3.2.2 Assignment of Primary Care Provider

The MCO must inform each enrollee about the full panel of participating providers. To the extent
possible and appropriate, the MCO must offer each enrollee covered und@ortracthe

opportunity to choose among participating providers at the timerofiment. This does not

preclude the MCO from assigning a primary care provider to an enrollee who does not choose
one. The MCO may assign an enrollee to a primary care provider wiegmaleefails to

choose one after being notified to do so. The MQ@trset a period of time during which an
enrollee may select a PCP, not to exaeed10) calendadays after enrollment. Upon

expiration of this time period, the MCO must assign the enrollee to a PCP. The assignment must
be appropriate to the enrolBsage, sex, and residence.

The enrollee must be notified of this assignment and of the procedures for changing the
designated providem the event that a primary care provider ceases to be affiliated with the
MCO, the MCds procedures must provide for rotito affected enrollees at le#stty (30)
calendadays before the termination date and promptly assist enrollees in obtaining a new
primary care provider.
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3.2.3 Enrollment Limits

In accordance with 42 CFHR38.206 BMS may establish a maximum Medica&droliment level

for Medicaid beneficiaries for the MCO on a couspecific basis dependent on BBIS

evaluation of the capacity of the M@Onetwork. Subsequent to the establishment of this limit,

if the MCO wishes to change its maximum enroliment levehust gain BM®approval. The

MCO must notify BMSorty-five (45) calendadays prior to the desired effective date of the
change. BMS will issue its approval or disapprovahirty (30) calendardays, subject to BM&

timely receipt of all necessary information from the MCO to make the determination. If the
change is an increase, the MCO must demonstrate its capability to serve additional enrollees. An
increase will be effective the first of the month after BMS cordiadditional capacity exist

capacity is decreased because of a reduction in the number of participating providers available to
Medicaid enrollees, then BMS will give the patients of those providers leaving the network the
option to voluntarily disentbfrom the plan.

3.2.4 Disenrollments

The term Adisenroll ment o wi llebve theeMCO navidichthey r e f e
are enrolledDisenrolled beneficiaries will generalgnroll in another MCODisenrollment may
be initiated by the enrige, MCO, or BMS.

The MCO must infornenrolleesof their right to terminate enrollment through the enrollee
handbookThe MCO must have written policies and procedures for transferring relevant patient
information, including medical records and other perit materials, when an enrollee is
disenrolled from the MCO and enrolled in another MCO.

3.2.4.1 MCO-Initiated Disenrollment
Involuntary beneficiary disenrollment from the MCO may occur for the following reasons:
1. Loss of eligibility for Medicaid or for articipation in Medicaid managed care

2. The beneficiar§s permanent residence changes to a location outside thé&gMCO
Medicaid service aredlowever, if the resident moves to a location serviced by other
MCOs, the resident must reenroll into a new M&3so@n as administrately possible

3. Continuous placement inraursing facility, State institution or intermediate care facility
for the mentally retarded for more thiuirty (30) calendar days

4. Error in enrollmentThis may occur if the beneficiary was inacately classified as
eligible for enroliment in an MCO, if the beneficiary does not meet the eligibility
requirements for eligibility groups permitted to enroll in an MCO, or after a request for
exemption is approved if the enrollment broker enrolledbtreeficiary while their
exemption request was being conside@

5. Beneficiary death.

The MCO may noinitiate disenrollment foanyenrolleeexcept as specified above; the MCO
may not terminate enrollment because of an adverse changeeimrtiieés health status; the
enrolleds utilization of medical services; diminished mental capacity; or uncooperative or
disruptive behavior resulting from his or her special needs (except when his or her continued
enrollment in the MCO seriously impaitge entitys ability to furnish services to either this or
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other enrollees)T’he MCO may not request disenrollment because of an erig#iempt to
exercise his or her rights under the grievance systemmMCO must assure BMS that
terminations are corgtent with the reasons permitted under the contBdS has responsibility
for promptly arranging for services for aagrolleewhose enrollment is terminated for reasons
other than loss of Medicaid eligibility.

After BMS becomes aware of, or is alertedthe existence of one of the reasons listed above,
BMS will notify the enroliment broker of the benefici@yoss of eligibility In the case of
continuous placement infacility or institutionfor more tharthirty (30) calendar days, the MCO
must noify BMS within five (5) business days following the B@ay of admissionThe
enrollment broker will then notify the beneficiary or family and update the enrollment roster to
inform the MCO of disenrollmenThe effectivedate of the disenroliment witleno later than

the first day of the second month after the month in which the MCO requests termwétam
notifying BMS of its intent to disenrollreenrollee the MCOmustspecify the reason for the
request in order to assure BMS that the reason éorettpuest is consistent with the permissible
reasons specified in this contract. BMS will make the final decision to approve or deny the
requested MCénitiated disenrolimentf BMS does not act on the M@®request for a
disenrollment, the disenrollmewill be consideredsapproved.

3.2.4.2 Enrollee-Initiated Disenrollment

MCO enrollees may requedisenrollmentt any time for any reasoBisenrollment willbe

effective no later than the first day of the second month after the month in which theeenrol
requests disenrollmenthere is no limit on the number disenrollmentequests that an enrollee
can initiate The enrollee should contact the enroliment brokémit@mte disenroliment

However, if an enrollee informs the MCO that he or she warttsihsfer to another MCO, the

MCO must work with the enrollment broker to facilitate the pradéss enrollee makes

multiple requests before the next effective date, the enrollment broker will transfer the individual
to the last MCO selected prior tioet enrollment closing date.

3.3 Enrollee Services Department
3.3.1 General Requirements

The MCO must maintainneEnrolleeServices Department to asssirolleesn obtaining

Medicaid covered serviceShe EnrolleeServices Departmenat the minimummustbe

accessible duringegularbusiness hoursat least foeight @) hours a daynd through a tolfree
phone numbeiThe EnrolleeServices Department must work with both Medicaid enrollees and
providers to handle questions and complaints and to fagitiat provision of services.

The MCO must ensure that ttal-free enrolleeservices phone line meets the followfahAs:

1. Eighty-threepercent(83%) of calls are answered live within thirty (30) seconds during
operating hoursTime measured begins when theolleeis placed in the call queue to
wait to speak tormaEnrolleeServices representativand

2. The call abandonment rate does not exéeedpercent5%) of total calls for thenonth

|l f the MCO6s Subceeprnaatercapérateser, the Su
at a minimum meet thenrolleecall center performance standards set forth in this Section.
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3.4 Materials
3.4.1 Enrollee Information

The MCO must provide all paper and electronic informational matéusiisg a font size no

smaller thariwelve (L2) point) relating tothe Medicaid program in a manner and format
consistent with the requirements of 42 CFR 8438Th@. enrollee must be iofmed that the
information isavailable in paper form withut charge upon request and mosprovided with

the information witim five (5) business days. Electronic information must be placed on a
website that is prominent and readilgcessiblelt mustbe provided in an electronic form which
can be electronically retained and printédrollee information provided by the MCO must be
readable at the"Bgrade level and easily understood, and available in the language(s) of the
major population groups sexd and, as needed, in alternative formats (i.e., Braille) for those who
are unable to see or read written materifltee MCO must makauxiliary aids and serviceas

well asoral interpretation services available in all #omglish languages to all enreds and
potential enrollees free of chargéhe MCO must notify enrollees that oral interpretation

services are available for any language, that written information is available in prevalent
languages, and how to access those serwi¢atten materials mst include taglines the

prevalent nofEnglish languages and large priimt a font size no smaller thanghteen 18)

point) explaining the availability of written translation or oral interpretation and théréalland
TYY/TDY telephone number of thlCOs.MCOs must make its written material available in

the prevalent noiEnglish languages in its service area, as identified by BMS in accordance with
Article 111, Section 37.

3.4.2 Member ID Cards

The MCO must issue an identification card for its Medieaitblleego use when obtaining

MCO services. The card should not be overtly different in design from the card issued to the
MCOG commercially enrolled enrolleeBhe MCO must issue all enrolleapermanent
identification card withirfive (5) businesslays of enrollmenfThe MCO may issue one
identification card for all covered benefégcept for a dental benefit card, which may be issued
separatelyPCP information must be updatasl soon as lhlecomes available. The MCO must
issue a replacement card witliive (5) business days @fenrollee'sequestThe MCO is not
required to issuanew card iftheenrolleehas been previolysenrolled with the MCO and
received a card within the pdstelve (12) months unless a new card is requested.

The card must include at least the following information:
Beneficiary name;
Stateassigned éneficiary Medicaid identification number;

MCO name;

Twenty-four (24)-hour telephone number for use in urgen¢imergent medical
situations;

w0 DnPE

5. Telephone number fanrolleeeservices (if different);
6. Primary care provider name and office telephone number;
7. TTY number;
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8. Notice that theenrolleemust present both the MCO card and the Medicaid card at time of
service and

9. The MedicaidMCO program typed.g.MHT or WVHB).

The Medicaid identification card issued by BMS will serve as the engslidentification card
for MCO purposes until the permanent MCO card is issMé&D providers must ask to see both
the Medicaid car@nd the MC@s card to verifyae n r o leligibilgy@rsd enrollment.

3.4.3 Enrollee Handbook

The MCO musmail an enrollee handbook to thewenrolle€s householdavithin five (5)

business daysf official enrollment notification to the MC(rovide the enrollee handbook by
email after obtaining the enrol | e,obadvisegr eemen
enrollees in paper or electronic form that the information is available on the internet and includes
the applicable email addregsovided that enrollees with disabilities who cannot access this
information online are provided auxiliary aids and services upon request at néocesirollees
previously enrolled in the MCO within the previomgelve (L2) months, the MCO is not

required to mail another handbook. TMEO must notifyre-enrolledenrolleeswith information

on how to obtain a new handbook upon requdst. MCO must provide periodigpdates to the
enrollee handbook as needed explaining chatogds® MCO policies or Medicaid program.

When there are program or service site changes, notification will be provided to the affected
enrollees at least fourte€¢b4) calendar daybefore inteded effective date of the chandée

MCO mustmaintain documentation verifying that therolleehandbook is reviewed at least

once a yeaiThe MCO mushnotify its enrollees thaan update@nrolleehandbooks availableat

least annually after initial @allment. The MCO must publish and keep currengitsollee

handbook orthe MCO website. The MCO mugstovide aenrolleehandbook to enrollees within

five (5) business days upon request.

The MCO must use the modsatrolleehandbook supplied by BMS and exss MCO-specific
material as directed in the templatdhe MCO must use the definitions included in the model
handbook in enrollee communicatio@opies of theM C O @rwrolleehandbook must be sent to
the enroliment broker and BMS.

3.4.3.1 Enrollee Handbook Requirements

The handbook must include thdléaving information which musadhere to the standards set
forth in this contract:

1. Table of contents;
2. The phone number whichrde used for assistance in obtaining emergency care;

3. A description of all availabl®MHT or WVHB Contractservicesincluding amount,
duration, scopeand how to access those services (e.g., whether the enrollee aafieself
to the service or if a refeak or prior authorization is needed); and an explanation of any
service limitations or exclusions from coverage;

4. A description of any restrictions on the e
providers;
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5. Thetoll-freephone number fathe enrolleesenices departmentnedical management,
and any other unit providing services directly to employees, along withihais of
operation, and a description of its function;

6. Informal and formal grievance, appeal, and state fair hearing procedures, including:
a. The right to file grievances and appeals;

b. Filing procedures, requirements, and timeframes for complaints, grievances and
appeals, and state fair hearing;

c. The method of obtaining a hearing and the rules governing representation at a
hearing;

d. The right to rquest a State fair hearing after a determination has been made on an
enroll eebs appeal, which is adverse to

e. The availability of assistance if filing grievances and appeals, th&dell
numbers available for filing a grievance or appeal lgre;

f. The opportunity to have benefits continue if the enrollee files an appeal or request
for a state fair hearing within BMS specified timeframes upon request; and

g. The requirement that enrollees may have to pay the cost of services received
while the appal is pending, if the final decision is adverse to the enrollee;

7. How to report suspected fraudaste por abuse;
8. Disenrollment policies;
9. How to obtain EPSDT services;

10. Information on family planning services, including a discussiom ofr o Irightetee s 6
self-refer to innetworkand outof-network Medicaidparticipating family planning
providers;

11l nf or mati on on the process of yoarkecting an
provider;

12.Information concerning policies on advance directives;

13. Explanation of emergency care, after hours care, urgent care, routine carellecate,
the process and procedure for obtaining each; and a statement that it is appropriate for an
errollee to use the 911 emergency telephone number for an emergency medical
condition;

14.Explanation of what constitutes an emergency medical condition and emergency services;
15.The fact that prior authorization is not required for emergency services;
16. Theenrolleds right to use any hospital or other setting for emergency care;

17.Procedures for obtaining services covered under the Med@tatePlan and not covered
by the MCO (e.g.prescription drugsionemergency medical transportatipn

18.The extent to wich and how to access peghbilization services;
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19. Limited MCO liability for services from neMCO providers, e.g., only emergency care
or referrals;

20. The phone number of the enroliment broker;
21. Information about choosing and changing PCPs;
22.Information aboutvhat to do when family composition changes;

23. Appointment procedures and access standards including travel time, scheduling standards
and the MC@s standard waiting time;

24.Guidance to seeking care when-otHarea services are required, including authowrati
requirements and process;

25.How to oliain emergency transportation, Medicallgdé¢ssary transportation and non
emergency transportatioh;

26.How to obtain maternity and sexually transmitted diseases services;
27.How to obtain behavioral healdnd SUDservices
28.How to obtain noremergency and emergency dental services;

29.Information on enrolle@rights to access certified nurse midwife services and certified
pediatric or family nurse practitioner services;

30.Procedures for recommending changes in policies or sstvic
31.What to do in the case of eaf-county and oubf-state moves:

32.What to do if theenrolleehas a workd&s compensation claim, pending personal injury or
medical malpractice law suit, or has been involved in an auto accident;

33.Information of contributias that enrollees can make toward their own health, enrollee
responsibilities, appropriate and inappropriate behavior and any other information
deemed essential by the MCO or BMS;

34.Information on enrollee rights and responsibilities, as outlined in thisamn

35. Any significant changes, as defined by BMS, to the information above, atlegs{30)
calendadays before the effective date of the change and no later than the actual effective
date;

36.The MCO5s policies regarding the appropriate treatment of mjnors

37.The MCO mustdvise enrollees at least annually of their right to request and obtain the
above inbrmation

38.Costsharing policies, including but not limited to exemptions for certain categories of
enrolleesand servicesand

13 The MCO should contact the county BMS office to obtain information on how enrollees can obtain no n-
emergency transportation and Medically N ecessary transportation.

14 The MCO should contact the county BMS office to obtain informati on on what enrollees need to do in the case of
out-of-county and out -of-state moves.
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39.Policies regarding the use of oral interpreters for minors acds@ oemergency

The MCO must make modifications in teerolleehandbook language, if directed to do so,
to comply with the requirements as described above.

3.4.3.2 Availability of Enrollee Handbook
In addition, the MCO must make the following information available to enrollees on request:
1. Information on the structure and operation of the MCO;
2. The procedures the MCO uses to control utilization of services and expenditures;

3. The number of gevances and appeals and their disposition in the aggregate, in a manner
and form specified bBMS and/or Department of Insurance; and

4. A summary description of the method of compensation for physicians.

Some of the above information may be included seris or attachments to the handbook.

3.4.4 Provider Directory

The provider directory must include theovidernames, locationwith street addressvebsite

URLs (as appropriateynd t el ephone numbers of current con
savice areaThe directory must also include then-English languagesffered(including, but

not limited toAmerican Sign Languagdy the providersr theirinterpreterswhether the

provider has completed cultural competence traingetification ofproviders that are not

accepting new patientanyprovidergroup affiliations providerspecialties (as appropriate);

whether the provider has office accommodations for people with physical disabilities (including
offices, exam room(s), and egmeny); and any restrictions aneenrolle€s ability to select

from network providers. This information should include, at a minimum, information on primary

care physicians, specialistgneral pediatric dentistsehavioral health providerand hosgals

The MCO must givaffectedenrollees reasonable notice of any changes regarding providers.

The MCO must furnish a written notice of any change in the names, locations, telephone

numbers afand noRENglish languages spoken by current contractedipcbe r s i n t he enr
service areancludingidentification of providers that are not accepting new patients, at least

thirty (30) calendadays before the intended effective date of the change

The MCO must update thmapermprovider directoryat least monthly, and the electronic provider
directory must be updated no later thiinty (30) calendar days after the MCO receives updated
provider informationThe MCO must notify beneficiaries annually of their right to reqapdt
obtaina provider directoryAdditionally, the MCO must deliver an update of the provider
directory on disk to the enrollment broker every moiitte MCO musprovide potential

enrollees a copy of the provider directory, upon reqUést. MCO must publishnd keep

current its provider directorynothe MCO website. The MCO muystovide enrolleea copy of

its provider directory, upon request witHime (5) business days.

3.4.5 MCO Internet Website

The MCO must develop and maintain a website to providergémformation about the
Medicaidmanaged carprograns, the provider network, customer services, and the complaints
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and appealprocessThe MCO must ensure that enrollees haweess tohe most current and
accurate infor mat i omworkpoomideeparticipatian. t he MCOOs net

3.5 Education

3.5.1 New Enrollee Orientation

The MCO must have written policies and procedures for orienting new Medicaid enrollees about
the following:

1. Covered benefits;
The role of the primary care provider and hoveetect a PCP;
How to make appointments and utilize services;
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What to do in an emergency or urgent medical situation and how to utilize services in
other circumstances;

How to access carvealt services in thEFSsystem;
How to register a complaint or file grievance;
E n r o Irights arsl éesponsibilities; and

© N o O

Contents of the Medicaignrolleehandbook.

3.5.2 Health Education and Preventive Care

The MCO must provide a continuous program of general health education for disease and injury
prevention and iddification without cost to the enrolleeSuch a program may include

publications (e.g., brochures, newsletters), media (e.qg., films, videotapes), presergagions (
seminars, lunctandlearn sessions) and classroom instruction

The MCO must provide pgrams of wellness education. Such programs may include stress
management, nutritional education, prenatal care, human development, care of newborn infants
and programs focused on the importance of physical activity in maintaining héadgrMHT
andWVHB, the MCO must providibacco cessation benefits pregnant womergdults and
childrenrespectivelyThe MCO is not required to provide weight management services; the
MCO may provide these services as a vadded service except for bariatric suggehich is a
covered benefit under the State Plan.

Additional health education and preventive cpregrams may be providedataddress the

social and physical consequences of frigh behaviorsExamples include programs on the

prevention of HIV/AIDS unintended pregnancy, violen&JD, tobacco use, sun exposure and
protective devices such as seatbelts, safety helmets, and safety glasses. These programs must be
conducted by qualified personnel. The MCO must also offer periodic screening programs that i

the opinion of the medical staff would effectively identify conditions indicative of a health

problem. The MCO must periodically remind and encourage their Medicaid enrollees to use
benefits including physical examinations that are available and des@pesgvent illness. The

MCO mustkeep a record of all activities it has conducted to satisfy this requirement.
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3.5.3 Health Screenings

The MCO may offer health screenings at community events, health awareness events, and in
wellness vano its enrolleesnd otheenrolleesof the communityThe MCO musinstruct each
enrollee that receives a screercomtact his or her PCP if medical follewp is necessgrand
mustensurehateachenrollee receivea printed summary of the assessment information to take
to his or her PCPThe MCOis encouraged tyansmit a summary of the assessment information
directly toeachenrollegs PCP.

3.5.4 Advance Directives

The MCO must comply with 42 CFR 422.128 relgtto written policies and procedures
respecting advance directives, including the following:

1. Providing written information to enrollees concerning their rights under State law to
make decisions about their medical care, including accepting or refusingahadi
surgical treatment, and to formulate advance directives and concerning thés MCO
policies with respect to the implementation of such rights; this information should be
included in the=nrolleehandbook;

2. Ensuring that written information reflects clges in State law as soon as possible, but no
later thaminety @0) calendadays after the effective date of the change;

3. Documenting inthe n r o Imedéca esord whether or not tharollehas executed an
advance directive;

4. Not conditioning the progion of care or otherwise discriminating againsearollee
based on whether tlearolleehas executed an advance directive;

5. Ensuring compliance with requirements of state law respecting advance directives;

6. Providing education for staff and themmunity on issues concerning advance
directives; and

7. Informing enrollees that complaints concerning noncompliance with the advance
directive requirements may be filed wihM Ssiurvey and certification office.

For further information regarding advanceedtives, refer to 42 U.S.C. Section 1396a(w).

3.6 Enrollee Rights
3.6.1 Written Policies on Enrollee Rights

The MCO must have written policies with respect to the enrollee rights specified bhalew

MCO must comply with any applicable Federal and States lthat pertain to enrollee righthe

MCO must articulate enrolle@sghts, promote the exercise of those righatgjensure that its

staff and affiliated providengrotect andake the rights into account when furnishing services to
enrolleesThe MCOmust ensure that these rights are communicated to enrollees annually
following initial enroliment; and to the MG® staff and affiliated providers, at the time of initial
employment or affiliation and annually thereafter. The MCO must also monitqrante
compliance with the policies by the M@Ostaff and affiliated providers through analysis of
complaints or grievances, requests to change providers, enrollee satisfaction surveys, and other
sources of enrollee input.
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3.6.2 Specification of Rights
Each enrollee has a right:
1 To receive information in accordance with the standards set forth in this contract;
To be treated with respect and due consideration of his or her dignity and privacy;
To accessible services;

To choose providers from among teafiliated with the MCO;

= =4 =2 =2

To participate in decisiemaking regarding his or her health care, including the right to
refuse treatment;

1 To receive information on available treatment options or alternative courses of care,
presented in a manner approgitt the enrolle@s condition and ability to understand;

1 To request and receive his or her medical records, and to request that they be amended or
corrected, for which the MCO will take action in a timely manner of no latertkidin
(30) calendadays fom receipt of a request for records, and no later $hdwn (60)
calendadays from the receipt of a request for amendments, in accordance with the
privacy rule as set forth in 45 CFR parts 164.524 and 164.526, upon their effective dates,
to the extentrtey apply;

1 To obtain a prompt resolution of issues raised by the enrollee, including complaints
grievancesor appealand issues relating to authorization, coverage, or payment of
services;

To offer suggestions for changes in policies and procedures;

1 To be free from any form of restraint or seclusion used as a means of coercion, discipline,
convenience, or retaliation, as specified in other Federal regulations on the use of
restraints and seclusion; and

To be furnished health care services as set forthis contract.

3.6.2.1 MCO6s Policies and Procedures to Protect
MCOs must have policies and procedures to protect and promote these rights, as follows:
1. Enrollee privacy

The MCO must implement procedures to ensuretméidentiality of medical records
and any other health and enroliment information that identifies a particular enrollee in
accordance with Article Il, Section 5.7
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2. Accessible services

The MCO must ensure that all services, both clinical anechinital, are accessible to
all enrollees, including those with limited English proficiency or reading skills, with
diverse cultural and ethnic backgrounds, the homed@skindividuals with physical and
mental disabilitiesThe MCO must also ensure that enrolleage the right to access
emergency health care services, consistent with the er@gsotlegermination of the need
for such services as a prudent layperson, andgpabilization services.

3. Provider choice

The MCO must allow each enrollee to select hisarprimary care provider from
among those accepting new Medicaid enrollees in accordance with Article Ill, Section
3.2

Each enrollee referred to a specific provider for any service other than primary care must
have an opportunity to refuse care frora tlesignated provider and to select a different
affiliated provider.

4. Provider-enrollee communications

The MCO may not prohibit or restrict a health care professional acting within the lawful
scope of practice, from advising or advocating on behalf ohesilee who is his or her
patient for the following:

1 The enrolleé health status, medical care or treatment options, including any
alternative treatment that may be sadfministered;

1 Any information the enrollee needs for deciding amongeddivant treatment
options; or

1 The risks, benefits and consequences of treatment or nontreatment.
5. Participation in decision-making

The MCO must permit the enroli@eparent or representative to facilitate care or
treatment decisions when therollee is unable to do sdMCOs must provide for enrollee

or representative involvement in decisions to withhold resuscitative services, or to forgo
or withdraw lifesustainingreatment, and comply with requirements of Federal and State
law with respect to advance directivésis includes:

1 Providing written information to clients concerning their rights under State law to
accept or refuse medical or surgical treatment andrtoulate advance directives and
concerning the MC@& policies with respect to the implementation of such rights (this
information should be included in tlearolleehandbook);

1 Documenting in the enrollé medical record whether or not the enrollee has
executed an advanced directive;

9 Not conditioning the provision of care or otherwise discriminating against a enrollee
based on whether the enrollee has executed an advance directive;

1 Ensuring compliance with requirements of state law respecting advancevdsgect
and
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9 Providing education for staff and the community on issues concerning advance
directives.

The MCO may not prohibit or restrict a health care professional acting within the lawful scope of
practice, from advising or advocating on behalf of an é&®alho is his or her patient for the
enrolleés right to participate in decisions regarding his or her health care, including the right to
refuse treatment, and to express preferences about future decisions.

3.7 Enabling Services

The MCO must ensure thall services, both clinical and natfinical, are accessible to all
enrollees, including those with limited English proficiency or reading skills, with diverse cultural
and ethnic backgrounds, the homeless, and individuals with physical and mentakiésatsik

MCO must also monitor and promote compliance with these policies through analysis of
complaints or grievancesd appealgequests to change providezgyolleesatisfaction surveys,
and other sources ehrolleeinput.

3.7.1 Communication Barriers

The MCOis required to provide oral interpretive services for languages onaeeakel basis.
These requiremengextend to both isperson and telephone communications to ensure that
enrollees are able to communicate with the MCO and providers angereogerage benefits

Ord interpretative services mulsé provided free of charge to enreéeand potential enrollees
and musbe available for all noienglish languages. The MCO must also provide audiotapes for
the illiterate upon request.

BMS will periodically review the degree to which there are any prevalent language or languages
spoken by Medicaid beneficiaries in West Virginia (cultural groups that represent #it/keast
percent5%) of the Medicaid population). Withininety @0) calendardays of notification from

BMS, the MCOwill make written materials available in prevalentforglish languages in its
service areait the current time, there is no data to indicate that West Virginia has any

Medicaid populations that meet this chétiion.

The MCO musnotify enrollees and potential enrollees of the availability of oral interpretation
services for any language and written materials in prevalerREnghsh language§he MCO
mustalso notify enrollees and potential enrollees of howccess such services.

3.7.2 Sensory Impairments

The MCO must develop appropriate methods for communicating with its visaatlyhearing
impaired enrollees and accommodating the physically disabledMCO must have
telecommunication device for thealg TDD) services availabl&1CO enrollees must be offered
standard materials, suchewolleehandbooks, in alternative formats (i.e., large print, Braille,
cassette and diskette for participants with sensory impairments).

3.7.3 Cultural Competency

The MCO mustencourage and foster cultural competency among its provdeltsirally
appropriate care is care given by a provider who can relate to the enrollee and provide care with
sensitivity, understanding, and respect for enr@leelture and background
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3.7.4 Disabled Access

The MCO must comply with the Americans with Disabilities Act (ADA); the ABA
requirements apply to both the MCO and its providers.

All facilities are readily accessible,tand usable hyndividuals with disabilities, and auxilg
aids and services are provided to ensure effective communication, in compliance with Title 11l of
the ADA.

3.8 Grievances and Appeals

The MCQ5 grievanceind appealprocedures must be understandable and accessible to
Medicaid enrollees and must comply with federal requirements and West Virginia Statutes 33
25A-12, and must be approved in writing BWS (42 CFR 434.32)Each MCO may have only
one level of appeal for enrollees.

3.8.1 Resolution of Enrollee Issues

Medicaid enrollees mafjle a grievanceegarding any aspect of service delivery provided or
paid forby the MCOat any timeThe enrollee may file an appealdeek a review of an adverse
benefit determinatiotaken by the MCO as defined in 42 CFR 438.400{b MCO must

submit toBMS a quarterly report summarizing each grievance and appeal handled during the
guarter and a quarterly report summarizing all gmees

1. MCO Requirements

The MCO must establish internal grievance and appeal procedures (informal and formal
steps) that permit an eligible enrollee, or a provider on behalf of an enrollee, to challenge
the denials of coverage of medical assistanakenrals of payment for medical

assistance:

a. The MCO musestablish and maintain a grievance and appeal procedure, which has
been approved by the State, to provide adequate and reasonable procedures for the
expeditious resolution of grievances initiateddoyollees or their providers
concerning any matter relating to any provision of the NEKJ@alth maintenance
contracts, including, but not limited to, claims regarding the scope of coverage for
health care services; denials, reductions, cancellationsnoemawals of enrollee
coverage; failure to provide services in a timely manner, observance of an ésrollee
rights as a patient; and the quality of the health care services rendered.

b. A detailed description of the MG® enrollee grieance and appeal procedunustbe
included in theenrolleehandbook provided to enrollees. This proceduustbe
administered at no cost to the enrollee.

c. As part of MCs enrollee grievance and appeal procedure, the khQ&
i. Make available both informal and formal stepsdsalve the grievance;
i. Designate at least one grievance coordinator;
ii.  Permit that both grievances and appeals can be filed orally or in writing;

iv.  Provide reasonable assistance in completing the procedure, including but not
limited to completing formsauxiliary aids and serviceand tolHree phone
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Vi.

Vil.

viii.

Xi.

Xii.

numberswith adequate TYY/TDD and interpreter capabibty specified by the
MCO;

Acknowledge receipt of grievances and appeals;

Involve some person with problem solving authority at each level of the
grievance proedure;

Ensure that individua)or their subordinateseviewing and making decisions
on grievances and appeals were not previously involved in decisions related to
the grievance or appeal under review;

Ensure that individuals reviewing and makahgrisions on grievances and
appeals take into account all comments, documents, records, and other
information submitted by the enrollee or their representative without regard to
whether the information was submitted or considered in the initial adverse
berefit determinatio;

Ensure that individuals reviewing medically related grievances or denials of
expedited resolution of an appeal have appropriate clinical expertise, as
determined by the State in treating the enré@i@endition or disease;

Process angrovide notice to affected parties regarding the enrollee grievance

in a reasonable length of time not to exctedy (30) calendaidays from the

day the MCO receives the grievance, unless the enrollee requests an extension
or the MCO shows that a delsynecessary and in the interest of the enrollee;

Ensure that standard resolution and ndiicea grievanceccurs with the
timeframes established by BMS and that such timeframes may be extended up
to fourteen (4) calendardays upon the request of teerollee or if the MCO

shows that additional information is necessary and that the delay is in the
interest of the enrollee; and

Ensure that if the timeframe for resolving a grievance is extended for any reason
other than an enrollee request, the M@QGstgive the enrollee written notice of

the reason for the delaynd inform the enrollee of the right to file a grievance if

he or she disagrees with the decision

2. In addition to the provisions stated abavé&ubsection (¢)the MCOs procedures with
respet to appeals and grievanaesistprovide that:

a. An addressnustbe included for written appeals and formal grievances;

b. A provider may file an appeal on the enrofiebehalf with the enrollée written
consent;

c. No punitive actiormaybe taken against a provider who files an appeal on behalf of
an enrollee or supports the enrofieappeal,

d. If an expedited appeal or review of a grievance is not requested, written and signed
appeals and formal grievances must be filed following anapéal or formal
grievance;
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Enrollees must be provided with an opportunity to present in writing or orally,
evidence and allegations of fact or law; the opportunity to examine his casedile
of charge including medical records, before and duringdhpeal or grievance as
well as other documents considered during the appeal. Parties to thenapgteal
include the enrollee, his representative, or legal representative of a deceased
enrolleés estateand the MCO must inform the enrollee of the limitedet available
sufficiently in advance of the resolution timeframe for appeals

The time limit for the enrollee to file an appeasisty (60) calendadays from the
date on the notice @fie adverse benefit determination

Provide that oral inquiries seelj to appeal an adverbenefit determinatioare
treated as appeals (to establishahdiestpossible filing date), and must be
confirmed in writing unless the enrollee or provider requests expedited resolution;

. The MCOmustoffer to meet with the enrele during the grievance process;

The MCO mustmaintain an accurate record of each appeal and grievemaiining

a general description of the reason for the appeal or grievance; the date received; the
date of each review or review meeting; the resafusibeach level of the appeal or
grievance, if applicable; the date of resolution at each level, if applicable; and the
record must be maintained in a manner accessible to the State and available to CMS
upon requesiCopies of the grievances and the responses theretthe available to

the public for inspection fdive (5) years;

The MCOmustprocess and provide notice to affected parties regarding the appeal in
a reasonable length of time not to exctedy (30) calendaidays from the day the

MCO receives the appeal, unless the enrollee requests an extension or the MCO
shows that a delay is necessary and in the interest of the enrollee

The MCO must process and provide notice to the affected parties regarding a
grievance in a reasonable length of time not to extaey (30) calendar days from

the day the MCO receives the grievance, unless the enrollee requests an extension or
the MCO shows that a delay is necessary and in the interest of the enrollee;

Standardesolution and notice of appeals must occur with the timeframes established
by BMS and may be extended upgfearteen {4) calendadays upon the request of

the enrollee or if the MCO shows that additional information is necessary and that the
delay is inthe interest of the enrollge

. If the timeframe for resolving an appeal is extended for any reason other than an
enrollee request, the MCustgive the enrollee written notice of the reason for the
delaywithin two (2) calendar dayand make reasonable efforts to give the enrollee
prompt oral notice of the delayhe MCO mustesolve the appeal as expeditiously as
the enr ol | ee &eguirbsardind l&er tham the date the@eaxtension
expires. The MCO musnform the enrollee of the right to file a grievance if he or she
disagrees with that decisioand

MCOs must provide written notice of the disposition of appeals whilthinclude:
the result, the date of the resolution, the right and procedure to request a state fair
hearing, the right to receive continuation benefits while the hearing is pending, how
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to make the request for continuation benefits, and potential enraltekgyi for the
cost of continuation benefits if the state fair hearing upholds the MCOs decision.

3. The MCO must establish and maintain a process for the review and resolution of requests
for an expedited appeals process regarding any denial, termjrati@aduction of
Medicaid-coveredservices, which could seriously jeopardize the enr@lbealth and
well-being This includes aappeakegarding any service related tea r o Iformale 6 s
treatment plan as developed by the MCO and.HGE MCO must ngort theseappeals
to BMS immediately, anBMS will then determine the timeline for resolving the
appealsThe expedited process for appaalsstmeet the requirements of Subsections
one(1) andtwo (2) above and alsmustprovide that:

a. Expedited review oéppeals is available upon request of the enrollee or provider if
the MCO determines that the timeframe for a standard resolution could seriously
jeopardize the enrollée life or health or ability to attain, maintain or regain
maximum function;

b. If a requet for an expedited appealdenied, the MCO must transfer the appeal to
the standard resolution timeframe and make reasonable effort, as defined by BMS, to
provide prompt oral notice to the enrollee, followed up with written notice within two
(2)calendadays and resolve the appeal as expedi
condition requires and no later than the date the extension expires

c. The MCOmustinform the enrollee of the limited time available to present in writing
or orally, evidence and allagons of fact or law;

d. Resolution and notice for an expedited appeal must occur within the shorter of
seventytwo (72) hoursafter the MCO receives the appeal, or the timeframe specified
in the Weslirginia Statute 3®25A-10. Theseventytwo (72) hourtimeframe may
be extended by up fourteen {4) calendadays upon the enrolléerequest or if the
MCO shows that additional information is required and that the delay is in the interest
of the enrollee;

e. The MCOmustmake reasonaéleffort to provide oral notice of disposition of an
expedited appeagind

f. If the timeframe for resolving an expedited appeal is extended for any reason other
than an enrollee request, the M@ stgive the enrollee written notice of the reason
for the dedhy.

4. Review of Appeal Decisions

None of the foregoing procedures precludes the right of enrollees to request a fair hearing
before the Department of Health and Human Resources as part of an érmgladao

fair hearing related to applications forgshility and decisions to suspend, terminate, or
reduce services as specified in 42 CFR 431.220 and 42 CFR 438.400. ThenldCO
implement any decision made B¥S pursuant to such a review. Enrollees must exhaust

all MCO grievance and appeals procedars receive notice that the MCO is upholding

the adverse benefit determinatipinor to requesting a state fair heariigpe enrollee

must request a state fair hearing no later trahundred twentyl@0) calendar days

from the date ofesolutioee MCOG6s notice of
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5. Notice of Adverse Benefit Determination

The notice otheadverse benefit determinatiamust be in writing and must meet the
readability requirements dfrticle 111, Section3.4 of this contractBMS will provide a
model enrolleanotice that the MCO is required to use.

a. The notice must include the following information:
i. Theadverse benefit determinatitetken or intended to be taken by the MCO;

ii. The reasons for thedverse benefit determinatiancluding the right of the
enrollee to be provided upon request and free of charge, reasonable access to and
copies of all documents, records, and other informatienl evant to t he e
adverse benefit determination. This information includes medically necessity
criteria, andany processes, strategies, or evidentiary standards used in setting
coverage limits

iii. The right of the enrollee or his provider to appealdtieerse benefit
determinatiorto the MCO;

iv. The enrolleés right to request a state fair hearimgluding informatbn on
exhausting the MCOO6s one | evel of appea

v. The procedures for filing an appeal and state fair hearing;
vi. Circumstances and procedures for requesting an expedited resolution; and

vii. The enrolleés right to and policies and procedures regarding the cortnuait
benefits while the resolution of the enrofie@ppeal is pending.

b. The notice othe adverse benefit determinatiomust be mailed:

i. For termination, suspension or reduction of previously authorized Medicaid
covered services, at ledsh (10) calendardays before the date of thdverse
benefit determinatign

i. No later than the date die adverse benefit determinati@n

o The MCO has evidence of the enro@i®death or that the enrollee no longer
wishes services, has provideformation that requires termination or
reduction of services and understands the result of providing such
information; has been admitted to an institution and is therefore no longer
eligible under the plan; has been accepted for Medicaid services heanot
local jurisdiction, State, territory or commonwealth;

o The enrolleé whereabouts are unknown and the post office returns the
enrolle@s mail indicating no forwarding address;
The enrolleé physician has changed the level of care prescribed,;
the noticanvolved an adverse determination made with regard to the

preadmission screening requirements for NF admissions on or after January 1,
1989;

o The safety or health of individuals in the facility would be endangered, the
residends health improves sufficidly to allow a more immediate transfer or
discharge, an immediate transfer or discharge is required by the résident
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urgent medical needs, or a resident has not resided in the nursing facility for
thirty (30) calendardays (applies only to adverse actiéosNF transfers); or

o The date othe adverse benefit determinatiil occur in less thaten (L0)
calendadays in accordance with 42 CFR 438.12.

iii. Foradverse benefit determinatidne to probable fraud by the enrollee, no later
thanfive (5) calendaidays in advance of the action;

iv. For denial of payment, at the time of aagverse benefit determinatiaffecting
the claim;

v. Within fourteen {4) calendar days of the request for sezg when services
under a standard service authorization decision are being denied or limited;

vi. If the MCO extends the period for making standard authorization decisions in
accordance with this contract, and must inform the enrollee of his right to file a
grievance regarding the decision;

vii. On the date the timeframes specified in ®@tractexpires, if those timeframes
are not metand

viii. Within seventytwo (72) hoursafter the receipt of a request for an expedited
authorization

c. Information forProviders

The MCO mustprovide all providers and Subcontractors upon entering into a
Contract with the Plan, the same information pertaining to the Plan& grievance,
appeal and fair hearing procedures as was provided to enrollees as described in this
section of this contract.

6. State Fair Hearing

The state fair hearing processl be the responsibility of thBMS as delegated to the

West Virginia Board of Revietd. The MCO is responsible for cooperating with the State

in the fair hearings process and isisilered a party to state fair hearinQsher parties

to the State fair hearing include the State, the enrollee and his or her representative or the
representative of aThadMCOeraspongibilitesinclade lbee 6 s e s
are not limited tdhe following requirements: providing any required documentation,
participating in required meetings, and abiding by the &éiteal decisionsincluding

decision to settle a case with the enrolldee MCOmustalso provide enrollees with
information dout the right to request a state fair hearing as set forth in this contract.
Pursuant tahe West VirginialCommon Chapter §710.24, tB&ate shall make a final

decision withinninety @0) calendadays of the request for a hearing.

15 State fair hearing process is condudigdhe West Virginia DHHR Board of Revieiw accordance with the WV
Common Chapter 8710, Subpart A, Hearings for ApplicantRatibients of Public Assistance

106



7. Continuation of Benefits

The MCO must continue enroli@ebenefits while an appeal or state fair hearing are
pending when:

1 The enrollee or the provider files the appeal timely (timely filing means on or before
the later of withirthirteen(13) calendadays of the MCO mailing of the notice of
adverse benefit determinationthe intended effective date of the M&®@roposed
adverse benefit determinatiygn

1 The enrollee or provider is appealing a decision to terminate, suspend, or reduce a
previously authorized course of treatment;

The services were ordered by an authorized provider;

The original period covered by the originatlarization has not expired; and
The enrollee requests extension of benefits.

Benefitsmustbe continued or reinstated until:

The enrollee withdraws the appealrequest for a state fair hearing

Other than the exceptions above, within thirteen ¢aBrdardays after the MCO
mails the notice of resolution of the appeban adverse benefit determination
against the enrollee, unless the enrollee withirthiveeen(13) calendaday
timeframe, has requested a state fair hearing with continuation oftbensil a state
fair hearing decision is reached,;

= =2 =2 4 A -2

1 The time period or service limits of a previously authorized service have beeor met

1 A state fair hearing office issues a hearing decision adverse to the enrollee.

If the resolution of the appeal or state fair hearing reverses the decision of the MCO to deny,
limit, or delay services that were not furnished, the M@@tauthorize or provide the disputed
services promptly or as expeditiously as the enr@laealthcondition requiredut no later than
seventytwo (72) hours from the date it receives notice reversing the determinkttbe

resolution of the appeal or state fair hearing reverses the decision of the MCO to deny
authorization of services, and the dlae received the disputed services while the appeal was
pending, the MCO must pay for those services in accordance with BMS policy and regulations.
However, if the final resolution of the appeal or state fair hearing is adverse to the enrollee, the
MCO may recover the cost of services furnished to the enrollee while the appeal and state fair
hearing were pending.

The MCO must resolve at leashety-eightpercent(98%) of enrolleeappeals withirthirty (30)
calendar days from the date the appeal is filgd the MCQ unlesgheenrollee requests an
extension or the MCO shows that a delay is necessary and in the interest of the enrollee.

3.9 Cost-Sharing Obligations

The MCO, through the MCOO6s providers, must
amaunts that are determined BMS in accordance with the requirements specified in the State
Plan and the requirements set forth in 42 CFR 884474803 32.
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The MCO must reduce payments to the network providers by the amounieohtheo Icdpaye 6 s
regardless of whether the provider successfully collects the cbgag MC O, or the MC(
providers, may not routinely waive required copays.

The MCO must have a process to tracluarterlyhousehold maximum for the cesftaring
obligationsbased on the n r o IFédera Boverty LevéFPL).

3.9.1 Services and Enrollees Exempt from Cost-Sharing Obligations

The MCO and the MCOG6s providers mengrolleesot char g
on the followingservices

1 Family planning services;
Emergency services;
BehavioralHealth services;

Enrolleesunder agewenty-one @1);
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Pregnant women (including tisecty (60) day postpartum period following the end of
pregnancy);

American Indians and Alaska Natives;
Enrolleesreceiving hospiceare;
Enrolleesn nursing homes;

Any additionalenrolleesor services excluded under the State Plan authority; and

= =4 A A4

Enrolleeswho have met theinousehold maximuriimit for the costsharing obligations
per calendaguarter

3.9.2 Services and Enrollees Subject to Cost-Sharing Obligations

The MCO and the MCO6s providers mustorcharge c
enrollees

1 Inpatient and outpatient services;

1 Physician office visits, includingut not limited tooffice visits toa nurse practitionesr
physician assistant

Nonremergency use of an emergency department;
Caretaker relatives ageenty-one 1) and up;
Transitional Medicaicnrolleesagetwenty-one 1) and up; and
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Any otherenrolleesdentified by the MCOs that are ngpecifically exempt.

3.9.3 Cost-Sharing Obligations When Medicaid is Secondary Payer

Enrolleeswho have primary insurance other than Medicaid are exempt from Medicaid cost
sharing obligations. When a third party has magayment for a covered servicedaihe MCO
is the secondary payer, the Medicaid allowed amowstbe calculated as the difference
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between the paid amount and the Medialdwed amount compared to the sum of the co

insurance, copayment, and deductible amounts. The MCO is responsiidgifty the lesser of

either the difference amount or the summed amdtortFQHCSs, the payment shall be defined

as the all owed amount (fAencounter rateo) | ess
costsharing.

3.10 Value-Added Services

The MCO may propose tofier Value AddedServices. If offered, the MCO will not receive
additional compensation for the ValdeldedServicesfrom BMS. The MCOmay report the
costs of ValueAddedServices as allowable medical or administrative ctistthe purposes of
Medical Loss RatigMLR) calculation The cost of Valu&ddedServices is not included in the
MCO capitation rates. The Val#ddedServices are not included in tivedicaidbenefit
package.

Value-AddedServicesmust be approvedyfBMS. The MCO may submit the proposed Value
Added Services bannually on théollowing schedule:

1 By Octoberl of each calendar year for the Januafpdblishing date; and
1 By April 15t of each calendar year ftre July I publishing date.

For each ValuéAddedService proposed, thdCO must
1 Define and describe the ValdeldedService;
Specify the applicable service areas for the proposed ValdedService;

1 Identify the categorygroupor managed care prograshenrollees eligible to receive the
proposed ValuddedService if it is a type of service that is not appropriate for all
enrollees

Note any limitations or restrictions that apply to the VahaeledService; and

Describe if, and how, the MCO will identify the VakdeldedService in the encounter
data.

Since ValueAddedServices are not Medicaitbveredservices, there is no appealfair hearing
rights for aenrolleeregarding these services. A denial dfa@ue AddedService will not be
considered an adverbenefit determinatianThe MCOmust notify @& enrolleeif a Value
AddedService is not approved. Noopays may be imposed fibre Value-AddedServices.

4. MEDICAID ADMINISTRATOR/CONTRACT LIAISON FUNCTIONS

The MCO must employ a West Virginia Medicaid Administré@antractLiaison The MCOG&
Medicaid Administratqis) mayalso fulfill the duties of th€ontractliaison, as outlined in

Article II, Section 5.9 of th€ontract. The Medicaid Administratgs) must be responsible for
making recommendations to management on any changes needed to improve either the actual
care prowded or the manner in which the care is delivered

The perso(s) must be imaposition within the MCO that providehe authority needed to carry
out these tasks and must be authorized and empowered to make and resolve opardtional
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policy decisionswithin two (2) business dayand financial decisions pertaining to claims
payment issues within fivgd) business dayd he perso(s) must demonstrate substantial
experience in health care, experience working withilomeme populations and cultural
sensitivty. The perso(s) serving as Medicaid Administrai{@) need not be dedicated fdile

to this function, but must commit sufficient time to fulfilling the requirements of the pasition
The Administratofs) need not be located fdime in West Virginia, bumust be accessible
through an 800 number and must be available in West Virginia as required. If the
Administrato(s) areout of the office, there must belasigneavailable who can respond to the
Administratofs duties within the required timeframiehe Administrato(s) will:

1. Investigate and resolve access and cultural sensitivity issues identified by MCO staff,
State staff, providers, advocate organizations and beneficiaries;

2. Monitor MCO formal and informal grievances with the grievance personnebkacalo
trends or major areas of concern and discuss these reports with community advocates, if
requested,

3. Coordinate with schools, community agencies, local health departments, state health
laboratories and state agencies providing complementary servideslicaid enrollees;

4. Recommend policy and procedural changes to MCO management including those needed
to ensure and improve enrollee access to care and quality of care; changes can be
recommended for both internal administrative policies and providers;

5. Furction as a primary contact for beneficiary advocacy groups and work with these
groups to identify and correct beneficiary access barriers;

6. Connect with local community organizations to acquire knowledge and insight regarding
the special health care needbeneficiaries;

7. Analyze systems functions through meetings with staff;

8. Organize and provide training and educational materials for MCO staff and providers to
enhance their understanding of the values and practices of all cultures with which the
MCOs interct;

9. Provide input to MCO management on how provider changes will affect enrollee access
and quality/continuity of care; develop/coordinate plans to minimize any potential
problems;

10.Review all informing material to be distributed to enrollees; and
11. Assist enrollees and authorized representatives to obtain medical records.

5. HEALTH CARE MANAGEMENT

5.1 Second Opinions

The MCO must provide for a second opinion from a qualified health care professional within the
network, or arrange for trenrollee to obtain a second opinion outside the network, at no cost to
the enrollee
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5.2 Out-of-Network Services

The MCO must covenut-of-networkserviceghat are otherwiseovered under th€ontractfor

the enrollee if thél C O detwork is unable torpvide such service¥he MCOmustensure that
the cost to the enrollee is no greater than it would be if the services were furnished within the
network Services must be coveradadequatly and timelyas if suchservices were provided
within thenetwork and for as long as the MCO is unable to provide tfi@nhe extent

possible, the MC@nustencourag®ut-of-networkproviders to coordinate with the MCO with
respect to payment.

5.3 Continuity and Coordination of Care

The MCO must ensure continuity acdordination of care through use of an individual or entity
thatis formally designated as having primary responsibility for coordinating the ei@sollee
overall health care servicee MCO must provide the enrollee with information on how to
contact thalesignated individual or entitfhe MCO must have a procedure to coordinate the
services that the MCO provides to the enrollee with services provided by other MCOs and to
promote case managemehthe MCO must also have procedures for timely communicafion
clinical information among providerRegardless of the mechanism adopted for coordination of
services, the MCO must ensure that each enrollee has an ongoing source of primary care.

The MCO must have programs for coordination of care that includeinatiooh of services with
community and social services generally available through contracting -@ontnacting
providers in the area served by the MA@e MCO should also ensure that enrollees are
informed of specific health care needs that requileielip; receive, as appropriate, training in
self-care and other measures they may take to promote their own health; and comply with
prescribed treatments or regimens.

In the instance wherenanrolleetransfers enrollment to another MCO, the MCO may request
clinical information from the original MCO to promote continuity of care.
5.3.1 Initial Health Assessment

The MCO is required to make a best effort to conduct an initial screening of each enrollee’
health careneeds, within ninety (90) calendar days of the effective daterofiment for all new
enrollees. If the initial attempt to contact the enrollee is unsuccessful, the MCO must make
subsequent attempts to complete the assessment.

5.3.2 Coordination of Care

The MCO must have systems in place to ensuremailaged patient care, including at a
minimum:

1. Management and integration of health care through primary care provider, or other
means;

2. Systems to assure referrals for Medically Necessaryapesecondary and tertiary
care;
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3. Systems to assure provision of care in emergency situations, including an education
process to help assure tlegrollees know where and how to obtain Medically Necessary
care in emergency situations;

4. A system by which ewollees may obtain a covered service or services that the MCO does
not provide or for which the MCO does not arrange because it would violate a religious
or moral teaching of the religious institution or organization by which the MCO is
owned, controlledsponsored or affiliated;

5. Coordination and provision of EPSDT services as defined in Article 1ll, Section 1.2; and

Policies and procedures that ensure the completeness of the case management record to
include all results of referralspnsultations, inpatient records, and outpatient records.

The MCO must provide coordination services to assist enrollees in arranging, coordinating and
monitoring all medical and support services. Each PCP is to act as the coordination of care
managerfohi s/ her patientsd overall car e.

The MCO must also designate an individual or entity to serve as a care manager for enrollees
with ongoing medical conditions and speci al h
designee include dans gentdyingrgedieahprocetures te address o n d
and/or monitor the conditions, developing treatment plans appropriate for those enrollees
determined to need a course of treatment or regular care monitoring, coordinating hospital
admission/discharge plaimg and postlischarge care and continued services (e.g.,

rehabilitation), providing assistance to enrollees in obtaining behavioral health and community
services, and providing assistance in the coordination of behavioral health, physical health and

all other services.

The MCOmustassist any Medicaidnrolleeseeking information about workforce opportunities.
The MCOmustrefer inquiries to a local workforce office for additional assistance in establishing
employment. If theenrolleeidentifies a behavial health or medical need that is preventing the
individual from establishing employment, the M@@istmake all reasonable effort to enroll the
enrolleein care management and work with #reolleeto establish a care plan to help address
these barriers.

As part of discharge planning, the M@austmake all reasonable effort engage anyollee

exiting a drug rehabilitation program to determine whether employment assistance is needed. If
so, the MCQOmustcoordinate a referral to a local workforce agenay fagilitate linkages to

other related community supports available.

The MCO6s notice to an enrollee and/or provid
authorization of, or payment for, a service must specify the criteria used in denyingioglim
authorization and include information on how to request reconsideration of the decision pursuant

to the procedures. The notice to the enrollee must be in writing.
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5.3.3 Coordination of Care with Other Entities
5.3.3.1 Family Planning

Family plannirg services will be tracked, coordinated and monitored by the MCO. The MCO

will assume financial risk for these services. Through its reimbursement of other providers, the

MCO will be able to monitoenrolleess 6 ut i | i zati on of seMCOwilker vice
ask innetwork providers to educasmrollees about the release of necessary medical data to the

MCO.

The MCO must ensure that enrollees who seek family planning services from the plan are
provided with counseling regarding methods of contragepHIV and sexually transmitted
diseases and riglkeduction practices; and options to pregnant enrollees who may wish to
terminate their pregnancies. The MCO will make appropriate referrals as necessary. All family
planning services will be included the encounter data that all health plans must report to BMS.

5.3.3.2 Fee-For-Service (FFS) Health Care

The MCO must follow established Medicaid procedures and provide referrals and assistance in
scheduling appointments to enrollees in need of Medicaidredwservices outside of the scope

of this Contract as defined in Contract Appendix A. The MCO must also comply with all policies
developed by BMS for linking the services provided by the MCO to thoseawm®red services.
These services will be trackeddamonitored by the plans and BMS through submission of
encounter forms to BMS.

5.3.3.3 WIC Program

The MCO must work with BMS to provide for the coordination between the Medicaid program
and the Special Supplemental Food Program for Women, Infants alddeGHWIC) and must
provide timely notice and referral to WIC in accordance with section 1902(a)(53) of the Social
Security Act. The MCO must refer potentially eligible women (e.g., pregnant, breastfeeding, and
less than six (6) months postpartum), ingam@ind children under the age of five (5) to WIC. The
MCO must include timely (not more than sixty (60) calendar days) referral of medical
information (length/height, weight, hemoglobin and medical condition which influences
consumption, adsorption, or ligation of food nutrients).

5.3.3.4 School-Based Health Services
MCOs must work with the providers of schdmsed health services to coordinate care.

5.3.3.5 Community and Social Services

The MCO must have programs for coordination of care that iaatodrdination of services with
community and social services generally available through contracting -@ontnacting
providers in the area served by the MCO.

5.3.4 Coordination of Care for Persons with Special Health Care Needs and SSI
Eligibles

The MCO must have procedures for identifying individuals with complex or serious medical
conditions. The MCO must use appropriate health care professionals in assessing those
conditions, identifying medical procedures to address and/or monitor the conditidns, a
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developing treatment plans appropriate for those enrollees determined to need a course of
treatment or regular care monitoring.

For enrollees with special health care needs determined through an assessment (described in
Article 11, Section 5.3.1) to @ed a course of treatment or regular care monitoring, the MCO,
must have a mechanism in place to allow enrollees to directly access a specialist (for example,
through a standing referral or an approved number of visits) as appropriate for the enrollee's
condition and identified needs.

Treatment plans must specify an adequate number of direct access visits to specialists to
accommodate implementation of the treatment plan. The MCO must make all efforts to assure

that a persofcentered treatment planisdevggd ed i n col |l aboration with
care provider, with participation from the en
care manager has been designated in addition to the PCP), and in consultation with any

specialists caringof the enrollee; and must meet applicable quality assurance and utilization
standards. These treatment plans must be reviewed and revised upon reassessment of functional
need, at | east every twelve (12) moangehs, when
significantly, or at the request of the enrollee

The MCO must share the MCOO6s assessment of en
other MCOs serving enrollees as appropriate to coordinate care. The MCO must ensure that in

the processofcoordnat i ng care, each enroll eebds privacy
requirements of 42 CFR parts 160 and 164 subparts A and E, to the extent they apply.

The MCO must have trained staff available to assist in the development of a clinical treatment
plan and to work with thenrolleesand PCP to facilitate specialty referrals, coordinate hospital
admission/discharge planning, palsscharge care and contirtuservices (e.g., rehabilitation),

and to coordinate with services provided drF&basis.

5.3.4.1 Care Coordination with the Title V State Agency

The MCO, througlBBMS, will coordinate with the Bureau for Public Health (BPH), Office of
Maternal, Child and Family Health, to:

1. Make all reasonable efforts to assure that all enrelledllees with special health care
needs, ages zero (0) to tweintye (21), have access to a medical home and receive
comprehensive, coordinated services amgports pursuant to national standards for
systems of care for children and youth with special health care needs;

2. Make all reasonable efforts to assure better access to and receipt of the full range of
screening, diagnostic, and treatment servicesreovender EPSDT;

3. Improve the rates and content of well child visits;

4. Improve care coordination for children with special health care needs, particularly those
with multiple systems of care in place;

5. Make all reasonable efforts to assure Madtiachildren and their established plans of
care are being met.
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BMS; the Bureau for Public Healbh©ffice of Maternal, Child and Family Health (OMCFH);

and the MCO will establish a Memorandum of Understanding to implement coordination
strategies to betteserve children under the age of twente (21), including those individuals

with special health care needs, who are eligible for Medicaid managed care services. The MCO
mustcollaborate with OMCFH care coordinators to share plans of care for childiespeicial

health care needs. The MCO must ensure that they do not duplicate services provided by
OMCFH.

The MCO and OMCFHnustshare data necessary to improve service delivery and improved
outcomes. Each entitpustdesignate an individual to accept andiinate all data requests.
Use of individually identifiable MCO data will be limited to purposes directly connected to the
purposes of rendering Medicaid services. All shared data will be subject to all applicable
requirements regarding privacy and cdefitiality and will be consistent with all State and
Federal statutory requirements around the electronic submission of identifiable information.

The MCO and OMCFH will collaborate as appropriate on quality improvement activities,
education, and other tmatives targeted at improving the care and health outcomes for children
with special health care needs.

For any child with special health care needs requiring medical foods, the MCO should accept the
clinical evaluations conducted by the Bureau for RubliHe al t hés OMCFH. OMCFH
theenrolle s MCO with the necessary information, ir
required to authorize medical foods. For ME@ollees enrolled in the Title V Children with

Special Health Care Needs pragréhat do not require complete nutrition via tube, catheter, or
stoma, the OFCMH will coordinate services wit
fiscal agent. The MCO is responsible for providing medical foods services for alkotiodiees.

5.3.5 Coordination with Chronic Condition Health Homes

If an enrollee meets the requirements as defined in the Medicaid State Plan as qualifying for a
chronic condition Health Home the MCO must notify the enrollee of the availability of
designated Health ¢ines for his or her condition. If the enrollee chooses to participate, the
MCO mustfacilitate a referral to the health home. BM@istprovide monthly Health Home
enrollment lists to each MCO so that coordination may occur between the MCO and the Health
Home provider.

If the enrollee is participating in a chronic care Health Home, the Health Home must be notified
of any use of emergency services and be notified of any inpatient admission or discharge of a
Health Homeenrolleethat the MCO learns of througts inpatient admission initial

authorization and concurrent review processes within twienty(24) hours.

5.3.6 Transition of Care

The MCO must have a transition of care policy to ensure continued access to services during a
transitionto orfrom FFSto a MCO, or transition from one MCO to another when an enrollee, in
the absence of continued services, would suffer serious detriment to their health or be at risk of
hospitalization or institutionalizatiorsspecified ii2CF R A 4 3T8e MCDis reduijed
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to identify and facilitate transitions f@nrollees that are moving from one MCO to another or
from a MCO to a FFS provider or to private insurance and require additional or distinctive
assistance during a period of transition. When relinquistimgllees, the MCOmustcooperate
with the receiving MCO or FFS Medicaid regarding the course gfoamg care with a specialist
or other provider. Priority will be given nrollees who have medical conditions or
circumstances such asrolleewho:

1 Are currently hospitalized;

1 Are pregnantwith high riskpregnanciesn their third trimester, or are within thirty (30)
calendar days of their anticipated delivery date;

1 Are in the process of receiving aajar organ otissue transplantation servioewhich
have been authorized;

1 Have a troniciliness, which has placed tlearolleein a high risk category and/or
resulted in hospitalization or placement in nursing, or other, facilities;

1 Arein treatment such ahiemotheapy, radiation therapy, akalysis;

1 Haveongoingspecial health caneeeds such agpscializedDME, including ventilators
and other respiratory assistance equipmesnd;
1 Are currently receiving dime health services.

Theenrolleemusthave access to séres consistent with the access they previously had under
theenrolled s previ ous MCO or FFS, and is permitted
of thirty (30) calendar daysveni f t hat provi der i ,whileattansition t he N
of care plan is developed. As part of the transition of care planningntbkeewill be referred

to appropriate imetwork providers for needed servicEsrollees with procedures that are

scheduled to occur after their newCKd effective date, but that have been authorized by either

BMS or theenrolle® s o r i @ priordoltheneMCMCO effective date will be covered by the

enrolle® s n e wntiMi@@nd of the current authorization period as granted by either another

MCO orFFS, or until the MCO has evaluated and assessezhtbeeand issued or denied a

new service authorization as outlined in Article Ill, Section 5.4.1.

Enrollees that are in ongoing outpatient treatment that has been covered by BMS or another
MCO priorto their new MCO effective dateill be covered by the neM CO until the end of

the current authorization period as granted by either another MCO or FFS, or until the MCO has
evaluated and assessed ¢ineolleeand issued or denied a new service authoozats outlined

in Article 1ll, Section 5.4.1

The MCO will monitor providers to ensure transition of care from one entity to another to

include discharge planning as appropri@tensistent with federal and state laws, Medicaid FFS

or the MCO that wasrpviously serving the enrollee will fully and timely comply with requests

for historical utilization data from the new MG with requests for copies efrolleemedical
records from thenrolled s new provider (s), as appropriate.

116



5.4 Service Authorization (Prior Authorization)

The MCO must adopt service authorization requirements that comply with state and federal laws
governing authorization of health care servigesluding, but not limited to, \&stVirginia Code
83325A-8s The MCO mustlevelop maintain and implement written policies and procedures,
reflecting current standards of medical practice, for processing requests for initial authorization
of services or requests for continuation of services. The policies must provide fotatoosul

with the requesting provider when appropriate and must have mechanisms to ensure consistent
application of review criteria and compatible decisions. The policies must specify information
sources and the process used to review and approve thegnafishedical service3he plan

must have mechanisms to detect both underutilization and overutilization of setvitasa for
decisions on coverage and medical necessity must be clearly documented, based on reasonable
medical evidence or a consensiiselevant health care professionals, and regularly updated

The MCOmustensure that the services are sufficient in amount, duration, and scope to
reasonably be expected to achieve the purpose for which the services are furnished.

Decisions to deny seis authorization or to authorize a service in amount, duration or scope

that is less than requested must be made by a health care professional who has appropriate
clinical expertise in treating the enroliseondition or diseasend who has knowledge afdal

patterns of caregs determined by BM3s stated in Article 1l, Section 20 of this Contract,he

MCO maynot arbitrarily deny or reduce the amount, duration, or scope of a required service
solely because of diagnosis, type of iliness, or conddfahe beneficiaryThe MCO may place
appropriate limits on a service on the basis of criteria such as medical necessity; or for utilization
control, provided the services furnished can reasonably be expected to achieve their purpose.

Admission, continuedtay, and discharge criteria used by the MCO should be communicated to
all providers and enrollees when appropriate, and to individual enrollees when requdsid
case of any decision to deny, limit, or discontinue authorization of services, the M&O m

notify the requesting provider and provide the enrollee written notice of such de€iseon

notice must meet the standards set forth in this contract.

The MCO must make authorization decisions iantthe event of an authorization denjaipvide
writtennoticeto the requesting provider and enroléseexpeditiously as required by the
enrolle@s health conditiorandno later tharseven(7) calendardays of receiving the request for
service for the purposes of standard authorization decisionssdies(7) calendadays period
may be extended up fourteen {4) additionalcalendardays upon request of the enrollee or
provider, or if the MCO justiés to BMSin advance and iwriting a need for additional
information andhatthe enrolleavill benefit fromsuchextension

For at leashinety-five percent(95%) of authorization requests receivéide MCO must makan
authorization decision, and the event of an authorization denial, sendrigen notice within
seven (7) calendar daysrefceipt of the authorization requeSailure tomeet the ninetyive
percent(95%) Service Level AgreemenS(A) in a given quadr, will result inliquidated
damage®f $250,000 for each quarter in which that threshold is noasietitlined in Appendix
G.

The MCO must provide an expedited authorization for services when the provider indicates that
the standard timeframe could sersly jeopardize the enrolléelife or health or ability to attain,
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maintain, or regain maximum functiohhe MCO must make the expedited authorization
decision and provide notice to the enrollee as expeditiously as the eisrbkbedth condition
requires, butno later thariwo (2) business dayadter receipt of the request for service
authorization Thistwo (2) daybusinesperiod may be extended upftoty-eight (48) hours for
expedited preservice authorizations and up to severty72) hours for gxedited concurrent
reviewsupon request of the enrollee if the MCO justifies to BM3n advance and iwriting a
need for additional information anldat theenrolleewill benefit fromsuch extensian

If the MCO places authorization requirements on durable medical equifDME) or other
services necessary fon anrolleeto be discharged from an inpatient stay, the MCO must provide
a process for review of the service request witvim (2) business ga so as not to delay the

e n r o ldisckaegé. Ihe MCO grohibitedfrom placingprior authorization requirements on
oxygenconcentrators

The MCO may not structure compensation to persons or organizations conducting utilization
management activities s to provide inappropriate incentives for denial, limitgtan
discantinuation of authorization of Medicallydd¢essargoveredservices

5.4.1 Service Authorization Continuity of Care

The MCO must ensure that the care of enradileblleeds not disrupted or interrupted.

The MCO cannot require service authorization as a condition for payment for emergency care.
The MCO cannot require service authorization for family planning servibether rendered by
a network or oubf-network provider.

The MCO must providathirty (30) calendaday notice to providers before implementing

changes to policies and procedures affecting the service authorization process. However, in the

case oluspected fraud, waste, or abuse by a single provider, the MCO may implement changes
to policies and procedures affecting the service authorization process without the required notice
period.

Uponthe receipt of the prior service authorizatamtumeits from an enrolleeor provider of the
existence of a service authorization, the MCO must eresumdleegeceiving services through a
service authorization from either another MCO or FFS receive continued authorization of those
services for the same amountyation, and scope for the shortest period of one of the following:
(1) until the end of the current authorization perasdgranted by either another MCO or FB6

(2) until the MCO has evaluated and assessedrihaleeand issued or denied a neervce
authorization.

5.5 Rural Option

If the MCO is the single MCO contracted to provide services in a rural county as permitted in 42
CFR 438.52, the MC@vill permit enrollees tochoose from at least tw@) physicians, and to
obtain services froran outof-networkproviderunder any of the following circumstances:

1 The service or type of provider, in terms of training, experience, and specialization, is not
available within the MCO network;
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1 The enrolleé primary care provider or other provider determines thatihaleeneeds
related services that would subject émeolleeto unnecessary risk if received separately
and not all of the related services are available within the netaork

BMS determins thatother circumstances warrant eaftnetwork treatment.

In addition, enrollees may access anafubhetwork network provider that is the main source of a
service to the enrollee for the figkty (60) calendadays of enrollment.

The provider mudbe given the opportunity to join the MCO netwarkder the same terms and
conditions as other providers of that tyfiehe provider chooses not to join the network, or does
not meet the necessary qualifications to join,TA&IF or SSlenrollee will be tansitioned to a
participating provider withirsixty (60) or ninety(90) calendardays, respectivel\gf enrollment
after being given an opportunity to select a participating provider.

5.6 Utilization Management

The MCO must develop and implement writfsalicies and procedures, reflecting current
standards of medical practice, for processing requests for initial authorization of services or
requests for continuation of servic€slicies and procedur@sustsatisfy the requirements for
standard and expidd authorization of services, authorization criteria, and notice. The MCO
must meet BMSpecified standards for utilization management (service authorization) listed in
this contract

For beneficiaries that have primary insurance coverage freoarae other than Medicaid, the
MCO must honor coverage and utilization management decisions made by the primary carrier
for those services in the primary caréebenefits packag#f the MCO is responsible for
Medicaidservices that are carved out oé thrimary carrigis benefit package, the MOtas
utilization management responsibility for those carved out services

5.7 Practice Guidelines and New Technology

The MCO must adopt and disseminate practice guidelines that are based on valid and reliable
medical evidence or a consensus of health care professionals in the particular field, consider the
needs of the enrolled population, are developed in consultation with contracting health care
professionals, and are reviewed and updated periodiGalyguictlines should be disseminated

to affected providers and to enrollees and potential enrollees upon rdduestCO must

ensure that decisions with respect to utilization management, enrollee education, coverage of
services, and other areas to which thelglimes are applicable are consistent with the guidelines.

The MCO must develop and implement written policies and procedures for evaluating new
medical technologies and new uses of existing technologies.

5.8 Enrollee Medical Records and Communication of Clinical Information

The MCO must compile and maintain, in a centralized database, enelewetetata on the

services rendered by individual providers to enrollees and submit this information to BMS.
Medical records must also meet the standards speaifighis contractThe MCO must

implement appropriate policies and procedures to ensure that the MCO and its providers have the
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information required for effective and continuous patient care and for quality review, and must
conduct an ongoing program tamtor compliance with those policies and procedures.

The MCO must ensure that an initial assessment of each enrolleé& health care needs is
completed within ninety (90) calendar days of the effective date of enroliment. The MCO must
ensure that each provider furnishing services to enrollees maintains an enrollee health record.
PCPs must establish and maintain a confidential, centralized medical record for each enrollee
that details care received The medical record should demonstrate coordination of patient care;
for example, relevant medical information from referral sources must be reviewed and entered
into enrolleesdmedical records. Medical records mustbe maintained in accordance with
standards established by the MCO that takes into account professional standards.

These standards must address health record content and organization, including specifications of
basic information to be included in each health record that include at least the following:

T

Information needed to condudilization review as specified in 42 CFR 456.111 and 42
CFR 438.211;

Patient identification information: patiéatname or patient ID number oach page or
electronic file;

Personal/biographical data: age, sex, address, employer, home and work telephone
numbers, andharital status;

Entry date;
Provider identification;

Allergies: medication allergies and adverse reactions are prominently noted on the record,
absence of allergies (no known allergi#i€A) is noted in an easily recognizable
location;

Past medical history (for patients sdlree 8) or more times): seriousccidents,
operations, illnesses, prenatal care and birth (for pediatric patients);

Immunizations: for pediatric records (age®lve (L2) and under) there is a completed
immunization record or a notation that immunizations artowgate, and when
subsguent immunizations, if any, are required,;

Diagnostic information;
Medication information;

Identification of current problems: significant iliness, medical conditions and health
maintenance concerns are identified in the medical record;

Smokingkthanolgéubstance use: notation concerning cigarette and alcohol use and
substance use is present (for patiéotsteen(14) years and over and seen th(agor
more times);

Consultations, referral and specialist reports: notes from consultations, labrand x
reports with the ordering physici@initials or other documentation signifying review,
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explicit notation in the record and folleuwp plans for significantly abnormal lab and
imaging study results;

Emergency care;

1 Hospital discharge summaries: all hoapadmissions which occur while the patient is
enrolled in the plan, and prior admissions as necessary;,

M Advance directives: documentation of whether or not the individual has executed an
advance directive;

1 Patient visit data: documentation of individealcounters must provide adequate
evidence of, at a minimum:

o0 History and physical examination, including appropriate subjective and objective
information is obtained for the presenting complaints;

Plan of treatment;
Diagnostic tests;
Therapies and othergscribed regimens;

o O O O

Follow-up, including encounter forms with notations concerning follgpacare,
or visits; return times noted in weeks, monthea®neededand unresolved
problems from previous visits are addressed in subsequent visits;

0 Referrals andesults thereof; and
o All other aspects of patient care, including ancillary services

Medical recordsnustbe legible meaning theecord is legible to someone other than the writer
Any record judged illegible by one physician reviewer shouleMagduated by a second reviewer
The MCO must have a process to assess and improve the content, legibility, organization, and
completeness of enrollee health recoEiwollee health records must be available and accessible
to the MCO and to appropriate ®and federal authorities, or their delegates, involved in
assessing the quality of care or investigating enrollee grievances or complaints.

The MCO must ensure that there is appropriate and confidential exchange of information among
providers, such that provider making a referral transmits necessary information to the provider
receiving the referral, a provider furnishireferralservice reports appropriate information to the
referring provider, and all providers request information from other tgeptividers as

necessary to provide ca®hen an enrollee chooses a new primary care provider within the
network, the enrollgs records are transferred to the new provider in a timely manner that
ensures continuity of care.

The MCO should have policies and procedures for promptly sharing enrollee information with
any organization with which the enrollee may subsequently enroll.
5.9 Confidentiality

The MCO must have written policies and proceduresdteguardinggndmaintaning the
confidentiality of data, including medical records/enrollee information and adolescent/STD
appointment record¥he MCO policiesmustbe in accordance with the privacy requirements
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including, but not limited to 42 CFR 431.33807,45 CFR parts@0 and 164, upon their
effectivedates, to the extent the requirements are applicable. All enrollee information, medical
records, data and data elements collected, maintained or used in thistagton of this
Contractmustbe protected by the MCO froomauthorized disclosure. The MCO must provide
safeguards that restrict the use or disclosure of information concerning enrollees to purposes
directly connected with the administration of this contract

5.9.1 Establishment of Confidentiality Procedures
To this end, the MCO must establish procedures:

1. To develop and promulgate policies in accordance with Federal and State law
establishing who is authorized to receive such information;

2. To safeguard the privacy of any information that identifies a particnfatlee by
ensuring that: information from the MCO or copies of records may be released only to
authorized individuals; unauthorized individuals cannot gain access to or alter patient
records; and original medical records must be released only in aceomlgimé&ederal or
State law, court orders, or subpoenas;

3. To address the confidentiality and privacy for minors, subject to applicable Federal and
State lawand

4. To abide by all Federal and State laws regarding confidentiality and disclosure for mental
heath records, medical records, other health information, and any information about an
enrollee.

5.9.2 Maintaining Confidentiality of Medical Records

The MCQO, its staff, contracted providers, and all contractors that provide cost, quality, or
medical appropateness reviews or coordination of benefits or subrogation must maintain the
confidentiality of medical record information and release the information only in the following
manner:

1. All enrollee medical recordgre confidential and mayot be released wittut the written
consent of the covered persons or responsible party, except as specified below.

a. Written consent is not required for the transmission of medical record information
to physicians, other practitioners, or facilities that are providing serndces
enrollees under Subcontractwith the MCO. This provision also applies to
specialty providers who are retained by the MCO to provide services that are
infrequently used or are of an unusual nature. This also allows for transfer of
information (written or verbal) to BMS staff and to Bi\bubcontractors.

b. Written consent is not required for the transmission of medical record information
to physicians or facilities providing emergency care, or to the MCO, its staff,
contracted providers or its contractors that are providing cost, quualityedical
appropriateness reviews or coordination of benefits or subrogation.

c. Written consent is required for the transmission of the medical record information
of a former enrollee to any physician not connected with the MCO, except as set
forth in (ii) above.
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2. The extent of medical record information to be released in each instdhbe based
upon tests of medical necessity and a "need to know" basis on the part of the practitioner
or a facility requesting the information. Medical records maintainesibgontractors
must meet the above requirements.

5.10 Reporting Requirements

The MCO must demonstrate the M@&bility to provide the services under t@isntract
efficiently, effectively, and economically. As part of the M@@emonstration of its alt, the
MCO must comply with alBMS reporting requirements. Such requirements encompass the
content of the reports, the format in which they must be transmitted, and the timeframes for
submissionAppendixE summarizes reporting requirements and timefaik MCO reports
submitted under thi€ontractmust reflect MHTandWVHB programrelated data only unless
otherwise requested BMS.

The MCO must certify data submitted to BMB8dan authorized agent of BM8 such data is

the basis upon which BMS paents are made to the MCThe data must be certified by the
MCOG& Chief Executive Officer (CEO) or Chief Financial Officer (CFO), or an individual who
has authority to sign for and who reports directly to the MOCTEO or CFOThe MCOmust
submit the certification concurrently with the certified datae format for the data certification
is included ag\ppendixF. The data that must be certified include, but are not limited to,
enrollment information, encounter ddteth monthly propriety submissions and weekly 837
transactions)and other information required BMS and contained in contracts, proposals, and
related documents.

5.10.1 Quarterly Reports

The MCO must provide BMS with quarterly reports summarizing provider network, utilization,
guality, acces€PSDT,and financial data in formats to be specified by BMS, no laterkizan
the 1%" day of the secon(®"®) month following the end of the repiort) period.

The quarterly report mugtovideinformation onthe number oMedically Necessary services
contained within the categories of mandatory and optional services listed in Section 1905(a) of
the Social Security Act but not covered under the $tkte.

5.10.2 Grievance and Appeals Reporting

The MCO must provide BMS with quarterly reports documenting the number and types of
informal andformal grievances and appeals registered by enrollees and providers, and the status
or disposition ofll grievances and appeaReports must be submitted no later tktae 15" day

of the second month following the end of the reporting peAdvd minimum theeportsmust

include:

1 Total grievanceg¢informal and formalpnd appealby nature of complaininder the
following categories:

0 Servicedenied (e.g., nogovered, not Medically Bcessary, oubf-area non
participating provider, no referral, referral denied, other);

o Payment (e.g., disputed amount, timeliness, other);
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o0 Service complaints (e.g., inability accessraenrolleeservice representative
and/or medical management staff by phae, r o Ihdn@beokstand evidence of
coveragenot sent to thenrolleewithin a reasonable period of time, misleading or
outdated information noted in the M@Oproviderdirectory, other)and

o Quality of care.

1 Total number ofyrievanceginformal and formgland appealeesolved in favor of the
enrollee, against the enrollee, withdrawn, referred to formal process (if applicable), and
the number remaining open.

Total number of informal and formal grievances.

1 Average, median, longest, and shortest turnaround time fomaf@and formal
grievances.

Averageappealsresolution timeframandpercentage of appeals resolved witthimty (30)
calendadays The MCO must provide the total number of appeadslved after theequired
timeframe othirty (30) calendadays andhereason for thextended resolution time

5.10.3 Enrollee Change in Circumstance Reporting

The MCO or its subcontractor, to the extent that the subcontractor is delegated responsibility by
the MCO for coverage of services and payment of claims undeoftiteact between the state

and the MCO, is required to implement and maintain procedures for prompt notification to the
state when it receives information about changes in an enrollee's circumstances that may affect
the enrollee's eligibility including:

1 Changes in the enrollee's residence; and
1 The death of the enrollee.

5.10.4 Enrollee Satisfaction Reporting

The MCO must surveg sample oits adult and chilcenrolleesat least annually to determine
enrolleesatisfactionwith the quality of MCO carand servicesThe MCOmust use théatest

available version of thEAHPS surveyThe survey tool should support reporting of ths.

DHHS6 Core Quality MeasuiTeMCO nususekahteritars and Chi |
methodologyas directed by BMSThe MCO nust submit to BMS a copy of any resystevided

by theNational Committee for Quality AssurandéGQA) within five (5) business days of

submission to NCQA.

A comprehensive analysis afryey results must be reported to BMS annually, on or before
August15". Theanalysismust include the methodology, overall response rateresults for
globalratings, compositescoresjtem-specificquestion summary ratesnd any other measure
specifed by BMS.If BMS requires anydditionalmeasureso be reportedrom thesurvey
results BMS will notify the MCO at the time it approves the survey.tool

The MCO mustise survey results to identify and investigate areas of enrollee dissatisfaction,
outline action steps to follomp on the survey findings, and share findings with providers.
Concurrent with submission of tla@alysis oBurvey results on August 45the MCO must
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submit its action plan to BMS. The action plan must inciog@ementation steps, timeline for

completion and any other elements specified by BM&ng with the action plan, the MCO

must submit an evaluation descri bing Aftere ef fe
the first submission, the MCOust submit updates on its progress in implementing the action
planforty-five (45) calendaidays after the end of each quarter.

5.10.5 Encounter Reporting

Thesubmission oEomplete and accurate encounter data is a conditicapiationpayment to
the MCO byBMS.

The MCO is responsible for submitticgmplete and accuragsmcounter data for all services
rendered that fall within the defined benefit packddee MCOmustdesignate ongl)
individual to work withBMS or its contractors on the submissioreatounter data and
resolution of any data issues.

5.10.5.1 Encounter Data Submission

All encounters must be submitted in electronic or magnetic format specified by BMS. The

format will be consistent with the formats and coding conventions of the CMBal&D

UB92/UB-04 if and until BMS determines that another standardized form is more appropriate.

The MCO must attest to the truthfulness, accuracy, and completeness of all encounter data each
time data is submitted to BMS. Claims certificate is requirechfeach provider submitting data

to the MCO. The MCO must require its physicians who provide Medicaid services to have a
unigue identifier, which should be used in all encounter data submissions. The encounter data set
will include at least those data elents as specified by BMS or necessary for CMS to provide

data at the frequency and level of detail specified by the Secretary of the Ridelal

Complete ad accurate ecounter data must be submitted monthly and no laterttiiray (30)
calendar days after the end of the period in whiclsémeice was paidcncounter data must
follow the format and data elementsraquired bythe HIPAA-compliant 837 transactidor
medical and dental claims

Along with the encounter data submission, the MCO must submit:

1 A detailed summary of the file submission to include total claims and dollars by service
category;

1 A detailed change log to include specifications for any chandeinlaims processing
systems that has an impact of the representation of the data on the monthly encounter
files. Examples of such changes include, but are not limited to, correction and adjustment
processing, range and domain of extract variables, vafiedract variables, and
relationships between extract variables; and

A dictionary containing definitions for all codes contained on the encounter record that are not
defined in the public domain. Such variables include but are not limited to, proveséalsp
type of service, place of service, and internal procedure codes.
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5.10.5.2 Changes to Encounter Data

The MCO will be required to comply with any changes that BMS intends to implement within
sixty (60) calendar days of issuance, unless otherwigzddgo in writing by BMS within thirty
(30) calendar days of issuance.

The MCO must provide BMS with a written notice at least ninety (90) calendar days prior to any
system conversions and changes in coding. It must also provide a plan to work with BMS to
ensure consistency of encounter data.

5.10.5.3 Encounter Data Reconciliation

The MCO musteconcile the encounter data submitted to Bge financial data that it
reports to BMS on a quarterly basifie MCO mussubmit this reconciliation to BMBy the
15" day of the secon(®"®) month following the end of the reporting perj@dong with the
financial dataThe MCOmustexplain differences dive percent(5%) or higher.

5.10.5.4 Data Accuracy and Completeness Monitoring Program
The MCO must have a data accuracy and completeness monitoring program in place that:

1 Demonstrates that all claims and encounters submitted to the MCO by health care
providers, includingsubcontractors, @ submitted accurately and timely as encounters to
BMS;

1 Evaluates health care provider @bcontractor compliance with contractual reporting
requirements; and

1 Demonstrates that the MCO has the processes in place to act on the information from the
monitoring program and takes appropriate action to ensure full compliance with the
encounter reporting requirement.

The MCO must submit an annual Data Accuracy and Completeness Plan to BMS for review and
approval by Octobersifor the current fiscal yeaihis Plan must include the thrég) elements

listed above. Along with this submission, the MCO should submit documentation of its data file
layout.

The MCO must provide complete, accurate, and timely encounter data to BMS. If previously
submitted encouert data is identified with a significant number of errors, the MCO will be
required to resubmit corrected encounter data witthirty (30) calendardays of notification

from BMS. If the MCO fails to meet a ninefjve percent(95%) encounter acceptancate it

will be assessedlmuidated damagef $100 for each rejected encourbbetowthe ninetyfive
percent95%) acceptance rai@s noted in Appendiss.

5.10.6 Healthcare Effectiveness Data and Information Set (HEDIS) Reporting

The MCOmustreport audited HEDIS measures to BMS annually by JulteQBcethe MCO
performrs N C Q ABEDIS Compliance Auditthe audited resultsiustbe submitted to BMS
uponsubmission ttNCQA. BMS will provide guidance to MCOs regarding which measures
mustbereported according to the current version of HEDIS
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5.10.7 National Core Health Care Quality Measures Reporting

The Secretary dDHHS has identified a set of core health care quality measures for Medicaid
eligible adults and children enrolled in Medicaild CHIP.The MCO musteport annually to
BMS results for all identified core adult and child quality measwglesant to th&Contract
covered service®mllowing the technical specifications provided by CNR&sults for the

previous calendar year are dugor before Septembet.1IThe MCO must use the most recent
technical specifications from CMS, availablenatw.medicaid.gov, to calculate results.

5.10.8 Financial Reporting

Regular reporting is necessary to assure the ongoing operation and finaegiayi of
participating MCOsThe MCO must provide financial reports as specibigdhis Contract
Plans that are in a particularly weak financial position may be required to report more frequently.

1. Annual Financial Statementénnually, on or beforeuhe ¥, the MCO must submit
audited financial statements.

2. West Virginia Offices of the Insurance Commissioner (OTGg MCO must submit
copies of its quarterly and ann@IC reports, as well as any revisions therdioe MCO
must includeapplicable OlQreports on the solvency of its intermediariElsese reports are
due on the same due dates for reporting t@t@ Any revisions to a quarterly and/or
annualOIC report musbe submitted on the same day on wtitod reporis submitted to
theOIC.

The MCO must comply with all other financial reporting requirements as outlined in Article I,
Section 7.

5.10.9 Provider Network Reporting

The MCO must comply with reporting regementsrequired to assesompliancewith network
standards in a format and frequency to be specified by BMS.

5.10.10 Reporting of Required Reportable Diseases

Health care providers are required to report certain diseases by state law. This is torddtmbv f

disease surveillance and appropriate case investigation/public f@iofthe MCO may be

responsible for 1) further screening, diagnosis and treatment of identified cases enrolled in the
MCO as necessary to pr ot engtdiagndsie ang treatrhentoficase h e a |
contacts who are enrolled in the MCO. Detailed infectious disease reporting requirements can be
obtained from the Bureau for Public Health witHDHHR. The thred3) primary types of

diseases that must be reported are:

1. Division of Surveillance and Disease Control, Sexually Transmitted Disease Program.
According to WV Statute Chapter-466 and Legislative Rules Title 64, Series 7, sexually
transmitted diseases (STCsE required to be reported for disease surveillance purposes
and for appropriate case investigation and follgev For contact notification, the MCO
must refer case information to the Division of Surveillance and Disease Control. The
Division has an estéibhed program for notifying partners of persons with infectious
conditions. This includes followp of contacts to individuals with HIV and AIDS. Once
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notified, contacts who are enrollees of an MCO may be referred back to the MCO for
appropriate screenirend treatment, if necessary.

2. Division of Surveillance and Disease Control, Tuberculosis Progfeper WV Statute
Chapter 266A-4 and WV Regulations 1B5-3, individuals with diseases caused by M.
tuberculosis must be reported to the WV Bureau for Pitsgaith, DSDC, TB Program for
appropriate identification, screening, treatment and treatment monitoring of their contacts.

3. Division of Surveillance and Disease Control, Communicable Disease Progsaper
WV Legislative Rules Title @}, Series 7, cases cbmmunicable disease noted as
reportable in West Virginia must be reported to the local health departments in the
appropriate time frame and method outlined in legislative rules. This both provides for
disease surveillance and allows appropriate pubhdtthaction to be undertakématient
education and instruction to prevent further spread, contact identification and treatment,
environmental investigation, outbreak identification and investigation, etc. (Note: Per
legislative rule, reports of category tseases [including HIV and AIDS] are submitted
directly to the state health department, not to local jurisdictions.)

The MCO must submit yearly statements to BMS, by Octofieaitfesting that it has provided
written notification to all participating pwviders on their responsibility to and procedures for
reporting the three primary types of diseases listed above to the State.

5.10.11 Federal Reporting Requirements

The MCOmustcomply with the following Federal reporting and compliance requirements for
the services listed below, antustsubmit applicable reports to BMS. (See Medicaid Physician
Provider Manual for state requirements and procedures):

1 Abortionsmustcomply with therequirements of 42 CFR 441. Subpaiit Ebortions.
This includes completion of the information form, Certification Regarding Abortion.

1 Hysterectomies and sterilizatiomsustcomply with 42 CFR 441. SubparfiF
Sterilizations. This includes completion bktconsent form.

1 EPSDT services and reporting mustmply with 42 CFR 441 SubpartiBEarly and
Periodic Screening, Diagnosis, and Treatment.

MCOsmustsubmit yearly statements to BMS each year by Octobattéstingt has provided
written notificationto all participating providers on their responsibility to and procedures for
reporting the three primary types of diseases listed above to the State.

5.10.12 Annual Report
The MCO mussubmit its annual report to BMS/ April 15 The MCO must also mak®pies
of the annual report availabba its website antb its enrolleesupon request.

5.10.13 Data Necessary for Drug Rebate Collection

For provideradministered drugs provided under managed daed€O mustsubmit to BMS

the drug utilization data necessary for the collection of drug rebates in formats to be specified by
BMS no later tharifteen (15) calendardays following the end cdachmonth.The data must

include but is not limited tahe following foreach provideadministered drug claim:
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a HCPCS code,
an NDC number,

the NDC unit of measure, and
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the NDC quantity.

The MCO must resolve any disputes related to the data veitktiyn(60) calendaidays from
notification of BMS.The MCO must designate angle point of contact to coordinate rebate
submissions and any disputes.

The turnaround time on the resolution of an incorrect monthly data file must be submitted within
fifteen (15) calendadays. BMS will return any rejected encounters to the MCO for correction

and resubmissioi.he rejected encounters are to be resobyethe MCOwithin sixty (60)
calendadays from the date of notification by BMS or its designee.

Each pharmacy and medical encoumtert include a 340B indicator, supplied by the provider
at the time of billing, verifying whether or not a 340B drug was dispensed/administered to the
Medicaidenrollee The MCOmustreport this information using a staardized template

supplied byBMS. The MCO must validate theB40B drug costs claim data by confirming that
drug costs for 340B prescribed drugs do not exceeeBAOB costs for the same drug and
provide quarterly attestation that the verification has been completed.

The MCO is required to ugke most current Medicaid crosswalk provided by the Bureau for
processingHealthcare Common Procedure Coding Systd@RCS claims.The crosswalk must

be | oaded into the vendorthrty (30 dalandadays qf reaeipte s si ng
for clams processing. If NDC on the submitted encounters do not align with the crosswalk, the
claimline mustbe rejected by the MCO and returned to the provider for corrediwnvendor

must use and complete the specified file format for submitting HCPCSiecs for the Bureau

for rebate processing.

5.10.14 Provider-Preventable Conditions

The MCO must comply with any reporting requirements mandated by CMS to document the
occurrences of providgrreventable conditions in the Medicaid program. fidmmat and
frequency will be specified by BMS.

5.10.15 Other Reporting Requirements

TheMCO mustsubmit to BMSall Medicare and private accreditation review reports, findings,
and other results from the previous th(@8gyear period, upon request

The MQO must comply with angdditionalreporting requirements mandated by CM8ing the
course of this contracBMS will provide additional guidance on specific layouts and frequency.

The MCO must submit to BMS a monthly report on the numbenuajlleesunde agetwenty
one(21) receiing Psychiatric Residential Treatment FaciliBRTH servicedrom in-state and
out-of-stateproviders
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6. QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT (QAPI)
PROGRAM

The MCO must develop and implement writfgslicies for an ongoing quality assessment and
performance improvement program (QAPI) for the services it furnishes to enrdlec@API
mustinclude several distinct, but interrelated comprehensive strategies and must be designed to
achieve, through omgng measurements and intervention, significant improvement in clinical

and nonclinical areas of care that are expected to have a favorable effect on health outcomes and
enrollee satisfactiarBuch improvements must be sustained over.p#eP| strategieshould

include:

1 Annual measurement of performance in specified areas (e.g., immunization rates) and
achievement of performance targets;

1 Multi-year performance improvement projects addressing clinical andlimical areas;
1 An approach for addressing syst@&tic problemsnd critical incidents
1 The development and usage of a sufficient health information system; and

Proper administration of quality assessment and performance improvement activities.

The MCO must submit performance measurement data to BM&jaised by BMSThe QAPI

must include mechanisms to detect both underutilization and overutilization of services, and to
assess the quality and appropriateness of care provided to enrollees with special health care
needsThe MCO must report on the statusd results of projectnnually Projects must be
completed within a reasonable timefrafhbe basic elements of the M@GOQAPI must comply

with the requirements set forth in this contract

The MCO must also cooperate with BMS initiatives aimed at asgessd improving program
performanceThese initiatives can include regular reporting to the State and an annual external
guality review consisting ainon-site systems performance revieiwguality outcomes,

timeliness of, and access to services covargter this contracihe MCO must make every

effort to comply with external quality reviews that will be implemented by an organization
contracted by BMS. This may include participating in the design of the external review,
collecting medical records amther data, and/or making data available to the external quality
review organization.

6.1 Required Levels of Performance

TheMCO must meet certain requirsthndard®f performance when providing health care and
related services thledicaid managed casnrolleesThe MCO must meeall goals for
performance improvement on specific measures that may be established by €S
minimum performancstandardsvill be established by examining historical performance
standardsis well as benchmarks (best prees) of other health plans and delivery systems
Performancetandard$or each quality review period will be provided to the MCOs by BMS.

6.2 Performance Improvement Projects (PIPs)

TheMCO must develop and maintain written descriptions of its perforenanprovement
program, including the identification of individual(s) responsible for the pragraeMCO
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must conducMHT and WVHB (PIPs) that are designed to achieve, through ongoing
measurement and intervention, significant improvement sustainedraedntsignificant

aspects of clinical care and nrolinical services that can be expected to have a beneficial effect
on health outcomes and enrollee satisfac{iBiPs) must measure performance using objective
guality indicators, implement system intentions to achieve quality improvements, evaluate the
effectiveness of the interventions, and plan and initiate activities for increasing or sustaining
improvements

An individual project involves selecting an aspect of clinical care ofchital senices to be
studied; specifying quality indicators to measure performance; collecting baseline data;
identifying and implementing appropriate system interventions to improve performance; and
repeating data collections to assess the continuing effect nfentens

6.2.1 Areas of Focus
Clinical focus areas include:

1 Primary, secondary, and/or tertiary prevention of acute conditions;
Primary, secondary, and/or tertiary prevention of chronic conditions;
Care of acute conditions;

Care of chronic conditions;

High-volume services;
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High-risk services; and

1 Continuity and coordination of care.

Non-clinical focus areas include:

1 Availability, accessibility, and cultural competency of services;
Interpersonal aspects of care, e.g., qualitgrofider/patient encounters;
Appeals, grievances, and other complaints; and
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Effectiveness of communications with enrollees.

6.2.2 Projects

The MCO must initiate *® and maintain performance improvement projects that adthregecus
areas specified abovEhe MCO must maintain at leasiree(3) projects at a timelhe

performance improvement projects may be seleayed®MS or required by CMSIn cases where
BMS does not specify a project foctise MCO may select a specific topic within one of the
identified focused areas. Project proposals must be approved by BMS and the EQRO prior to
project initiation.

16 A project has been initiated when it has proceeded at least to the point of baseline data collection. That is, the MCO has
selected a particular aspect of care for performance measurement, identifidistieal indicator or indicators that will be
used, and begun the process of collecting the data needed for an initial assessment of its performance on the indicator(s).
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The topics should be identified thrdugontinuous data collection and analysis; systematically

selected and prioritized to achieve the greatest practical benefit for enrollees; and reflect the
prevalence of a condition among, or need for a specific service by, thés\@dllees based on

enmpllee demographic characteristics, health risks, and any other special needs.

The MCO must use one or more quality indicators to assess its performbaaapiality

indicators must be objective, clearly and unambiguously defined, and based on curgit clini
knowledge or health services reseatolicators should measure changes in health status,
functional status, enrollee satisfaction, or valid proxies of these outcohel¢lICO will assess

its performance on its selected indicators by collecting aalyzng reliable data on an on

going basis. The MCO must establish a baseline measure of its performance on each indicator,
measure changes in performance, and continue measurement for at least one year after a desired
level of performance is achievebhe MCOmustannually submit performance measurement

data to BMS using BM$letermined standard measures, including performance measures that

may be developed by CMS

If sampling is used, the MG® sampling methodology must ensure that the data collected
validly reflect the performance of all providers whose activities are the subject of the indicator;
and the care given to the entire population (including special populations with complex care
needs) to which the indicator is relevant.

The MCO must also aeonstrate that its interventions result in meaningful improvement in its
performance as evidenced in repeat measurements of the quality indicators specified for each
performance improvement project undertaken by the MB@MCO must show that the
performance improvement project is working effectively to reach defined quality goals by
showing that an improvement occurred; is likely to result in a better outcome for the enrolled
population; is attributable to the strength, duration and quality of the MGi0a(@¢, and not to
"confounders" such as chance; and impacts-a@bme, highrisk, and/or higkcost conditions

or services.

Performance improvement projects are deemed successful and may terminate once sustained
improvement is achieve®ustained impraement isacknowledged through the documentation

and maintenance of improved indicator performance. After improvement is achieved, it must be
maintainedor at least one yeafhe MCO must submit @AP that addresses deficiencies

identified in any measuremedata.

Each performance improvement project naesnonstrate effort to achieve meaningful
improvement antbe completed ira reasonable time period, as determined by BRiSject
reports musbe reported byuly 158" in order to facilitate the use of résng data in producing
annual information on quality of carehe MCO is required to submit a performance
improvement projects progress reporty-five (45) calendaidays after the end of each
quartet’. The report must follow thBMS-approved format.

17 The first quarterly report was submitted after the first quart&rdf2013.
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6.3 Systemic Problems

TheMCO must correct significant systemic problems that come to its attention through internal
surveillance, complaints, or other mechanisms (such as noticdBikih The MCO must have
written procedures for takg appropriate remedial action whenever inappropriate or substandard
services are furnished, or services that should have been furnished wéieesetwritten
remedial/corrective action procedures should include:

1 Specification of the types of problemeqjuiring remedial/corrective action;

1 Specification of the person(s) or body responsible for making the final determinations
regarding quality problems;

Specific actions to be taken;
Provision of feedback to appropriate health professionals, providersadind s
The schedule and accountability for implementing corrective actions;

The approach to modify the corrective action if improvements do not occur; and
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Procedures for terminating the affiliation with the physician, or other health professional
or provicer.

The MCO must prepare a CAP withimrty (30) calendadays of identification to correct any
significant systemic problemAs actions are taken to improve care, the MCO must monitor and
evaluate these corrective actions to assure that appropriaigesh@ave been made, and track
changes in practice patterns. The MCO must conduct fallewn identified issues to ensure

that actions for improvement have been effective.

Information resulting from QAPI activitiesill be used in recredentialing,-centacting, and/or
annual performance evaluatid@API activitiesmustbe coordinated with other performance
monitoring activities, including utilization management, risk management, and resolution and
monitoring of enrollee complaints and grievanc@aPI adivities will be linked to other
management functions of the MCO, such as network changes, benefits redesign, medical
management systems, practice feedback to providers, patient educatenaledservices.

6.4 Health Information System

TheMCO must maintain a health information system that collects, integrates, analyzes, and
reports data necessary to implement its QAPI progfms includes data on enrollee and

provider characteristics, as well as on services furnished to enrollees ad tegdide the

selection of performance improvement project topics, and to meet the data collection
requirements for these projects, as specified alovee MCO6s heal th i nfor mat
accept the Medical Assistance ID (MAID) generated by BM&licenrolleedor data collection

and billing purposeslhe health information system must also provide information including, but
not limited to, utilizationglaims,grievances and appeals, and disenrollment for reasons other
than the loss of Medicaidigibility. The MCO must ensure that information and data received
from providers are accurate, timely, and complgteoutinely reviewing reported data for
accuracy, completeness, logic, and consistency, and by collecting service data in standardized
formats to the extent feasible and appropriatee MCO must make all collected data available

to BMS and upon request, to CNtScompliance with Section 6504(a) of tA€A.
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The MCO must also establish a participation agreement with the WV Health Information
Network to exchange data on an agreed upon schedule with the vendor.

6.5 Administration of the QAPI Program

TheMCOG&G QAPI program must be administered through clear and appropriate administrative
arrangementsonsistent with the Medicaid requirementlafCFR §438.240r'he MCO must
ensure that sufficient resources and staff with necessary education, experience, or training are
available to implement the QAPI.

6.5.1 Written QAPI Program Plan Description

The MCO must have a written plan describing its QAPI program, including how the MCO will
accomplish the activities required by tlisction. The QAPI program plan at a minimum must
specify clinical or health services delivery areas to be studied thaseeptbe population

served by the MCO in terms of age groups, disease categories, and special risk status. The QAPI
program plan mustescribeheM C O dsrformance Improvement Projeetsdanyother

quality activitiesthatwill be undertaken over a preibadtime period The QAPI program plan
mustclearly identify the individuals responsible for the activitiesy additional MCO quality
activitiesmust use quality indicators that are measurable, objective, and based on current
knowledge and clinical expence.The QAPI program plan must define a methodology and
frequency of data collection that assures appropriate and sufficient monitoring to detect need for
changes in the QAPI program plan.

6.5.2 Policymaking Body

A policymaking body, defined as the goming body of the MCO or a committee of senior
executives that exercises general oversight over the @&l@@nagement, policies, and

personnel, must oversee and be accountable for the QAPI prograrmpolicymaking body must
approve any changes in the QAR®bgram description and approve the annual work. glae
policymaking body must receive and review periodic reports on QAPI activities, as well as the
annual evaluation, and take action on any resulting recommendations.

6.5.3 QAPI Committee

A designatedenior official must be responsible for the functioning of the QAPI progfahe
responsible official is not théhief Medical Officey the MCO must show, through the QAPI
program description or other documentation, thaChef Medical Officethas sbstantial
involvement in QAPI activitiesThe MCOxs QAPI committee musheet at least quarterly to
oversee QAPI activities and review of the process followed in the provision of health services
Providersmustbe kept informed about the written QAP pragr&€ontemporaneous records
mustdocument the committégactivities, findings, recommendations, and actidhse QAPI
committeewill report to the QAPI Policy committee on a scheduled basis on activities, findings,
recommendations, and actiodMembership on the QAPI committesustinclude MCO

employed or affiliated providers representative of the composition of the MCO providers
affiliated providers are not represented on the MECQAPI committee or other core

coordinating structure, thereust be a clinical subcommittee or other advisory group to assure
that clinicians actively participate in key activities
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6.5.4 Other QAPI Participants

Employed or affiliated providers and consumers must actively participate in the QAPI program
All contracts with providers must require participation in QAPI activities, including provision of
access to medical records, and cooperation with data collection act®@tiesumer involvement
should be sought from the outset of the MEQAPI program planning.

6.5.5 QAPI Communications

The MCO must establish procedures for formal and ongoing communication and collaboration
among the policymaking body and other functional areas of the MCO (e.g., health services
management anehrolleeservices), especially withspect to:

1 Resolving enrollee issues;
Authorizing service;

Developing practice guidelines;
Recredentialing practitioners; and
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Providing feedback to providers and plan staff regarding performance and enrollee
satisfaction surveys.

6.5.6 Annual Evaluation

The MCO must formally evaluate, at least annually, the effectiveness of the QAPI program
strategy, and make necessary changles annual evaluation must assess both progress in
implementing the QAPI strategy and the extent to which the strategy is pngrtici
development of an effective QAPI prograhie evaluation should assess whether activities in
the MCQs work plan are being completed on a timely basis or whether commitment of
additional resources is necessdrye final report should also includeyarecommendations for
needed changes in program strategy or administrafleese recommendations must be
forwarded to and considered by the policymaking body of the M®® MCOmustsubmit to
BMS a written evaluation of its QAPI program strategy by Jiffeof each year.

6.6 MCO Accreditation

The MCO must achiever maintainaccreditation from the NCQA for their Medicaid lines of
business byhe beginning of eacBontractyear. TheMCO must keep current accreditation from
the NCQA for their Medicaid lines of busine3fie MCO must provide BMS with the
accreditation status reports indicating the MCO evaluation option, evaluation measures,
evaluation resultsand evaluation length. Treecreditation reports must be submitted upon
completion of each accreditation survey

Any new MCO entering into thi€ontractafter July 1, 2013must apply for accreditation with
NQCA no later than nin@) monthsfrom its operational start date in Wa4tginia. Any new
MCO entering into thi€ontractafter July 1, 2013must become accredited with NQCA within
two (2) years of its operational start date in West Virginia. The MCO must provide BMS with
the accreditation status reports indicating the M@&luation option, evaluation measures,
evaluation resultsand evaluation length. The accreditation reports must be submitted upon
completion of each accreditation survey.
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6.7 Performance Profiling

BMS maypublish information about MCO performanae a rgularbasis, identifyinghe

M C O pexrformance indicatoysnd comparing that performance to other MCOs and to other
external standards and/or benchmaB{dS will allow the MCO opportunity to review its data
for accuracy an@r validity prior to publicaton.

7. FINANCIAL REQUIREMENTS & PAYMENT PROVISIONS

7.1 Solvency Requirements

The MCO must make provisions against the risk of insolvency and assure that neither enrollees
nor BMS are held liable for debts in the event of the MiKCi@solvency or the insolvency of any
SubcontractorsThe MCO must demonstrate adequate initial capital reserves and ongoing
reserve contributions in accordance with the Insurance Commissioaguirements. The MCO
must provide financial data to BMS io@rdance with BM8required formats and timing.

The MCO must maintain a fiscally sound operation as demonstrated by the following:

1. Maintaining adequate liquidity to meet all obligations as they become due for services
performed under the provider agreemen

2. Maintaining a positive net worth in every annual reporting period as evidenced by total
assets being greater than total liabilities based on the@®l@@ual audited financial
statementlf the MCO fails to maintain a positive net worth, the MCO mubnstia
financial plan for BMS approval outlining how the MCO will achieve a positive net
worth by the next annual reporting period.

3. Maintaining a net operating surplus in every annual reporting period based on the annual
audited financial statemert the MCO fails to earn a net operating surplus, the MCO
must submit a financial plan for BMS approval outlining how the MCO will achieve a net
operating surplus within available financial resources by the end of the next annual
reporting period.

If insolvencyinsurance protection is carried as a rider to an existing reinsurance policy, the
conditions of the coverage must not exclude the @edicaid line of business.

The MCO must notify BMS in writing withisixty (60) calendadays if any changes are made
to the MCO3s insolvency protection arrangement.

The MCO must obtain adequate reinsurance, or establish a restricted fund balance for the
purpose of selinsurance for financial risks accepted as part of this conRaatsurance
arrangements are subjectaoproval by BMS.

7.2 Capitation Payments to MCOs

7.2.1 Time and Manner of Payment

The MCO wil |l be fAat r CostladApderadixA (Ddsaiptien®fr vi ces | i
Covered and Excluded Services) through a capitation payment sy$teilCO will be @id a

fixed rate PMPM and will not be permitted to collect any additional premiums from enrollees.
ContractAppendixB contains a listing oMHT and WVHB capitationrates BMS will
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automatically make capitation payments to the MCOs each month based oerstemBMS
expects to process payments on the dd make capitation payments on th& abeach month
MCOs will be required to submit a quarterly invoice to reconcile any differences between the
capitation payments madyBMS and actual membership.

BMS is unable to provide a guarantee of paym&he Contractincludes a provision that allows
MCOs to terminate th€ontractfor nonpayment upom sixty (60) calendarday written notice.
BMS must then remedy the conditions congainn the notice withithirty (30) calendadays
following the notice of termination or the MCO may terminate the contract.

The MCO must report tBMS within sixty (60) calendar days when it has identified the
capitation payments or other payments in ege&d amounts specified in the contract.

All capitation payments are for a full month and notmted. The enroliment date of an

enrollee will always be on the first day of the month (with the exception of newborns), and the
enrollmenttermination datdor an enrolleewill always be the last day of the mon@apitation
payments for the following special cases will be made as described below.

1 Individuals who age into a different rate cell during the month:The age of an
individual on the first of thenonth is used to determine the capitation rate cell for the
whole monthlf a person has a birthday in the middle of the month, the appropriate cell
change will go into effect the following month.

1 Individuals who die during the month: Should an enrollee éiduring the month, the
MCO must informBMS immediately The MCO will receive a capitation payment for
that entire monthAny capitation paymentpaid following the month of the enroliée
deathwill be recovered from the MCO.

1 Individuals who are institutionalized for more than thirty ( 30) calendar days: If an
enrolleehas been in a nursing facility state institution fothirty (30) consecutive
calendadays, the MCO must inforlBMS immediately. The MCO will receive a
capitaton payment for that entire monthRor the remainder of that month, the MCO will
be responsible for all medical cosist included in the bundled payment paid to the
facility (which will be paid byBMS).

7.2.2 Risk Adjustment
BMS, in its sole discretiormay implement a Risk Adjustment methodology in accordance with
42 CFR 8438.5.

If Risk Adjustment is applied prospectively or retrospectivBMS must select a Risk

Adjustment methodology that uses generally accepted models and must apply it in a budget
neutral manner, consistent with generally accepted actuarial principles and practices, across all
MCOs in the program to calculate adjustments to the payments as necessary.

7.3 Medicaid Medical Loss Ratio (MLR)

The MCO is required to calculate and repdedical Loss Ratio (MLRjor each fiscal reporting
year, consistent with MLR standards as outlined in 42 CFR 438T8@MCO is required to
maintain & MLR of atleasteighty-five percent{85%) during thefiscd yearreporting periodor
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theentireMedicaid populationThe MLRwill be calculatedby theMCO using themethodology
as described iAppendixH of this Contract

The MCO must submit an annuambinedMLR reportthat will be used for rebating purpes
in addition to separate detail broken tartthe MHT and WVHB populatiom accordance with
Appendix H of this Contract that includes at least the following:

1 Total incurred claims
Payments made under the Directed Payments Praggapproved by CMS
Expenditures on quality improvement activities
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Expenditures related to activities necessary to comply with program integrity
requirements under this Contract

Noncl ai ms costso

Premium revenue

Taxes

Licensing fees

Regulatory fees

Methodology(ies) used forlatation of expenses

Any credibility adjustment applied

MLR calculated by the MCO

If applicable, any remittance owedBMS

A comparison of the information reported w
Description of the aggregation method usedalculate total incurred claims

Total enrolleemonths

= =2 =4 4 A4 A4 A5 -5 -5 A5 -2 -1

A combinedMLR percentagef less than eightfive percent(85%) must be one hundred
percent(100%) reimbursable to the State. The MCO is responsible for apEitgent50%)
share of any MLR less than eigkgightpercent(88%) but greater than eighfive percent
(85%) percent.

7.4 Health Insurer Fee

The ACA Health Insurer Fee (HIF) and resultingome tax noteductibility will be accounted

for through an administrative allowance included in the capitation payment. The percentage
allowance was calculated basedtba anticipatediability for the Contract periodOnce each
MCOG6 s f i n aknowh,tha Statelwill tegoncileghat to the amount paid through the
capitation paymentsf the amount paid is less than the liability amount, an increase will be made
to future capitation paymenté$.the amount paid is greater than the liability amoardecrease

will be made to future capitation amounts.
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7.5 Third Party Liability (TPL)

Under Section 1902(a)(25) of the Social Security Act, BMS is required to take all reasonable
measures to identify legally liable third parties and treat third partyesoarce of the Medicaid
beneficiary. The MCO must comply with W. Va. C.S.R-521, as well as all applicable state
and federal statutes, regulations and casenMa@n identifying and collecting third party
payments.

The MCOmust pursuand require itSubcontractors to utilize or pursue, when available,

covered medical and hospital services or payments for Medicaid managed care enrollees
available from other public or private sources, including Medicare. This responsibility includes
accident and traumzases that occur while a Medicaid beneficiary is enrolled in the NfCO.

there is no established liable third party at the time of service, but later a third party is identified

as liable for the claim, the MC€houldseek to recover the payment. This may occur when the
Medi caid beneficiary requires medical servic
Compensation, or other cases where the third
care is preided. It may also occur when the MCO learns of the existence of health insurance
coverage after medical care is provided. M@0 or its Subcontract@hould first seek

recovery from the liable third party. If that is not feasible (for exanwath, Medicare), it may

be necessary to recoup the payment from the provider and ask the provider to rebill correctly.

e

The MCO will retain all funds collected as part of this activity. The MCO must review service
information to determine that all third party paymsotrces are identified and payment is
pursued.

As part of this requirement, the State has determined that the MCO has the sole and exclusive
responsibility and right to pursue, collect, and retain third party payment for services covered in
the Medicaid ranaged care benefit packalyfCO capitation payment rates are set accordingly

If the MCO determines that it will not pursudhird Party Liability TPL) case that is known to

the MCO, the MCO must notify BM8n the 18 of each montiby submittingan eletronic file,

in a format to be specified by BMisting these identifiedPL casesFor these cases, BM$ o

its contractor will have theote and exclusive right to pursue, collect, and retain recoveries of
these third party payments.

The MCO must alseeport TPL informationn a file format to be specified by BM#&cluding
status updates on any cases identified for pursuit to BMSwomghlybasis.The MCO must
contact BMS if it becomes aware that an enrollee has become eligible for Medicare while on
Medicaid. Itmustalso notify BMS as it becomes aware of other insurance coverage.

Confidentiality of the information will be maintained as required by federal regulations, 42 CFR
431 Subpart F and 42 CFR Part 2.

7.5.1 Pay and Chase

Even when TPL has beatentified, he MCO must pythe claim and then seek payment from
TPL in the following scenariosr for the following services:

1 Medical Support Enforcementi if the claim is for a service provided to an individual
on whose behalf child suppahforcement is being carried out1) the third party
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coverage is through an absent parant 2) the provider certifies that, if the provider has
billed a third party, the provider has waitibitty (30) calendadays from the date of

service withouteceiving payment before billing Medicaid. This requirement is intended

to protect the custodial parent and the dependent children from having to pursue the non
custodial parent, his/her employer, or insurer for third party liability

1 Labor & Delivery and Postpartum Care i for claims for labor and delivery and
postpartum care (but not for inpatient hospital costs associated with labor and delivery).

1 Right from the Start (RFTS) 1 for claimsfor RFTS services

The MCO should use standard coordination of b&nebist avoidance when processing prenatal
services claims. If the MCO has determined that a third party is likely liable for a prenatal claim,
it must reject, but not deny, the claim, returning the claim back to the provider noting the third
party thathe MCO believes to be legally responsible for payment. The provider may submit a
claim to the MCO for any remaining balance.

7.6 Special Payment Arrangements
7.6.1 Responsibility for Inpatient Care

Medical ®verage of services at an inpatient care figatihargess considered to be the

responsibility of the entity that the enrollee was enrolled under at the time of the initial admission
(e.g., MCO, BMS). Responsibility fanedicalinpatient care will be assigned accordingly in the
following circumstances:

1 Disenrollment: Forthe MCO enrolleereceiving inpatient care at the time of
disenrollmenfrom managed careoverage of inpatient facility charges (including
charges at a transfer facility, if tiearolleeis transferred during th&tay, or within a
facility) provided after the effective date of disenrollment will be the responsibility of the
MCO until theenroleeis discharged. Coveragé all othercovered service@ncluding,
but not limited to emergency transportation, professional fees during the inpatient stay
and outpatient cargrovidedduring the inpatient stay will be the responsibility of BMS
as of he effective date of disenrolimeinbm the MCO. In the @se of insolvency, the
MCO mustcover continuation of services émrolleedor duration of period for which
payment has been made, as well as for inpatient admissions up until discharge.

1 MCO Transfer: FortheMCO enrolleereceiving inpatient care at the time of transfer to
another MCO, coverage ofpatient facility charge@ncluding charges at a transfer
facility, if the enrolleeis transferred during the stgy)ovided after the effective date of
transfer between the MCQsll be the responsibility of the MC@ which theenrollee
was enrolled at the time of the admission, until the patient is discharged from the
inpatientfacility. Coverage o#ll other service (including, but not limited to emergency
transportation, professional fees during the inpatient stay and outpatienwitidse)the
responsibility of the MCQ@hattheenrolleetransfers tpas of the effective date of the
enrolimentinto another MCO

I npatient Transfer: Fortheprospectiveenrolleereceivinginpatient care at the time of
enrollmentinto the MCOand who transfarinpatient facilities as part of the same admission,
coverage ofpatient facility chargeprovided after the effective datéthe MCOenrollment

will be the responsibility of BMS. Ifraenrolleeis discharged and admitted to another inpatient
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facility, coverage o#ll services provided at the inpatient care facility will be the responsibility of
the MCO.

When a MCCenrolleeunder the age diventy-one(21) is admitted to an inpatient facility and

taken intoB M Saustody during the same month, the MCO will assume liability for all services
provided for as long as tlearolleer e mai ns on t he MCOO6s enrol |l ment
receives a capitation payment. During this time, the MCO must continue to provide all care
coordination and service authorizations.

Article 111, Section7.6.1, Responsibility for Inpatient Care, does not apply to behavioral inpatient
andresidential care services.

7.6.2 Loss of Medicaid Eligibility

The MCO is not responsible for the inpatient facitibhargedor an enrolleewho is no longer
eligible for Medicaid coveragas ofthe first of the month following thiess ofMedicaid
coverage

7.6.3 Excluded Providers

In accordance with 42 CFR 1001.1901(c)(®yment under Medicaid is navailable for

excluded providers except for emergenogdicalservicesor items To be payable, a claim for

such emergency items or services must be accompanied by a sworn statement of the person
furnishing the items or services specifying the nature of the emergency and why the items or
services could not have been furnished by dividual or entity eligible to furnish or order such
items or services\No claim for emergency items or services will be payable if such items or
services were provided by an excluded provider who, through an employment, contractual or any
other arrangemeénroutinely provides emergency health care items or services.

7.6.4 Maternity Kick Payments

BMS may provide special payments for certain maternity services, as outliGedtiract
AppendixB, Capitation Rates.

7.6.5 Payments to Durable Medical Equipment (DME) Providers

The MCO must reimburse at least one hungeaent(100%) of the currenEFSMedicaid fee
schedule to imetwork durable medical equipmgBtME) providers, unless such provider
agreed to an alternative payment schedsidS will notify the MCO of any changes in th&S
Medicaid schedule as soon as administratively possible. The MCO must adjust the
reimbursement schedule tometwork provider within thirty (30) calendar days®>M S 6
notification of any changes in tlié-SMedicaid schedule

7.6.6 Directed Payments to Certain Qualified Providers

Directed PaymentBrogram(DPP)is a progranthatprovides qualifying providers with
additional dollars as an access fee for Medieailleeautilizing their services (inpatient
admissions, outpatient claims, or physician visats) focuses more dollars to higher need
settings Payments to providers IWbe based upoanrolleeutilization of services at each
provider during the quartefhe providers will fall into onél) of the followingcategorieswith
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an associated dollar amount related to eatbgory urban, rural, tertigrsafety netandrural
safety net.

DPP is establl®ed in accordance with CMS requirements, including:

1 In accordance with 42 CFR § 438.6(c)(2)(i)(BMS expects this payment arrangement
to advance at least one of the goals and objectives in the quality strategy requd2d per
CFR § 438.340;

1 In accordance with 42 CFR § 438.6(c)(2)(i)(E), the payment arrangement does not
condition network provider participation on the network provider entering into or
adhering to Intergovernmental Transfer Agreements;

1 In accordance with 42 CF&438.6(c)(2)(i)(F), the payment arrangement is not renewed
automatically;

1 In accordance with 42 CFR § 438.6(c)(2)BMS must assure that all expenditures for
this payment arrangement are developed in accordance with 42 CFR 8438.4, the
standards specéd in 42 CFR § 438.5, and generally accepted actuarial principles and
practices.

Annually, the State will estimate the allocation to be assigned toM@c¢hrate cell using rate
development basdustoricalutilization for the estimated paymaethistribution The quarterly
provider payment will be ¢eulated using actual time period utilizatibased omuarterlyMCO
reports on outpatient, inpatient, and physician touchpoints with ¢Byegonths of paid claims
rurrout.
Allocations will bebased upon the following:

1. EnrolleeCategory of Aid (COA)Y TANF, Pregnant Women, Expansion, and;SSI

2. Category of Service (CO%)Inpatient Admissions, Outpatient Visits, and Physician
Visits; and

3. Provider Resource LevélRural NonSafety Net, Urban NeSafety Net, Rural Safety
Net, Urban Safety Net, Public Safety Negrtiary Safety Netand Academic Physician
Groups

The State will calculate an access fee for each touchpoariralleehas with a qualifying
entity. A fixed dollar amount will be assiga to each service type and for each Qualified
Provider type. No DPP funds will be applied to the maternity kick payments.

7.6.6.1 Qualified Providers
For the purposes of this subsection Qualified Providers include:
1. A nonstate, but government owned fagisuch as a county or city hospital,
2. University Practice Plan@ffiliated with a public academic institutign)
3. Public safety net hospitals;
4. Private hospitalsexcept for th€€AHs; and
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5. Hospitals dentified as urban, rural, tertiary safety ragtdrural safety net

7.6.6.2 Directed Payments to Providers

BMS will pay the MCO a quarterly access payment for each Qualified Provider that is based on
actualutilization of inpatient admits and outpatieservices for hospital providersr utilization

of physician visits for University Practice Plans r eported in th&8M8OCO06s (¢
guarterly access payments are made as retrospective lump sum payments.

The MCOmustmake payments to Quakfl Providers based on the number of inpatient admits,
outpatient claims, and/or physician visits. ThieectedPayments must be sent to Qualified
Providers withirfifteen (15) calendar days after the MCO receives the amounts Bigi®.
Thesepayments are in addition to any amount the MCO is required by agreement to pay for the
provision of services under the Contract.

Dental and behavioral health services are excluded from the Directed Payments requirement.

7.6.6.3 Directed Payments Reporting

1. BMSwill send each MCO a report along with its quarterly payment that indicates the
amount of the total payment for each Qualified Provider.

2. BMSwill send each Qualified Provider a quarterly report summarizing utilization per
category of service by MCO ed to determine thBirectedPayments.

3. Within thirty (30) calendar days of receipt of payment of BieectedPayments from
BMS, the MCO must submit a quarterly report indicating the following:

1 Qualified Providers that received Directed Payments;

1 Total amount paid to each Qualified Provider;

1 The date such Directed Payments were made to the Qualified Providers; and
)l

The amount of total payment made to all Qualified Providers.

7.6.6.4 Directed Payments Adjustment

The MCOQis prohibited from makin@ny changes to the DRRimbursement levelisnless at the
direction ofBMS.

No retroactive adjustments to the Directed Payments may be issued by theoM@@ualified
Providersunless suclhetroactive adjustmentasapprovedoy BMS. BMS maytreat such
retroactiveadjustmergto a claimas aviolation of Artcle lll, Section 2.7, Timely Payment
Requirement.

7.6.7 Medicaid Institutions for Mental Diseases (IMD)

Institution for mental diseasédMD) means a hospital, nursing facility, or otlvestitution of
more tharsixteen(16) beds that is primarily engaged in providing diagnosis, treatment or care of
persons with mental diseases, including medical attention, nursing care and related services.
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Whether an institution is an institution for mental diseases is determined byrati okiaracter

as that of a facility established and maintained primarily for the care and treatment of individuals
with mental diseases, whether or not it is licensed as such. An institution for Individuals with
Intellectual Disabilities is not an instttan for mental diseases.

The MCO must contract with all accredited IMD facilities in the state of West Virginia.

Per 42 CFR 438(e), the MCOmustreceive capitation payments for teerolleesagedtwenty
one to sixtyfour (21-64) admitted for inpatientréatment in an IMDso long as the facility is a
hospital providing psychiatriservices

Per 42 CFR 438(8)(2), fin lieu ofservice® are services or settings that are offered in place of
services or settings covered under the Contiifictieu of service must be medically
appropriate and costffective. The MCO may offer the services or settingsnimlleesand must
receiveenrolleeconsent to use the ireu ofservices.The provision of inpatient psychiatric
treatmenin an IMD must meet the requirements ffior lieu of service®

The MCOmustbe responsible for inpatient treatment in an IKDup tofifteen (15) days

during a calendar montBoth voluntary and involuntary commitments are the responsibility of
the MCQ Placemenin an IMD is considerecinemergency service and as such, the MCO
cannot require a prior authorization for placement in the IMD the first-tagiyt (48) hours.

If an enrolleetwenty-one (21) to sixtyfour (64) has a stay(s) that exceeds éift€15) days in
aggregate in a month, the responsibility of payment for coverage will transfer from the MCO to
the Office of Health Facilities (OHF) starting on the sixteen (16th) day of the stay in the month.
Once the stay exceeds fifteen (15) daysnmomth, OHF will be responsible for payment

through the end of the stay under the following conditions:

1 For voluntary patients after fifteen (15) days, medical necessity criteria must be met for
payment to be issued by OHF; the M@®stretain the responsiily of determining
medical necessity for thenrolleethrough the entire length of stay. No payment to the
IMD maybe issued for voluntary patients stays once medical necessity is not met.

1 For involuntary patients, payment may be made by OHF prior to day sixteen (16) if
medical necessity criteria are no longer met; however, it is the responsibility of the
provider and the MCO to transition the patient to a more appropriate level of care in a
timely a manner as possible once this criterion is not met. The State will conduct
ongoing reviews of patients with stays beyond the medical authorization period to
determine if corrective action is warranted.

For stays over fifteen (15) days in a rtturtheenrolleewill remain enrolled in the MCO; the
MCO will continue to receive PMPM payments for #reollee and the MCO will retain
responsibility for any noMD covered services, including coordinating services at the
appropriate level of care ftihe enrolleeduring discharge planning.
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The MCO must submib BMS a bi-monthly report identifyingenrolleesgwenty-one (21) to
sixty- four (64)with an IMD stay of greater than fifteen (15) daysing the calendar month
This report must bprovidedto BMS onthe 6" andlast dayof eachmonth.

The MCO must engage with the IMD facility to initiate discharge planning tottteilihe
e n r o Isuceessfiil seturn to the communithe MCOmustmake everyeasonable attempt to
identify appropiate outpatient services for tearollee

This IMD provision is not applicable to inpatient psychiatric hospital services for individuals
under agewenty-one Q1) as defined in 42 CFR 440.160.

The provisions of this section, Aale Ill, Section7.6.7beame effectiveJanuaryl, 20D0.

7.7 Enrollee Liability
The MCO cannot hold an enrollee liable for the following:
1. The debts of the MCO if it should become insolvent;

2. Payment for services provided by the MCO if the MCO has not received payment from
BMS for the services, or if the provider, und&ontractor other arrangement with the
MCO, fails to receive payment from BMS or the MCO; or

3. The payments to providers that furnish covered services ur@anteactor other
arrangement with the MCO that are ircegs of the amount that normally would be paid
by the enrollee if the service had been received directly from the MCO.

8. FRAUD, WASTE, AND ABUSE (FWA) REQUIREMENTS

8.1 Fraud, Waste, and Abuse Guidelines
8.1.1 General Requirements

Program Integrity requiraents under the contract are outlined in 42 CFR 438.608 and are
incorporated herein by referencéhe MCO must have administrative and management
arrangements or procedures that are designeetéet-WA. The procedures must include a
method to verify wth a sample of enrollees whether billed services were recdiiedVICO

must submit itdledicaidcompliance plano BMS by October1® each yearThe compliance
planmustinclude policies and procedures to prevent, detect, investigate, and report potential
FWA as outlined by BMSFunds misspent due to fraudulent or abusive actions by the
organizations or itSubcontractors will be recoveretihe MCO, and any subcontractor
responsible for coverage of services and payment of claims, must include a Regulatory
Compliance Committee (RCC) on the Board of Directors and at the senior management level.
The committeenustberesponsible fooverseeing the organization's compliancegpran and its
compliance with the requirements under the contract.

8.1.2 Special Investigations Unit (SIU) and Coordination with the State

In order to facilitate cooperation with the state, the MCO must establish and maintain a special
investigationsunit (SIU), either inhouse or byContractwith another entity, to investigate

possible acts of fraud, waste, or abuse for all services provided under the Contract, including
those that the MC@ubcontracts to outside entitidshe MCOand MCO SliUmustwork with
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BMS, the Medicaid Fraud Control Unit (MFCU), the Office of the Inspector General (OIG) and
the Centers for Medicare and Medicaid Services (CMS) to administer effEg¥edetection

and preventiopracticesThe MCO must take part in coordination actastwithin the state to
maximize resources fétWA issues. The MCO must meet regularly with BMS, the MFCU and
the EQRO to discuss plans of action, and atf&ia training sessions as scheduled by the
State.MCO reporting procedures and timelines F&A complaints and outcomes must meet
State-established guidelines.

8.1.2.1 Program Integrity Staffing Requirements

The MCO must have at least the equivalent of(@)é&ull-time, West Virginiabased Program
Integrity Professional ped0,000 or fewer enrollees who is dedicabed hundregbercent
(100%) to the WV Medicaid program and who can, at a minimum, perform the following duties:

1. Initiate investigations and devel&WA cases for future action.
2. Follow up appropriately on program integrity leads filBMS.

3. Execute and respond to requests for information (RFIs) from the MFCU, including
MFCU data requests.

4. Execute and respond to RFIs fr@MS, or other State actors.
5. Act as the point of contact for program integrity deconfliction.
6. Participate in West Virginibased training, task forces, and other relevant meetings.

For initial implementation, the MCO must meet the staffing requirement within ninety (90) days
of the contrat effective date.

Outside the initial implementation period, the MCO must n&if4S of any absence or vacancy
more than thirty (30) days and must include a contingency plan for fulfilling the program
integrity requirements during the absence or vacancy.

8.1.2.2 Program Integrity Points of Contact

The MCO must designate ofiE) primary and on€l) secondary contact person for all BMS

Program Integrity and MFCU reque$ts data, records, or other informatiddMS or MFCU

records requests will be sent heetdesignated MCO contact person(s) in writing via emai), fax

or regular mail and will provide the specifics of the information being requested. The€O
respond to the appropriate BMS or MFCU staffolleewithin fourteen(14) calendaidays or

within the timeframe designated in the request. If the MCO is unable to provide all of the
requested information within the designated timeframe, an extension may be granted and must be
requested in writing by the MCO no less than {@)pbusiness days prior tbe due datelThe

datg records, or informatiomust be provided in the order and format requested.
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8.1.3 Internal Compliance Plan

The MCO or its subcontractor, to the extent that the subcontractor is delegated responsibility by
the MCO for coverage of services and payment of claims under the contract between the state
and the MCO, is required to implement and maintain a compliangegm.The MCOand its
subcontractorsust have in place internal controls, policies, and procedures to prevent and
detectFWA andmust have a formalledicaidcomplianceplan with clear goals, assignments,
measurements, and milestones

8.1.3.1 Required Elements of the Internal Compliance Plan
The MCGOs Medicaidcomplianceplan must include the following elements:

1. Written policies, procedures, and standards of conduct that articulate the orgagszation
commitmentto comply with all applicableequirementsnd standards under the contract,
and all applicablé&ederal and Statequirements

2. The designation of a compliance offiano is responsible for developing and
implementing policies, procedures, and practices designed to ensure compliance with the
requrements of the contract and who reports directly talB® and the Board of
Directors

3. The establishment of a Regulatory Compliance Committee on the Board of Directors and
at the senior management level charged with overseeing the organizations compliance
program and its compliance with the requirements under the contract;

4. A system for training and education of the
employees, including senior management, on state and federal standards and
requirements under tlo®ntract

5. Effective lines of communication between the compliance officer and the organigation
employees;

Enforcement of standards through waliblicized disciplinary guidelinesind

Establishment and implementation of procedures and a system withteéedstaff for

routine internal monitoring and auditing of compliance risks, prompt response to
compliance issues, investigation of potential compliance problems as identified in the
course of selevaluation and audits, correction of such problems pronapii

thoroughly (or coordination with law enforcement in instances of criminal acts) to reduce
the potential for recurrence, and ongoing compliance with the requirements under the
contract

8.1.3.2 Required Procedures for the Internal Compliance Plan
TheMCOG6s Medi c a ipldhnmuastalsopriclude pracedures for:
1. Conducting regular reviews and audits of operations to guard ag&u#st

2. Verifying, through sampling or other methodd)ether services reimbursed were actually
furnished toenrolleesincluding documenting the results of verification activities

3. Assigning and strengthening internal controls to ensure claims are submitted and
payments are made properly;
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4. Educating employex network providers, and beneficiaries aldleWA and how to report
it;

Effectively organizing resources to respond to complainBB/\éA;

Establishing procedures tavestigateF\WA complaints;

Establishing procedures for reporting information to BM&d

© N o o

Developing procedures to monitor service patterns of provi8ebsontractors, and
beneficiaries.
8.1.3.3 Training of Senior Management, Employees, and Subcontractors

TheMCOs and it subcontract or sasysenofonpdininggadic e pr og!
education othe following individuals on the federal and state standards and requirements under
the contract

1 TheCEO;
1 The CFO;
1 The organization's senior managemand
1 The organization's employees.
8.1.3.4 Requirement to Monitor Provider and Beneficiary FWA

The MCO must monitor provider fraud for underutilization of services and beneficiary/provider
fraud for overutilization of serviceMonitoring should includgbutis not limited to the
following:

1. ldentfying providerFWA by reviewing for:

a. Patterns of self referral;
Improper coding (upcoding and unbundling)
Billing for services never rendered
Billing non-covered services as covered services;
Unqualified providers billing for services; or

-~ ® 20T

Billing for medically unnecessary services
2. ldentifying beneficiaryr WA by reviewingfor:
a. Overutilization of services, includingappropriate emergency cace
b. Cardsharing.
The MCOmustsubmita r eport summar i zi n gesultsloetheddCOOG6s act i v
monitoring analyseor the current state fiscal yetar BMS by June 150f each year.

The MCO must have procedures in place for prompt notificati®&w8 when the MCO
becomes aware ofanent | eeds deat h, change of address, o]
circumstances that may affect eligibility.
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The MCO must have a procedure in place for prompt notificati@Ms when the MCO
becomes aware of a change isthatmay affedt theonetworkp r o
providerods eligibility to participate in t
provider agreement with the MCO.

vid
he

8.1.4 Fraud, Waste, and Abuse Reports

The MCO mussubmit a report tBMS within fifteen (15) calendadays of the end of each
monthregardingprogram integrity activities and suspecfealid, waste andor abusddentified
during the priomonth The reporimust confom to the FWAReport template provided BBMS
andmust includecompkteinformation onthe followingprogram integrity activities

1 All program integrity activities initiated by the MCO or its contractors, and related
outcomes;

Referrals made to BMS/MFCU;

All overpayments identifiedncluding those unrelated pyogram integrity (i.e.,
administrative overpaymentg)er 42 CFR 438.60&nd

1 All overpayments recovergthcluding those unrelated to program integrity (i.e.,
administrative overpaymentg)er 42 CFR 438.608

The MCO must submib BMS by the 18 of eadr monththe Suspension and Adverse
Enroliment Actionreportfor all in-networksuspensionggerminations for caus@nd provider
credentialing denialand norrenewaldor cause during the prior calendar mqrah noted in
Article 111, Section 2.1.4 and Amendix E. See also Article 11l, Section 8.2, and Credible
Allegation of Fraud

The MCO will notify BMS of all incident®f suspecteledicaidfraud, waste or abusesven if
it is also referredo an entity other than BMSuch as the appropriate licensangd/or
disciplinary bodies or other appropriate authorities

8.1.5 Investigations

The MCO must cooperate and assist BMany State orFederal agency charged with the duty
of identifying, investigating, sanctioningr prosecuting suspected fraud, wasteabuseThe
MCO is responsible for investigating possible actgaid, waste or abuse for all services,
including those that the MCO subcontracts to outside entities.

If the MCOidentifies thafraud waste or abuse has occurred in thedicaidprogram, based on
information, data, or fas, the MCO musimmediately notify the BM®PIfollowing the
completion of ordinary due diligence regarding a suspdcaed or abuse casé¢. BMS OPI
accepts the case for Stahvestigabn, the MCO may not engage in investigation efforts other
than coordination efforts with the State. The BMS @kt supplya notice to the MCO
notifying it of the case acceptance statosater than the tenth business day after the MCO
notifies the BMS OPI of the suspected fraud or ablise.MCO may proceed with the
investigationor payment recovery efforts if the MCO receiasotice from thaBMS OPI
and/orthe MFCUindicating that the MCO is authorized to proceeth a caseNotification that
MFCU does not accepitereferralmustbe deemed authorization for the MCO to proceed with
the caself theMCO has not receivedaresponse from OPI after thré®) requests by the MCO,
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or within forty-five (45) calendaidays of submissioof referral, the MCO may proceed with its
investigationup to and including recoveries

8.1.6 Prevention and Detection

The MCO must regularly submit encounter data as requested by BMS, as well as other data
specified in Article 1ll, Sectio®.10 of this contract. All other terms and conditions of the
original Puchase of ServicE€ontractwill remain unchanged and in full force and effect.

8.1.7 False Claims Act

Pursuant to Section 6032 of the Deficit Reduction Act of 2005, any entity who receives sr make
Title XIX (Medicaid) payments of at least $5,000,000 annually must establish written or
electronic policies and procedures for the education of employees of affected entities regarding
the False Claims Act and other laws described in section 1902 (aj®®) Act, including

information about rights of employees to be protected as whistleblowers

8.2 Credible Allegation of Fraud

42 CFR 455.23 requires the State Medidagency to suspend all Medicaid payments to a
provider after thégency determines there is a credible allegation of fraud for which an
investigation is pending under the Medicaid program against an individual ot entdygs the
agency has good causetto suspend payments or suspend payment only in part. The rules
governing payment suspensions based upon pending investigations of credible allegations of
fraud apply to Medicaid managed care entities.

8.2.1 Provider Payment Suspension

The MCO is requiretb cooperate witlBMS when payment suspensions angposedon the
Medicaid provideby BMS. WhenBMS sends notice that payments to a provider have been
suspended, the MCO must also suspend payments to the provideronekin businesslayif
such provier is in the MCO network and receives paymeWthen such notice is receivédm
BMS by the MCQ the MCO must respond to the notice witthinee (3)business days and
inform BMS of whether the MCO has implemented thuspension.

The MCO must also reporll @f the following information tdBBMS monthly. name of the

suspended MCO providatate the suspension was imposed, date the suspension was
discontinued, reason for discontinuing the suspension, ambpayments held, and, if

applicable, the good causationale for not suspendiqyment (for example, the provider is not
enroll ed in the MCOpatial pagnmem suspensiddicOsmustmnglods i ng a
in their monthly report those providers that the MCO was notified of by B¢Sortsmustalso

include the amount withheld from providers on a cumulative bakis.information must be

reported on the Suspension and Adverse Enrollment Action Report template creBh8.blf

the MCO does not suspend payments to the provd§ may impmpse contractual remedies.

BMS is responsible for evaluating allegations of fraud and imposing payment suspensions, when
appropriate, for those MCO providers who arneart ofthe Statd=FSnetwork.The MCOis

responsible fomitiating payment suspensisbased on the credible allegation of fraud for its in
network providersvho are not a part the Stdt€Snetwork For payment suspensions initiated

by the MCO, the MCO mustomply with all requirements of 42 CFR 455.23. The M@G@st
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report the followingnformation toBMS within one (L) business day after suspensitite nature

of the suspected fraud, basis for the suspendatr,the suspension was imposed, date the
suspension was discontinued, reasordfecontinuing the suspension, outcome of apgeals,

the amount of payments helihd, if applicable, the good cause rationale for imposing a partial
payment suspension.

8.3 Treatment of Overpayments

The retention of overpayments is dependent upon the circumstances under which such
overpayments anéentified and investigated. If the MCO does not identify and take action to
recover provider overpayments in a timely manB&iS reserves the right to identify, recover,
and retain said overpayment3MS will afford the MCO a reasonable grace pericl, a
determined bBMS, to identify and recover overpayments from MCO providers b&3ti8

will seek to recover and retain said overpayments.

BMS and the MCO will participate cooperatively in deconfliction procedures to prevent
duplication of program integrity activities. The montRMVA report submitted by the MCO
pursuant to Article Ill, Section 8.1 of the Contract & SNotice of Program Irgrity

Activities will be utilized as deconfliction tools. Deconfliction will occur regardless of the grace
period determined bBMS.

8.3.1 B M SRight to Collect from MCO

BMS shall have the right to recover provider overpayments,dhnat) those overganents due to
FWA, from the MCO if:

1. BMS or its contractor identifies an overpayment made by the MCO to the provider;

2. the payment occurred outside the grace period, as defineMBy

3. the MCO has not previously identified the overpayment vialdoenfliction process
outlined herein; and

4. the MFCU or other law enforcement entity is not pursuing the provider.

BMS will send notice to the MCO with all information upon which the overpayment

determination was based, along with a demand for paymentMTIewill enter into a payment

agreement within thirty (3@alendadays of receiving notice, and effectuate payment within

ninety (90)calendardays of notification. Failure to adhere to this process will result in

liquidated damages as described in &pgiix G. In the event that the MCO is invoiced for the
overpaymentbgMS, and t he MCO recovers the overpayme.
sole remedy is under the provisions of the pr
appeals arising ém actions taken pursuant to this section, the M@@tcommunicate the

result of those appeals BMS within sixty (60) calendaidays of the final decision.

8.3.2 B M SRight to Collect from Providers

BMS hasthe right to recover provider overpayments)uding those overpayments due to
FWA, from the provider if:

151



1. BMS or its contractor identifies an overpayment made by the MCO to the provider;

2. the payment occurred outside the grace period, as defineMBy

3. the MCO has not previously identified the oveyment via the deconfliction process
outlined herein;

4. the MFCU or other law enforcement entity is not pursuing the provider; and

5. BMS, in its sole discretion, determines it is unable to collect from the MCO.

BMS will send notice to the MCO of its intent ¢ollect from the provider and will initiate

recovery actions with the provider. In the event BMS chooses to exercise its right to collect

the overpayment directly from a provider, the MCO assigiM& any rights it has to collect
overpayments frorthe provider. Such payments recovered will be retaindgii$. The MCO

must advise their providers, via contract provision, addendum, notice or other suitable method,

of the Stateds right to collect overpayments
this section. T he pntofBVMSicellecing anayempaymdnt r i ght s
directly from the provider are outlined in the BMS Policy Manual, chapter 800(B).

8. 3.3 MCObs Right to Recover Overpayments

The MCO must diligently engage in efforts to identify and recover overpayments that do not
requre a referral to the State. Overpayments identified and/or recovered must be reported on the
monthly FWA report.

Unless otherwise specified in this contract, when the MCO or its subcontractor identifies
overpayments, the MC@ayrecover and retain thesverpayments directly from the providers,
if:

(a) the MCO was not required to abstain from collections from the provider, due to a MFCU
or other law enforcement investigation;

(b) BMS has not duplicated this recovery, consistent with this section;
(c) the MCO followed proper procedures regarding fraud and/or abuse refeBMSto

(d) the MCO properly and timely disclosed the required information on its monthly FWA
report;

(e) the encounter data is properly adjusted to reflect the recovery; and
(f) such recovery is not prohibited by federal or state law.

If the MCO fails to adherto the prohibitions and requirements of this section, the MCO may be
subject to forfeiture of the funds BMS and the imposition of liquidated damages as described
in Appendix G.

If an overpayment has been referred by the MCBMS, due to suspected frawr abuse, and
is subsequently returned to the MCO, the MCO may collect and retain these overpayments
directly from the providergonsistent with this sectiorlowever, if the MCO has not taken
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action to collect the overpayment within ninety (88)endardays of notification bBMS, BMS
may collect and retain the monies.

fBMSi denti fies a suspected overpayment, also r
the MCO for further investigation and recovery, the MCO will retaia hundred percent

(100% of its recoveries, pursuant to the requirements and prohibitions outlined in (a) through (f)
above. IfBMS has partially completed an audit or investigation, and, in its sole discrigif,

refers that information to the MCO for further investigatand recoveryBMS and MCO may
negotiate a percentage division of any recoveries to be s@iMs/and the MCO, on a cadwy-

case basisBMS reserves the right to resume the audit or investigation if no agreement as to
percentage division of any recoyaran be agreed upon.BMS, or an entity contracting with

BMS, performs the entire investigation leading to identification of the overpayment, thereby
giving it the right to keepne hundred percerit@0% of the overpaymenBMS, in its sole

discretion, may opt to divide the recoveries with the MCO in an amount determiB3y

Pursuant to 42 CFR 438.608(d)(AJticle Ill, section 8.3does not apply to any amount of a
recovery to be retained undealse Claims Actases or tlgugh other investigations.

8. 3.4 MCObs Opportunity to Participate in Fraud

The MCO shall submiraudand abuse referrals BMS using the prescribed form. Referral
information submitted tBMS by an MCO will be distributed to all potentially pacted MCOs,
along with a request for information (RFI). Upon receipt of the referral information and RFI, the
MCO shall respond by the due date included in the RFI. Failure to respond timely, completely,
and accurately may result in the MCO not partitigain any related fraud recoveries, and may
alsoresult in liquidated damages as described in Appendix G

8.3.5 Provider Reported Overpayment

In addition to internaprocesses to identify any overpayments, the MCO must have a process in
place for netwdt providers to report receipt of an overpayment. The provider is required to
notify the MCO in writing of the reason for the overpayment and return the full amount of the
overpayment to the MCO within sixty (60) calendar days after the date on which the
overpayment was identified.

8.3.6 Impact on Medicaid MLR and Rate Setting

Pursuant to 42 CFR 438, overpayment recoveries must be deducted from incurred claims when
calculating the Medical Loss Rat{dLR), and encounter data must be adjusted appropriately
for rate setting purposes.
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9 MHTCHI LDRENGS DENTAL SERVI CES

91 MHTChi |l drends Dent al Sevices Administration

The MCO must provid&/HT c hi | drendés dent al steentyone@s t o i nd
years of age as covered services in an amount, duration, and scope reasonably expected to

achieve the purpose for which the services are furnidtedMCO may place appropriate limits

on a service on the basis of such criteria as medical necessityutififation control, consistent

with the terms of thi€ontractand clinical guidelines.

The MCO may employ the services of a Dental Contractor serving as a dental benefit manager or
utilization review agent i f ssuental benefireguivalenter or
to the requirements describedAppendixA and in accordance with this Contract. If the MCO

elects to employ the services of a Dental Contractor or utilization review agent, the MCO is

required to comply with albubcontractorequirements outlined in this Contract.

9.2 Covered Dental Services

The MCO covered services must be provided by a licensed dentist or dental specialist in an

office, clinic, hospital, ambulatory setting, or elsewhere when dictated by the need for dtagnost
preventive, therapeutic, or palliative care, or for the treatment of a particular injury as specified
inAppendixA of this Contract. Medicaid childrenos
preventive treatment, restorative treatment, endacltmetatment, periodontal treatment, surgical
procedures and/or extractions, orthodontic treatment, complete and partial dentures, as well as
complete and partial denture relines and repairs. Also included are adjunctive general services,
injectable medid#ons, and oral and maxillofacial surgery services.

9.3 Dental Director

The MCO must have a qualified licensed dentist to serve as the Dental Director for the dental
benefit. The Dental Director, or his or her designee meeting the qualifications deatibved

must be available for dental utilization review decisions and must be authorized and empowered
to respond to dental clinical issues, utilization review, and dental quality of care inquiries.

9.4 Oral Health Fluoride Varnish Program

The MCO must edwate its network providers about the BMS Infant and Child Oral Health
Fluoride Varnish Program for Primary Care Practitioners, where primary care providers may
receive a reimbursement for fluoride varnish application. Provaterencouraged to complete
the Smiles for Life Curriculum course prior to administering, but are not required to do so.

9.5 Coordination of Care

Pursuant to 42 CFR 438.208, the MCO is responsible for the management of dental care and
continuity of care for all affected MCénrollees The MCO or t he MCOG6s PCF
enrolleedo see their dental provider at least once every six (6) months fdarefpeckups,

18 \West Virginia Health Bridge program provides coverage for emergency dental benefit only. The MCO must cover
WVHB members under 21 for the full scope of the dental services under the EPSDTcoverage requirements.
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preventive pediatric dental care, and any services necessary to neet the ldihgaastit,s
preventive, restorative, surgical, and emergency dental needs.

Per Article lll,Sectionl . 2, t he MCOG6s P CP prouding adoectoefedal nat e c
to a dentist for children beginning sk (6) months after the first tooth erupts ortimelve (12)

monthsof ageas a part of the EPSDT process. Dental screenings are covered for any child under

the age ofwenty-one Q1) yeas per the recommended guidelines set forth by the American

Academy of Pediatric Dentistry (AAPD) and Bright Futures.

9.6 Continuity of Care for MCO Orthodontic Services

The MCOO6s rei mbur sement for childrendsofort hod
treatment

9.7 Continued Care for Active Orthodontia

The MCO must ensure, in conjunction with BMS, continuity of care for active orthodontia cases
from January 1, 2014, until care is completed and providers are fully reimbursed. The MCO must
pay fa orthodontic services not previously reimbursed undeFHfas a part of the global

payment fee.

The MCO must allowmenrolleeto continue receiving orthodontic services with an existing out
of-network provider.

The MCO must maintain writteorthodontic continuity of care records.
10. BEHAVIORAL HEALTH SERVICES

10.1 MCO Behavioral Services Administration

The MCO must provide inpatient and outpatient behavioral services as covered services in an
amount, duration, and scope reasonably expéotadhieve the purpose for which the services
are furnished?® Thebenefitmust be provided in accordance with@2R Subpart K, Parity in
Mental Health an®UD Benefits.The MCOmustdevelop and maintain an ongoiktgntal

Health Rarity CompliancePlan to & submittedMS annuallyby June 3. The MCO is not

subject to implementation of parity requirement associated with quantitative treatment limits of
prescription drugs, as this benefit is administered under FFS.

The MCO may place appropriate limits osavice on the basis of such criteria as medical
necessity or utilization control, consistent with the terms ofGlistractand clinical guidelines
The MCO may not impose an aggregate lifetiamual dollar limi$, or other cumulative
financial limitson mental health dUD services.

The MCO may employ the services dbabcontractor serving as a behavioral health benefit
administrator or utilization review agent if such administrator or agent covers the behavioral

19 42 CFR § 438.210
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health benefit equalent to the requirements described\ppendixA and in accordance with

this contract. If the MCO elects to employ the services of a benefit manager or utilization review
agent, the MCO is required to comply with &@libcontractor requirements outlinedtims

contract.

10.2 Behavioral Health Director

The MCO must emplogr Contractwith a qualified West Virginia licensed physician to serve as
the Behavioral Health Director for the covered behavioral services. When employed
contractedthe Behavioral Dector must be available for behavioral utilization review decisions
and must be authorized and empowered to respond to behavioral clinical issues, utilization
review, and behavioral quality of care inquiries.

10.3 Behavioral Health Covered Services

The MQO covered behavioral servicerist be rendered by providers within the scope of their
license and in accordance with all State and Federal requirements. Behavioral services include
mental health outpatient servicesental health inpatient servicé&d,)D outpatient services

(including but not limited tgpharmacologic managemeartdincluding methadone treatment),
targeted case management, behavioral health rehabilitatauiinic servicesandpsychiatric
residential treatment servicdhe MCO must follow BM3-FSpoliciesspecific to the drug

testing limit requirementsontained inChapter 529 of the WWledicaidProvider Manual for

drug screening serviceBhe MCO may implement its own prior authorization requirements for
these services.

10.4 Services Not Covered under Managed Care

The MCO is not responsible for payment for théoiwing behavioral health services:

1 Services provided to individuals under agenty-one @1) performedina&hi | dr en 6 s
Residential Facilits’

10.5 Coordination of Care

Notwithstanding internal care coordination of care requirements outlinkdiate 111, Section
530f this Contract, the MCOO6s penirnoalidglthecébasr e pr o
services, as appropriate, with behavioral health providers.

The MCOmustinitiate care coordination services famrolleesbeing discharged ém crisis
stabilization units.

If an enrolleeis identified as having a dependence disorder including alcohol, opiate,
amphetamine, benzodiazepine, or poly substarkin need of engagement of treatmdrd,
MCO mustassign theenrolleea MCO Care Codalinator, at a minimum, through the duration of
the treatment process.

20 The State Hospitals are considered IMD facilities.
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10.6 Adult Inpatient and Residential Care for Behavioral Health

Article 111, Section7.6.1, Responsibility for Inpatient Care, does not apply to the behavioral
inpatientand residentiatare services. Payment liability for behavioral health inpatient services
is assigned as follows:

1 The MCO is not responsible for any payments for inpabehtvioral healthservices
that are covered biyFS

1 The MCO is responsible for all claims incurred within the inpatient behavioral health
treatment settings covered by managed care;

1 The MCO is not responsible for claims incurred within the inpatient behahieatthor
residentiakreatment setting ifraenrolleeentered the treatment setting @sRSenrollee

1 The MCO is not responsible for claims incurred within the inpatient behavioral health
treatment settings ifreenrolleeentered the treatment settinga enrolleeof another
MCO;

1 The MCO is not responsible for any claims incurred during residential treatment facility
stay for individualgwenty-one(21) years of age or older

1 Notwithstanding anpf the provision®f Article 1, Section D.6, the MCO §
responsible for any claims incurred during involuntapatient facilitystay.

10.7 Chi | d dinpatiénsCare for Behavioral Health

1 The MCO is not responsible for any payments for inpatient behavioral health services
that are covered biyFS

1 The MCO is responsible for all claims incurred within the inpatient behavioral tegalth
psychiatrictreatment settings covered by managed care;

1 The MCO is not responsible for claims incurred within the inpatient behavioral health or
psychiatrictreatment setting ifraenrolleeentered the treatment setting asRsenrollee
and

1 The MCO is not responsible for claims incurred within the inpatiema\deral healtror
psychiatrictreatment settings ifreenrolleeentered the treatment setting asearolleeof
another MCO

10.8 Court Ordered Services

If any court issues an order for services to a West Virginia Medicaid Bt€@Qleeor orders

West Virginia Medicaid, the State of West Virginia, any West Virginia agency, the MCO, or any

other entity under the auspices of Medicaid, to pay for medical services f(k)ané t he MCOO6 s
Medicaidenrollees, subject to Article 1ll, Section018.1 below, the MCO must comply with the

court order and pay for the services.

10.8.1 Medical Necessity for Court Ordered Services

If the MCO determines that the court ordered payment of services should not be paid due to the
services:
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1 not meeting medical necessity criteria;
1 not being West Virginia Medicaid covered services, or
9 for any other reason,

the MCO must, within two (2) business daysexeipt ofthe court order, contact BMS to review
the case and expl aoatme orddn &hisve@iEdrequest mjisebe mad®amd
approved byBMS before making any denial of services to ¢émeolleethat would be contrary to
the court order.

BMS wi | | revi ew MOeage ofrcaud ardered services andnio its sole
discretion, determine whether the benefits should be paBMS determines the benefits are
payable under the court order, the MCO will pay them consistent with Article Ill, Section 10.8
above. The MCO shall be required to honor the authorization wikwen (7) calendar days
notice of the decision by BMS.

IMD services e exempted from this section of the contract and the policy as defined by Section
7.6.7 of the contract shall be adhered to for these services.

10.9 Behavioral Health Provider Network

The MCO must comply with this Section notwithstanding Article 1ll, Section 2isfGantract.

TheMCO must reimburse at leaste hundregbercent(100%) of the currenEFSMedicaid fee
schedule to imetwork behaviorahealthprovider, unless such provider agreed to an alternative
payment schedul®&MS will notify the MCO of any changes in tll&-SMedicaid schedule as
soon as administratively possible. The MCO must adpestéimbursement schedule te in
network behavioral provider withitmirty (30) calendadays ofB M Sritification of any

changes in thEFSMedicaid schedule.

Partial hospitalization programs must be approveBMy before the MCO may offer the
servicesa itsenrollees by that provider.

10.10 Behavioral Health Service Authorization

In addition to the service authorization requirements outlined in Article Ill, Section 5.4,
the MCO must utilize B M Ssitandard behavioral service authorization format or
other authorization format approved by the contracted provider. 10.11
Substance Use Disorder (SUD) Services

10.11.1 General Requirements

In response to the opioid epidemic in West Virgii&]S seeks to enhancealableSUD
prevention and treatment services available to Medeaidllees.
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10.11.2 SUD 1115 Demonstration Waiver

Building on legislative and health systems activities, the goal is to create a seamless continuum
of care to suppoenrollees in their ecovery. The MCO is expected to support the following
goals:

1 Improve quality of care and population health outcomes for Medicaid enrollees
with SUD;

1 Increase enrollee access to and utilization of appropriate SUD treatment services
based on American Society Addiction Medicine (ASAM®) Criteria;

1 Decrease medically inappropriate and avoidable utilization oftogh
emergency department and hospital services by enrollees with SUD;

1 Improve care coordination and care transitions for Medicaid enrollees with SUD;
and

1 Follow the CMS standards and geiithes as stated in the Special Terms and
Conditions of the West Virginia approved 1115 SUD Waiver.

BMS has established standards of care for SUD demonstration waiver services that incorporate
industry standard benchmarks from the ASANI&teria for patiehassessment and placement,
service, and staffing specifications.

10.11.3 SUD Services Coninuum of Care

The MCO will be responsible for a seamless continuum of care for SUD treatment to all West
Virginia Medicaidenrollees who meet medical necessity anidefor services. These services

include standard SUD services authorized under the West Virginia Medicaid State Plan as well

as SUD services authorized under West Virgini
must follow all standards and criteria atled byBMS regarding SUD services as outlined in the

West Virginia Medicaid Provider Manual, Chapter 504: Substance Use Disorder Semliees.

MCO must make all reasonable efforts to contract with all SUD service providers.

10.11.3.1 Medicaid State Plan SUD Services
Medicaid State Plan SUD services include:
1 Targeted Case Management;
1 Naloxone Administration Servicdgon-covered MCO service)

1 Screening, Brief Intervention and Referral to Treatment (0.5 ASAM® Level of
Care);

Outpatient Services (1.0 ASA®Level of Care);

Intensive Outpatient Services (2.1 ASAM® Level of Care);

Partial Hospitalization Services (2.5 ASAM® Level of Care);

Medically Monitored Intensive Inpatient Services (3.7 ASAM® Level of Care);

= =4 A4 A

Medically Managed Intensive Inpatient Sers8q4.0 ASAM® Level of Care);
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1 Ambulatory Withdrawal Management Servicesif/M & 2-WM ASAM® Level
of Care);

1 Medically Monitored Inpatient Withdrawal Management Services\{8M
ASAM® Level of Care); and

1 Non-Methadone Medication Assisted Treatm@ViT).

10.11.3.2 SUD Demonstration Waiver Services
SUD 1115 demonstration waiver services include:

Peer Recovery Support Services (1.0 ASAM® Level of Care);

1 Clinically Managed Low Intensity Residential Services (3.1 ASAM® Level of
Care);

1 Clinically Managed PopulatieBpecific High Intensity Residential Services (3.3
ASAM® Level of Care);

1 Clinically Managed High Intensity Residential Services (3.5 ASAM® Level of
Care); and

1 Clinically Managed Residential Withdrawal Management Services\dp
ASAM® Level of Care).

Opioid Treatment Program servig@sethadone onlyincluded in the SUD waiver will be
provided through MedicaiBFS The MCO will be responsible for assistingenrolleeduring
the admission and discharge transition process for OpioidrmieaatProgram services.

10.11.3.3 Peer Recovery Support Services

Peer recovery support services are designed and delivered by individuals called Peer Recovery
Support Specialists who are in recovery from SUD. These Peer Recovery Support Specialists
providecounseling support to help prevent relapse and promote recovery. Services must be
provided by appropriately trained staff when working under the supervision of a competent
behavioral health professional, as defined by the State. A Peer Recovery SupgatisEparist

be certified as outlined in the West Virginia Medicaid Provider Manual, ChapteB5%.
approved training program provides Peer Recovery Support Specialists with a basic set of
competencies necessary to perform the peer support functioReEnd&kecovery Support
Specialist must demonstrate the ability to support the recovery of others from SUD. Similar to
other provider types, ongoing continuing educational requirements for Peer Recovery Support
Specialists must be in place.

10.11.3.4 SUD Residential Treatment Services

Treatment services delivered to residents of an institutional care setting, including facilities that

meet the definition of an IMD, are provided to West Virginia Mediembllees with an SUD

diagnosis when determinedtobedniec al | ' y necessary by the MCOOGs
accordance with an individualized service pla
Medical Directors will perform independent reviews of assessments to determine the level of
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care anddngth of stay recommendations based upon the ASAM® multidimensional assessment

criteria.
1

Residential treatment services must be providedBM&-certified facility that
has been enrolled as a Medicaid provider and has been asseBi¢8 by
delivering cae consistent with ASAM® Levels 3.1. 3.3, 3.5, and/or 3.7.

The BMS-certified facility must be credentialed and enrolled by an MCO as a
network provider. Each residential treatment provider will be certified as meeting
the provider and service specificatsotlescribed in the West Virginia Medicaid
Provider Manual, Chapter 504 consistent with the ASAM®eria for the

requisite level or sublevel of care prior to participating in the West Virginia
Medicaid program under the SUD 1115 demonstration waiverMiZ@s will

provide credentialing for ASAM® Levels 3.1, 3.3, 3.5 and/or 3.7 contingent on
the providers receiving certification from the state.

Residential treatment services can be provided in settings of any size.

Room and board costs are not consideliedvable costs for residential treatment
service providers unless they qualify as inpatient facilities under section 1905(a)
of the Act.

Covered Residential Treatment services include:

1

= =2 =2 2

Clinically-directed therapeutic treatment to facilitate recovery skilapse
prevention, and emotional coping strategies;

Addiction pharmacotherapy and drug screening;
Motivational enhancement and engagement strategies;
Counseling and clinical monitoring;

Withdrawal management and related treatment designed to allexidée a
emotional, behavioral, cognitive, or biomedical distress resulting from or
occurring with an individual's use of alcohol and other drugs;

Regular monitoring of the individual's medication adherence;
Recovery support services;

Counseling services inwdhg the beneficiary's family and significant others to
advance the beneficiary's treatment goals, when (I ) the counseling with the family
member and significant others is for the direct benefit of the beneficiary, (2) the
counseling is not aimed at adsseng treatment needs of the beneficiary's family

or significant others, and (3) the beneficiary is present except when it is clinically
appropriate for the beneficiary to be absent in order to advance the beneficiary's
treatment goals; and

Education on heefits of MAT and referral to treatment as necessary.
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10.11.4 Use of ASAM® Criteria

The MCO and all SUD providers are required to incorporate the national patient assessment and
placement guidelines as established in the ASAM® Criteriacunieent assessment and level of

care determination processes. The multidimensional assessment framework will be implemented
as a standard component of the-pgychosocial assessment and level of care determination
process.

10.11.5 SUD Provider Certification, Credentialing, and Network

B M SAdministrative Services Organization (ASO) contractor will complete the SUD provider
certification process and provide a reporBiS. Final certification letters will be sent out by
BMS and the MCO will be notified ahe certified providers bBMS.

Contingent on the SUD providers receiving certification from the state, the MCO will credential
all SUD providers consistent with the key benchmarks from ASAM® Criteria as set forth in the
Medicaid Provider Manual, Chaptgd4.

The MCOmustmeet the SUD provider network standards as outlined in Appdndix

10.11.6 SUD Provider Training and Education Requirements

SUD providers are responsible for providing training and education to their staff on the ASAM®
Level of Care critria and the application of the ASAM® Ciriteria in the assessment process. As
part of BMS6 quality monitoring strategy, per
provider network will be reviewed to evaluate if there is appropriate applicatioml didafity to

the ASAM® Levels of Care and the Medicaid Provider Manual. The MCO will perform these

retro reviews of providers to ensure SUD program providers are consistently applying ASAM®
Criteria throughout an i ndindpersoonallredosdsmeetay and
established Medicaid standards.

10.11.7 SUD Reporting Requirements
The MCO must follow all monitoring and evaluation requirements of the SUD Waiver.

11. DELEGATION

The MCO oversees and is accountable for any functions or responsibilities that are described in
this Contractthat are deledad to other entities; and musve in place policies and procedures

for effectively assigning and monitoring activities to theséties All delegated functions must

have a written agreement between the MCO and delegated entity, specifying the delegated
activities and reporting responsibilities of the entity and providing for revocation of the
delegation or other remedies for ieggiate performanc&he MCO must evaluate the enfiy

ability to perform the delegated activities prior to delegation, monitor the @npieyformance

on an ongoing basis, and formally review performance at least anrtitlily MCO identifies
deficienges or areas for improvement, the MCO and the entity must take corrective action. If the
MCO delegates selection of providers to another entity, the MCO must retain the right to
approve, suspend, or terminate any provider selected by that entity.
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APPENDIX A: DESCRIPTION OF MCO COVERED AND EXCLUDED SERVICES

The following charts present an explanation of the medieddavioraland dentaservices which the MCO is required to provide; however,
the MedicaidState Plan andolicy is the final sourcéor defining these serviceShe MCO should refer to the FFS Medicaid provider

manuals available on the WV DHHR website for an explanation of service limitalio@edMCO must promptly provide or arrange tokema
available for enrollees all Medicallyedessary services listed below and assume financial responsibility for the provision of these services
Please note that these charts, which list the definitions of services provided urkes ihedicaid program, are provided as a reference for

the MCQ The MCO is responsible for tlgmining whether services are Medicallgdéssary and whether the MCO will require prior
approval for services

Medicaid benefit packages differ depending on whether the beneficiary is coveretitfideVVHB managed care ¢tFSprogramsThe
following charts present the covered services under each of these benefit packages.
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MCO Covered Services for Mountain Health Trust

MHT MEDICAL SERVICI

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Ambulatory Surgical Centel
Services

Any distinct entity that operates
exclusively for the purpose of providing
surgical services to patients not requirir
hospitalization, as well as private
practitioners.

Nursing, technicians, and related
services. Use of the facilities where
surgtcal procedures are performed;
drugs, biologicals, surgical dressings,
splints, casts, appliances, and equipme
directly related to the provision of the
surgical procedure; diagnostic or
therapeutic services or items directly
related to the provision of aurgical
procedure. Materials for anesthesia.

Physician services; lab &ay; prosthetic
devices; ambulance; leg, arm, back, an
neck braces; artificial limbs and DME a
excluded.

Cardiac Rehabilitation

A comprehensive outpatient program of
medical evaluation, prescribed exercise
cardiac risk factor modification, and
education and counseling that is
designed to restor@nrolleeswith heart
disease to active, productive lives.
Cardiac rehabilitation canebperformed
in a specialized, freestanding physician
directed clinic or in an outpatient

hospital department.

Supervised exercise sessions with
continuous electrocardiograph
monitoring. The medically necessary
frequency and duration of cardiac
rehabilitation is determined by the
Sy NE fleteSofcq@rdiac risk
stratification.




MHT MEDICAL SERVICI

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Chiropractor Services

Services provided by a chiropractor
consisting of manual manipulation of thi
spine.

Manipulation to correct subluxation.
Radiological examinationelated to the
service.

Certain procedures may have service
limits.

Clinic Services

Preventive, diagnostic, therapeutic,
rehabilitative, or palliative services
furnished by a clinic (that is not part of g
hospital) on an outpatient basis.

General clinicsjirthing centersand
health department clinics, including
vaccinations for children.

Early and Periodic
Screening, Diagnoses and
Treatment (EPSDT)

Early and periodic screening, treatment
and diagnostic services to determine
psychological or physical conditions in
enrolleesunder agewenty-one @1).
Based on a periodicity schedule. Includj
services identified during an interperiod
and/or periodic screen if they are
determined to be medically necessary.

Health care, treatment, and other
measures to correct or ameliorate any
medical or psychological conditions
discovered during a screeningy.service
need not cure a condition in order to be
covered under EPSDT. Services that
YEAYGFEAY 2N AYLNE G
health condition are also covered in
9t {5¢ 06S0OIdzasS (KS&a
condition. Maintenance services are
defined as services that sustain or
support rather than those that cure or
improve health problems. Services are
covered when they prevent a condition
from worsening or prevent developmen
of additional health problems.

Limited to individuals under ageventy-
one @1).

Family Planning Services &
Supplies

Services to aiénrolleesof child bearing
age to voluntarily control family size or
avoid or delay an initial pregnancy.

All family planning providers, services,
and supplies.

Sterilization is not covered fanrollees
under agetwenty-one 1), for enrollees
in institutions,or for those who are
mentally incompetent. Hysterectomies
and pregnancy terminations are not
considered family planning services.
Treatment for infertility is not covered.
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MHT MEDICAL SERVICI

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

I ' yYRAOF LILISR
Services/

Children with Special Healt]
Care Needs Services

| Specialty services provided to

handicapped children and those who
may be at risk of handicapping
conditions.

Provides linkage and coordination of
services to all WV children with special
needs and limited direct medical
services, equipment, and supplies to
those families that meet financial and
other program eligibility requirements.

Services are provided to children under
twenty-one @1) with the following
diagnoses, but not limited to: cystic
fibrosis; myelocystomeningocele/
myelodysplasia; congenital haalefects;
craniofacial deformities; seizure
disorders; and metabolic disorders.

Home Health Care Service!

Nursing services, home health aide
services, medical supplies suitable for |
in the home.

Provided atS y NP fplac8 & &esdence
on orders of a physician.

Residence does not include hospital
nursing facility, ICF/MR, or state

institution. Certain suppliers have servig
limits.

Hospice

In-home care provided to a terminally ill
individual as an alternative to
hospitalization.

Nursing care, physician services, medid
social services, sheterm inpatient care,
durable medical equipment, drugs,
biologicals, home health aide, and
homemaker.

Must have physician certification that
enrolleehas a life expectancy afx 6)
months or lessEnrolleesagetwenty-one
(21) and over waive right to other
Medicaid services related to the
treatment ofterminal illness.

Hospital Services, Inpatient

Hospital services, provided for all
enrolleeson an inpatient basis under the
direction of a physician.

All inpatient services, including bariatric
surgery, andg¢ornealtransplants.

Excludes those adults in institutions for
mental diseaseMDs) Excludes
behavioral health inpatient stays with a
DRG of 42833 or 521523 or MSDRG
880-887 or 894897. Unlimited medically
necessary days based on diagnhosis
related groups. Transplant services mu
be in a facility approved as a transplant
center by Medicare and prior authorizeg
by Medicaid.

Hospital Services,
Outpatient

Medical services furnished on an
outpatient basis by a hospital, regardleg
of the type of provider ordering the
service.

Preventive, diagnostic, therapeutic, all
emergency services, or rehabilitative
medical services.

Services not generally furnished on a
inpatient basis by most hospitals in the
state. Only technical component of
certain services.




MHT MEDICAL SERVICI

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Inpatient Rehabilitation

Services related to inpatient facilities th;
provide rehabilitation services for
Medicaid eligible individuals under the
age oftwenty-one 1)

Services that are medical inpatient
rehabilitation services for Medicaid
eligible individuals undemventy-one
(21), and general medical outpatient
services which meet certification
requirements of the Office of Facility,
Licensure and Céfication.

Limited to individuals under ageventy-
one @1).

Laboratory and :Ray
Services. Noiospital

Laboratory and xay services provided ir
a facility other than a hospital outpatien|
department.

All laboratory and xay services ordered
and proviaed by or under the direction o
a physician. Includes laboratory service
related to the treatment ofSUD

Must be ordered by physician. Certain
procedures may have service limits.

bdzNBES t NI OG A

Services

Services provided by a nursgdwife,
nurse anesthetist, family or pediatric
nurse practitioner.

Specific services within specialty.

Certain procedures may have service
limits.

Other Services
Speech Therapy
Physical therapy
Occupational Therapy

NA

Treatment or other measures provided
by speech, physical or occupational
therapists to correct or ameliorate any
condition within the scope of their
practice.

Hearing aid evaluations, hearing aids,
hearing aid supplies, batteries and
repairs are limited tenrolleesunder age
twenty-one Q1) Certain procedures mayj
have service limits, or require prior
authorization. Augmentation
communication devices limited to
children undertwenty-one @1) years of
age and require prior approval.

Physician Services

Services of a physician teearolleeon
an inpatient or outpatient basis.

Services are provided within the scope
medical practice of an MD or D.O.
Includes medical or surgical services of
dentist, medical services related to the
treatment of SUD andfluoride varnish
services. Physician services may be
delivered using telehealth.

Certain procedures may have service
limits, or require prior authorization.
Fluoride varnish services may only be
provided to children ages s{8) months
to three (3) years.




MHT MEDICAL SERVICI

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Podiatry Services

Foot care services.

Treatment for acute conditions, i.e.
infections, inflammations, ulcers, bursiti
etc. Surgeries for bunions, ingrown toe
nails. Reduction of fractures, dislocatior
and treatment of sprains. Orthotics.

Treatment of children limited to acute
conditions. Routine foot care treatment
for flat foot, and sublucations of the foof
are not covered.

Private Duty Nursin¢PDN)

Nursing services fanrolleeswho
require more individual and continuous
care than is aailable from a visiting
nurse or routinely provided by hospitals
or skilled nursing facilities.

Twentyfour hour nursing care if
medically necessary.

Prior approval may be required. Limited
to children undettwenty-one @1) years
of age.

Prosthetic Devices and
Durable Medical Equipmen
(DME)

Devices and medical equipment
prescribed by a physician to ameliorate
disease, illness, or injury.

Medically necessary supplies, orthotics
prosthetics and durable medical
equipment.

Certain orthotics, prosthetics, and
durable medical equipment require prio
approval. Certain procedures have
service limits. Medical supplies abidME
in nursing facilities and ICF/MRs are
covered in the per diem paid to these
providers. Customized specejuipment
considered.

Pulmonary Rehabilitation

Individually tailored multidisciplinary
approach to the rehabilitation of
enrolleeswho have pulmonary disease.

Oneon-one therapeutic procedures to
increase strength or endurance of
respiratory muscles anfiinctions.

Right from the Start
ServicegRFTS)

Services aimed at early access to prenc
care, lower infant mortality and
improved pregnancy outcomes.

Care coordination and enhanced prena
care services.

Pregnant women (including adolescent
femaleg throughsixty €0) day
postpartumperiodand infants less than
one (1)year of age. No prior
authorizations can be required for RFT
services.

Rural Health Clinic Service!
Including Federally
Qualified Health Centers

Physician, physiciamssistant, and nurse
practitioner providing primary care in a
clinic setting.

Physician, physician assistant, nurse
practitioner, nurse midwife services,
supplies, and intermittent visiting nurse
care in designated shortage areas.
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MHT MEDICAL SERVICI

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Tobacco Cessation

Treadment for tobacco use and
dependence.

Diagnostic, therapy, counseling service
andquitlined SNIDA OSad ¢ K
benefit also includes the provision of
anticipatory guidance and rigleduction
counseling with regard to tobacco use
during routine weHchild visits.

Transportation, Emergency

Transportation to secure medical care
and treatmer on a scheduled or
emergency basis.

Emergency ambulance and air
ambulance.

Emergency transportation provided to
the nearest resource. By most
economical means determined by
patient needs.

Vision Services

Services provided by optometrists,
ophthalmologsts, surgeons providing
medical eye care and opticians.
Professional services, lenses including
frames, and other aids to vision. Vision
therapy.

Children(under twentyone (21)-exam,
treatment serviceslenses, frames, and
needed repairs.

Adults limited to medical treatment only
Prescription sunglasses and designer
frames are excluded.of adults,
eyeglasses are limited to thedt pair
after cataract surgery. Contact lenses f(
adults and children cared for certain
diagnosis.




MCO Covered Dental Services for Mountain Health Trust

MHTDENTAISERVICE

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Dental Services (Adult)

Services provided by a dentist,
orthodontist, or oral surgeon.

Emergency services.

Adult coverage limited to treatment of
fractures of mandible and manilla,
biopsy, removal of tumors, and
emergency extractions. TMJ surgery ar
treatment not covered for adults.

Dental Services (Children)

Services provided by a derttis
orthodontist or oral surgeon or dental
group to children under the age of
twenty-one @1).

Emergency and neamergency: surgical
diagnostic, preventive, and restorative
treatment, periodontics, endodontics,
orthodontics, prosthodontics,
extractions, ad complete or partial
dentures.

Limited to individuals under agerenty-
one @1).

MCO Covered Behavioral Services for Mountain Health Trust *

MHTBEHAVIORAL SERVI

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Behavioral Health
Rehabilitation for
Individuals Under Age
twenty-one 1), Psychiatric
Residential Treatment
Facility(PRTF)

Behavioral health rehabilitation
LISNF2NYSR Ay |
treatment facility.

OK A

Diagnosis, evaluation, therapies, and
other program services for individuals
with mental illness, mental retardation,
andSUD

Procedure specific limits on frequgnc
and units.

Behavioral Health
Outpatient Services

Behavioral health clinics, behavioral
health rehabilitation, targeted case
management, psychologists, and
psychiatrists. (Emergency room service
are included in the MCO benefits
package.)

Diagnosis, evahtion, therapies
includingMedication Assisted Treatmen
(MAT) and other program services for
individuals with mental illnes$DDand
SUD

Procedure specific limits on frequency
and units. Only assertive community
treatment (ACT) providers certified by
BMS or the Bureau of Behavioral Healt
and Health Facilities may provide ACT
ASNWAOSad 9EOf dzRS 3
treatment.




MHTBEHAVIORAL SERVI

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Psychological Services

Services provided by a licensed
psychologist in the treatment of
psychologicatonditions.

Evaluation and treatment, including
individual, family, and group therapies.
Psychological services may be delivere
using telehealth.

Evaluation and testing procedurezay
have frequency restrictions.

Hospital Services, Inpatient
¢ Behavioral Health and
SubstancéJse Stays

Inpatient hospital services related to the
treatment of mental disorders 0c8UD

Inpatient hospital services related to the
diagnosis, evaluation, and treatment of
behavioral healtror SUD

NA

Inpatient Psychiatric
Services for Individuals
Under Agdwenty-one 1)

Inpatient psychiatric facility services
furnished at a psychiatric hospital or a
distinct part psychiatric unit of an acute
care or general hospital under the
direction ofa physician for individuals
under agetwenty-one 1).

Active treatment of psychiatric condition
through an individual plan of care
including post discharge plans for
aftercare. Service is expected to improy
the S y N2 fcdn@ti®rioé prevent
regressio so the service will no longer
be needed.

Certification must be made prior to
admission that outpatient behavioral
health resources available in the
community did not meet the treatment
needs of theenrollee Preadmission and
continued stay prior authorzation.

Inpatient Psychiatric
Services for Individuals Age
twenty-one (21) to sixty
four (64)

Inpatient psychiatric facility services
furnished at an Institution for mental
diseases (IMD)

Active treatment of psychiatric condition
through an individual plan of care
including post discharge plans for
aftercare. Service is expected to improy
theenrolleeQd O2 Yy RAGAZY
regression so the service will no longer
be needed.

May cover institutions for mental
diseases (IMD) stays fenrollees aged
twenty-one to sixtyfour (21c n 0 | a
fASdz 2F aSNBAOSa¢
days during a calendar month.

Drug Screening

Laboratory service to screen for presen
of one (1) or more drugs of use.

Screening ordered by the treating
practitioner that is deemed medically
necessary and reasonable within
commonly accepted standards of
practice. Results are intended.to alter
patient management decisions. Full
scope of benefits detailed in WV Provid
Manual, Chapter 529.

Standing orders must be individualized
for eachenrolleeand updated every
thirty (30) days; drug screenings in excg
of twenty-four (24) per calendar year ar
subject to prior authorization. All
limitations are detailed in WV Medicaid
Provider Manual, Chapter 529.2.

Substance Use Disorder
(SUD) Services

Targeted case management and
physiciansupervised medication and
counseling services provided to treat to

those with a SUD.

Comprehensive SUD state plan and
waiver services listed in Article Ill, Secti
10.11

Opioid Treatment Program services
included in the SUD waiver will be
provided through Medicaid FFS.




MHTBEHAVIORAL SERVI

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Serious Emotional
Disturbance Waiver
Services

Provides children with some mental
health conditions, special intensive
support to help them remain in their

homes and communities

To be defined, pending approval by CM

To be defined, pending approval by CM

* An outpatient followup sessiommmediately following the discharge from the facility iM&O covered benefit

MCO Covered Services for West Virginia Health Bridge

WVHBMEDICAL SERVIC

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Ambulatory Surgical Centel
Services

Anydistinct entity that operates
exclusively for the purpose of providing
surgical services to patients not requirir
hospitalization, as well as private
practitioners.

Nursing, technicians, and related
services. Use of the facilities where
surgical procedurg are performed,;
drugs, biologicals, surgical dressings,
splints, casts, appliances, and equipme
directly related to the provision of the
surgical procedure; diagnostic or
therapeutic services or items directly
related to the provision of a surgical
procedure. Materials for anesthesia.

Physician services; lab &ay; prosthetic
devices; ambulance; leg, arm, back, an
neck braces; artificial limbs and DME a
excluded.

Cardiac Rehabilitation

A comprehensive outpatient program of
medical evaluation, presibed exercise,
cardiac risk factor modification, and
education and counseling that is
designed to restor@nrolleeswith heart
disease to active, productive lives.
Cardiac rehabilitation can be performed
in a specialized, freestanding physician
directed dinic or in an outpatient
hospital department.

Supervised exercise sessions with
continuous electrocardiograph
monitoring. The medically necessary
frequency and duration of cardiac
rehabilitation is determined by the

S ¥y NE fletefoba@rdiac risk
stratification.

Chiropractor Services

Services provided by a chiropractor
consisting of manual manipulation of thi
spine.

Manipulation to correct subluxation.
Radiological examinations related to thé
service.

Certain procedures may have service
limits.
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WVHBMEDICAL SERVIC

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Clinic Services

Preventive, diagnostic, therapeutic,
rehabilitative, or palliative services
furnished by a clinic (that iot part of a
hospital) on an outpatient basis.

General clinics, birthing centers and
health department clinics, including
vaccinations for children.

Family Planning Services &
Supplies

Services to aiénrolleesof child bearing
age to voluntarily contsl family size or to
avoid or delay an initial pregnancy.

All family planning providers, services,
and supplies

Sterilization is not covered fanrollees
under agetwenty-one 1), for enrollees
in institutions, or for those who are
mentally incompetent. Hysterectomies
and pregnancy terminations are not
considered family planning services.
Treatment for infertility is not covered.

Childrenwith Disabilities
Services/

Children with Special Healt|
Care Needs Services

Specialty services provided to children
with disabilitiesand those who may be a
risk ofdisablingconditions.

Specialty medical care, diagnosis and
treatment.

Services are provided fadividuals
undertwenty-one @1) with the following
diagnoses, but not limited to: cystic
fibrosis; myelocystomeningocele/
myelodysplasia; congenital heart defect
craniofacial deformities; seizure
disorders; and metabolic disorders.

Home Health Care Service!

Nursing services, home higaaide
services, medical supplies suitable for
in the home.

Provided atS y N2 fplac8 & &esidence
on orders of a physician.

Residence does not include hospital
nursing facility, ICF/MR, or state

institution. Certain suppliers have servig
limits.

Hospice

In-home care provided to a terminally ill
individual as an alternative to
hospitalization.

Nursing care, physician services, medid
social services, shetéerm inpatient care,
durable medical equipment, drugs,
biologicals, home healthide, and
homemaker.

Must have physician certification that
enrolleehas a life expectancy afx 6)
months or lessEnrolleesagetwenty-one
(21) and over waive right to other
Medicaid services related to the
treatment ofterminal illness.
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WVHBMEDICAL SERVIC

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Hospital Seriees, Inpatient

Hospital services, provided for all
enrolleeson an inpatient basis under the
direction of a physician.

All inpatient servics, including bariatric
surgeryand corned transplants.

Excludes those adults in institutions for
mentaldiseasegIMDs) Excludes
behavioral health inpatient stays with a
DRG of 42833 or 521523 or MSDRG
880-887 or 894897. Unlimited medically
necessary days based on diagnosis
related groups. Transplant services mu
be in a facility approved as a tranapt
center by Medicare and prior authorizeg
by Medicaid.

Hospital Services,
Outpatient

Medical services furnished on an
outpatient basis by a hospital, regardleg
of the type of provider ordering the
service.

Preventive, diagnostic, therapeutic, all
emermency services, or rehabilitative
medical services.

Services not generally furnished on an
inpatient basis by most hospitals in the
state. Only technical component of
certain services.

Inpatient Rehabilitation

Services related to inpatient facilitiesah
provide rehabilitation services for
Medicaid eligible individuals

Services that are medical inpatient
rehabilitation services for Medicaid
eligible individuals, and general medica
outpatient services which meet
certification requirements of the Office
of Facility, Licensure and Certification .

Laboratory and :Ray
Services. Noitospital

Laboratory and xay services provided ir
a facility other than a hospital outpatien|
department.

All laboratory and xay services ordered
and provided by or under the direction (
a physician. Includes laboratory service
related to the treatment ofSUD

Must be ordered by physician. Certain
procedures may have service limits.

bdzNBES t NI OG A

Services

Services provided by a nurse midwife,
nurse anesthetist, family or pediatric
nurse practitioner.

Specific services within specialty.

Certain procedures may have service
limits.

Other Services
Speech Therapy
Physical therapy
Occupational Therapy

NA

Treatment or other measures provided
by speech, physical or occupational
therapists to correct or ameliorate any
condition within the scope of their
practice.

Hearing aid evaluations, hearing aids,
hearing aid suppliehatteries and
repairs Certain procedures may have
service limits, or require prior
authorization.
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WVHBMEDICAL SERVIC

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Physician Services

Services of a physician teearolleeon
an inpatient or outpatient basis.

Services are provided within the scope
medical practice odn MD or D.O.
Includes medical or surgical services of
dentist, medical services related to the
treatment of SUD and fluoride varnish
services. Physician services may be
delivered using telehealth.

Certain procedures may have service
limits, or requireprior authorization.
Fluoride varnish services are not
available for adults.

Podiatry Services

Foot care services.

Treatment for acute conditions, i.e.
infections, inflammations, ulcers, bursiti
etc. Surgeries for bunions, ingrown toe
nails. Reductiowf fractures, dislocation,
and treatment of sprains. Orthotics.

Treatment of children limited to acute
conditions. Routine foot care treatment
for flat foot, and sublucations of the foof
are not covered.

Private Duty Nursin¢PDN)

Nursing services fanrolleeswho
require more individual and continuous
care than is available from a visiting
nurse or routinely provided by hospitals
or skilled nursing facilities.

Twentyfour (24) hour nursing care if
medically necessary.

Prior approwal may be required.

Prosthetic Devices and
Durable Medical Equipmen
(DME)

Devices and medical equipment
prescribed by a physician to ameliorate
disease, illness, or injury.

Medically necessary supplies, orthotics
prosthetics and durable medical
equipment.

Certain orthotics, prosthetics, and
durable medical equipment require prio
approval. Certain procedures have
service limits. Medical supplies abdME
in nursing facilities and ICF/MRs are
covered in the per diem paid to these
providers. Customized specejuipment
considered.

Pulmonary Rehabilitation

Individually tailored multidisciplinary
approach to the rehabilitation of
enrolleeswho have pulmonary disease.

Oneon-one therapeutic procedures to
increase strength or endurance of
respiratory muscles anfilinctions.

Right from the Start
ServicegRFTS)

Services aimed at early access to pren
care, lower infant mortality and
improved pregnancy outcomes.

Care coordination and enhanced prena
care services.

Pregnant women (including adolescent
femaleg to sixty 60) days postpartum
and infants less than one year of age. N
prior authorizations can be required for
RFTS services.
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WVHBMEDICAL SERVIC

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Rural Health Clini@RHC)
Services: Including Federal
Qualified Health Centers
(FQHC)

Physician, physiciamssistant, and nurse
practitioner providing primary care in a
clinic setting.

Physician, physician assistant, nurse
practitioner, nurse midwife services,
supplies, and intermittent visiting nurse
care in designated shortage areas.

TobaccaCessation

Treatment for tobacco use and
dependence.

Diagnostic, therapy, counseling service
andquit lined SNIDA OSa d ,¢ K
undertwenty-one @1), benefit also
includes the provision of anticipatory
guidance and riskeduction counseling
with regard to tobacco use during
routine wellchild visits.

Transportation, Emergency

Transportation to secure medical care
and treatment on a scheduled or
emergency basis.

Emergency ambulance and air
ambulance.

Emergency transportation provided to
the nearestresource. By most
economical means determined by
patient needs.

Vision Services

Services provided by optometrists,
ophthalmologists, surgeons providing
medical eye care and opticians.
Professional services, lenses including
frames, and other aids to visi. Vision
therapy.

Children undertwenty-one (21), exam,
treatment serviceslenses, frames, and
needed repairs.

Adults limited to medical treatment only
for vision servicesPrescription
sunglasses and designer frames are
excluded For Adults, eyeglasses are
limited to the frst pair after cataract
surgery. Contact lenses for adults and
children covered for certain diagnosis.

MCO Covered Dental Services for West Virginia Health Bridge

WVHBDENTAISERVICE

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES
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Dental Service&

Services provided by a dentist,
orthodontist, or oral surgeon.

Emergency services only.

Adult coverage limited to treatment of
fractures ofmandible and manilla,
biopsy, removal of tumors, and
emergency extractions. TMJ surgery ar
treatment not covered for adults.

MCO Covered Behavioral Services for West Virginia Health Bridge *

WVHB BEHAVIORAL SERVI

DEFINITION

SCOPE OF BENEFITS

LIMITATION ON SERVICES

Behavioral Health
Rehabilitation for Individuals
Under Agdwenty-one (21);
PsychiatridResidential
Treatment

Behavioral health rehabilitation
LISNF2NXYSR Ay |
treatment facility.

g

Diagnosis, evaluation, therapies, and

other program services for individuals
with mental illness, mental retardation,
and SUD

Procedure specific limits on frequenc
and units.

Behavioral Health Outpatient
Services

Behavioral health clinics, behaviorg
health rehabilitation, targeted case
management, psychologists, and
psychiatrists. (Emergency room
services are included in the MCO
benefits package.)

Diagnosis, evaluation, therapies,
including Medication Assisted Treatmer
and other program services for
individuals with mental iliness, mental
retardation, andSUD

Procedure specific limits on frequency
and units. Only assertive community
treatment (AQ) providers certified by
BMS or the Bureau of Behavioral Healt
and Health Facilities may provide ACT
aSNBAOSad» 9EOf dzRS 3
treatment.

Psychological Services

Services provided by a licensed
psychologist in the treatment of
psychological conditions.

Evaluation and treatment, including
individual, family, and group therapies.
Psychological services may be delivere

using telehealth.

Evaluation and testing proceduresay
have frequency restrictions.

21 The MCO must cover WVHB members under twenty-one (21) for the full scope of the dental services under the EPSDTcoveragerequirements.
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InpatientPsychiatric Services
for Individuals Age twenty
one (21) to sixtyfour (64)

Inpatient psychiatric facility services
furnished at an Institution for menta|
diseases (IMD)

Active treatment of psychiatric conditior
through an individual plan of care
includng post discharge plans for
aftercare. Service is expected to improy
theenrolleeQd O2y RAGAZ2Y
regression so the service will no longer
be needed.

May cover institutions for mental
diseases (IMD) stays fenrollees aged
twenty-one to sixtyfour 21-c n 0 | a
f ASdz 2F aSNWAOSat¢
days during a calendar month.

Hospital Services, Inpatieqt
Behavioral Health an8UD
Stays

Inpatient hospital services related t(
the treatment of mental disorders o
SuUD

Inpatient hospital services related to the
diagnosis, evaluation, and treatment of
behavioral health o6UD

NA

Drug Screening

Laboratory service to screen for
presence of one or more drugs of
use.

Screening ordered by the treating
practitioner that is deemed medically
necessary and reasonable within
commonly accepted standards of
practice. Results are intended.to alter
patient management decisions. Full
scope of benefits detailed in WV Provid
Manual, Chapter 529.

Standing orders must be individualized
for eachenrolleeand updated every
thirty (30) days; drug screenings in exceg
of twenty-four (24) per calendar year are
subject to prior authorization. All
limitations are detailed in WV Medicaid
Provider Manual, Chapter 529.2.

Substance Use Disorder (SU
Services

Targeted case management and
physiciansupervised medication an
counseling services provided to trea

to those with a SUD.

Comprehensive SUD state plan and
waiver services listed in Article Il, Secti
10.11

Opioid Treatment Program services
included inthe SUD waiver will be
provided through Medicaid FFS.

* An outpatient followup session immediately following the discharge from the facility is a cowdf@dbenefit

The MCO is not required to provide weight management seriocé®th MHT andWVHB; the MCO may provide these servieessa
ValueAddedService except for bariatric surgery which is a covered benefit under the State Plan.

Medicaid Benefits Covered Under Fee-For-Service (FFS) Medicaid

The following services are elded from MCO8capitation rates, but will remain covered Medicaid services for persons who are enrolled in
MCOs. The State will continue to reimburse the billing provider directly for these servicds=@basis. The State may consider the use of
specalized carveouts in the future.
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