etucky™ Commonwealth of Kentucky

MASTER AGREEMENT
ONTRACT INFORMATION
VIASTER AGREEMENT NUMBER: MA 758 2000000192
ffective Date: 711120 Record Date:
xpiration Date: 12/31/25 Procurement Folder: 7g64¢

ocument Description: Medicaid Managed Care Organization (MCO) w/ Procurement Type: ~ Standard Goods and Services
SKY - All Regions

ited Authority: Competitive Negotiation-Goods and Services Version Number: I
ONTACT INFORMATION

SUER:

ny Monroe

2-564-4510

y.monroeidky.gov

ENDOR INFORMATION
ame /Address: Contact:
Y0000171: WELLCARE HEALTH INSURANCE COMPANY OF KENTUCKY KELLY MUNSON
IC
502-253-5157
551 TRITON PARK BLVD. SUITE 1800 KELLY MUNSON@WELLCARE.COM

JUISVILLE KY 40223

OMMODITY / SERVICE INFORMATION

Line Quantity UuoM Unit Price Service Amount Service From Service To Line Total
! 0.00000 EA 30.000000 3000 ] : §0.00

edicaid Managed Care Organization (MCO) w/SKY - All Regions
ctended Description:

ovided managed care services for Kentucky Medicaid recipients.

ipitated Rates contained in the contract are set by the Department within the actuarially sound range developed by the Department's Actuarial Contractor. Thes
‘es are subject to final approval by CMS,




{Document Description Page 2

10000192

Medicaid Managed Care Organization (MCQ) w/SKY - All Regions

MASTER AGREEMENT
FOR
MEDICAID MANAGED CARE ORGANIZATION (MCO) - ALL REGIONS
BETWEEN
THE COMMONWEALTH OF KENTUCKY
CABINET FOR HEALTH AND FAMILY SERVICES (CHFS)
AND
WELLCARE HEALTH INSURANCE COMPANY OF KENTUCKY, INC
13551 TRITON PARK BLVD. SUITE 1800
LOUISVILLE, KENTUCKY 40223

**********#*************************************

This Master Agreement (“Contract”, “Award”, or “Agreement”) is entered into, by and
between the Commonwealth of Kentucky {(*Commonwealth”) and WellCare Health
Insurance Company of Kentucky, Inc. (*Contractor’, “Vendor®, or “WellCare of
Kentucky”), to provided managed care services for Kentucky Medicaid recipients.

The Commonwealth and the Contractor agree to the following:

I SCOPE OF CONTRACT

WellCare Health Insurance Company of Kentucky, Inc. shall provide
a Medicaid Managed Care Organization (MCO) for all regions of the
Commonwealth to deliver the highest quality health care services to Kentucky
Medicaid Members at the most favorable, competitive prices and provide
benefits and Covered Services for Foster Care Enrollees, certain Adoption
Assistance Enrollees, and certain Juvenile Justice Enrollees through the
program referred fo as Kentucky SKY (Supporting Kentucky Youth).

Services shall be delivered in accordance with the Medicaid Managed Care
Contract and Appendices found herein.

The initial term of the contract shall be effective July 01, 2020 through
December 31, 2025 as in accordance with Section IV (50.2) of this agreement.

Il NEGOTIATED TERMS

The Commonwealth is not willing to entertain negotiations; this Agreement
excludes any exceptions and deviations to RFP 758 1900000093.

————— ————— ——— —r— ok _—
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Il SUMMARY OF FINANCIALS
Capitated Rates contained in the contract are set by the Department
within the actuarially sound range developed by the Department's
Actuarial Contractor. These rates are subject to final approval by CMS.

Iv. TERMS AND CONDITIONS
To the extent unmodified by the above Sections I - Il of this Contract, the
following sections are incorporated pursuant to RFP 758 1900000093. In the
event of any conflict between the following Sections 40 and 50 and the previous
Sections | - lll, the terms in Sections | - Il shall prevail.

401 Procurement Requirements

Procurement requirements are listed under “Procurement Laws,
Preference, Regulations and Policies” and “Response to Solicitation”
located on the eProcurement Web page at http://eprocurement.ky.gov
and hngzllﬂnguce.ky,_govlservices/enrocurement/ngesNengorServiges.a;px
respectively. The vendor must comply with all applicable statutes, regulations
and policies related to this procurement.

40.2 Contract Components and Order of Precedence
The Commonwealth’s acceptance of the contractor's offer in response to
the solicitation, indicated by the issuance of a contract award by the Office
of Procurement Services, shall create a valid contract between the Parties
consisting of the following:

Procurement Statutes, Regulations, and Policies;

This written Agreement (Contract) between the Parties and any written
amendments thereto;

Any Addenda to the Solicitation;

The Solicitation and all attachments;

Any Best and Final Offer;

Any clarifications concerning the Contractor's proposal in response to the
Solicitation;

The Contractor’s proposal in response to the Solicitation.

N ook M=

In the event of any conflict between or among the provisions contained in the
contract, the order of precedence shall be as enumerated above.

40.3 Final Agreement

The contract represents the entire agreement between the parties with
respect to the subject matter hereof. Prior negotiations, representations, or
agreements, either written or oral, between the parties hereto relating to the
subject matter hereof shall be of no effect upon this contract.

404 Contract Provisions
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40.5

40.6

40.7

40.8

40.9

If any provision of this contract {including items incorporated by reference)
is declared or found to be illegal, unenforceable, or void, then both the
Commonwealth and the contractor shall be relieved of all obligations arising
under such provision. If the remainder of this contract is capable of
performance, it shall not be affected by such declaration or finding and shall
be fully performed.

Type of Contract

The contract proposed in response to this solicitation shall be on the basis ofa
firm fixed unit price for the elements listed in this solicitation. This solicitation
is specifically not intended to solicit proposais for contracts on the basis of cost-
plus, open-ended rate schedule, nor any non-fixed price arrangement.

Contract Usage

As a result of this RFP, the contractual agreement with the selected vendor will
in no way obligate the Commonwealth of Kentucky to purchase any services
or equipment under this contract. The Commonwealth agrees, in entering into
any contract, to purchase only such services in such quantities as necessary
to meet the actual requirements as determined by the Commonwealith.

Addition or Deletion of Items or Services

The Office of Procurement Services reserves the right to add new and similar
items, by issuing a contract modification, to this contract with the consent of the
vendor. Until such time as the vendor receives a modification, the vendor shall
not accept delivery orders from any agency referencing such items or services.

Changes and Modifications to the Contract

Pursuant to KRS 45A.210 (1) and 200 KAR 5:311, no modification or change of
any provision in the contract shall be made, or construed to have been made,
unless such modification is mutually agreed to in writing by the contractor and
the Commonwealth, and incorporated as a written amendment to the contract
and processed through the Office of Procurement Services and approved by
the Finance and Administration Cabinet prior to the effective date of such
modification or change pursuant to KRS 45A.210(1) and 200 KAR 5:311.
Memorandum of understanding, written clarification, and/or correspondence
shall not be construed as amendments to the contract.

If the contractor finds at any time that existing conditions made modification
of the contract necessary, it shall promptly report such matters to the
Commonwealth Buyer for consideration and decision.

Changes in Scope

The Commonwealth may, at any time by written order, make changes within
the general scope of the contract. No changes in scope are to be conducted
except at the approval of the Commonwealth.

40.10 Contract Conformance
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40.11

40.12

40.13

40.14

40.15

40.16

If the Commonwealth Buyer determines that deliverables due under the
contract are not in conformance with the terms and conditions of the contract
and the mutually agreed-upon project plan, the Buyer may request the
contractor to deliver assurances in the form of additional contractor resources
and to demonstrate that other major schedules will not be affected. The
Commonwealth shall determine the quantity and quality of such additional
resources and failure to comply may constitute default by the contractor.

Assignment

The contract shall not be assigned in whole or in part without the prior written
consent of the Commonwealth Buyer.

Payment

The Commonwealth will make payment within thirty (30) working days of
receipt of contractor's invoice or of acceptance of goods and/or services in
accordance with KRS 45.453 and KRS 45.454,

Payments are predicated upon successful completion and acceptance of
the described work, services, supplies, or commodities, and delivery of the
required documentation. Invoices for payment shall be submitted to the agency
contact person or his representative.

Contractor Cooperation in Related Efforts

The Commonwealth of Kentucky may undertake or award other contracts
for additional or related work, services, supplies, or commodities, and the
contractor shall fully cooperate with such other contractors and Commonwealth
employees. The contractor shall not commit or permit any act that will interfere
with the performance of work by any other contractor or by Commonwealth
employees.

Contractor Affiliation

"Affiliate” shall mean a branch, division or subsidiary that is effectively
controlled by another party. If any affiliate of the contractor shall take any action
that, if done by the contractor, would constitute a breach of this agreement, the
same shall be deemed a breach by such party with like legal effect.

Commonwealth Property _

The contractor shall be responsible for the proper custody and care of any
Commonwealth-owned property furnished for contractor's use in connections
with the performance of this contract. The contractor shall reimburse the
Commonwealth for its loss or damage, normal wear and tear excepted.

Confidentiality of Contract Terms

The contractor and the Commonwealth agree that all information
communicated between them before the effective date of the contract shall
be received in strict confidence and shali not be necessarily disclosed by the
receiving party, its agents, or employees without prior written consent of the
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40.17

40.18

40.19

other party. Such material will be kept confidential subject to Commonwealth
and Federal public information disclosure laws.

Upon signing of the contract by all parties, terms of the contract become
available to the public, pursuant to the provisions of the Kentucky Revised
Statutes.

The contractor shall have an appropriate agreement with its subcontractors
extending these confidentiality requirements to all subcontractors’ emplioyees.

Confidential Information

The contractor shall comply with the provisions of the Privacy Act of 1974
and instruct its employees to use the same degree of care as it uses with its
own data to keep confidential information concerning client data, the business
of the Commonwealth, its financial affairs, its relations with its citizens and
its employees, as well as any other information which may be specifically
classified as confidential by the Commonwealth in writing to the contractor.

All Federal and State Regulations and Statutes related to confidentiality shall

be applicable to the contractor. The contractor shall have an appropriate

agreement with its employees, and any subcontractor employees, to that
effect, provided however, that the foregoing will not apply to:

A. Information which the Commonwealth has released in writing from being
maintained in confidence;

B. Information which at the time of disclosure is in the public domain by having
been printed an published and available to the public in libraries or other
public places where such data is usually collected; or

C. Information, which, after disclosure, becomes part of the public domain as
defined above, thorough no act of the contractor.

Advertising Award

The contractor shall not refer to the award of contract in commercial advertising
in such a manner as to state or imply that the firm or its services are endorsed
or preferred by the Commonwealth of Kentucky without the expressed written
consent of the agency technical contact person. (see Section 50.4)

Patent or Copyright Infringement

The contractor shall report to the Commonwealth promptly and in reasonable
written detail, each notice of claim of patent or copyright infringement based
on the performance of this contract of which the contractor has knowledge.

The Commonwealth agrees to notify the contractor promptly, in writing, of
any such claim, suit or proceeding, and at the contractor's expense give the
contractor proper and full information needed to settle and/or defend any such
claim, suit or proceeding.




e et e

__|Document Description Page 7

2000000192

Medicaid Managed Care Organization (MCOQ) w/SKY - All Regions

40.20

If, in the contractor's opinion, the equipment, materials, or information
mentioned in the paragraphs above is likely to or does become the subject
of a claim or infringement of a United States patent or copyright, then
without diminishing the contractor's obligation to satisfy any final award, the
contractor may, with the Commonwealth's written consent, substitute other
equally suitable equipment, materials, and information, or at the contractor's
options and expense, obtain the right for the Commonwealth to continue the
use of such equipment, materials, and information.

The Commonwealth agrees that the contractor has the right to defend, or at
its option, to settle and the contractor agrees to defend at its own expense,
or at its option to settle, any claim, suit or proceeding brought against the
Commonwealth on the issue of infringement of any United States patent or
copyright or any product, or any part thereof, supplied by the contractor to
the Commonwealth under this agreement. The contractor agrees to pay any
final judgment entered against the Commonwealth on such issue in any suit
or proceeding defended by the contractor.

If principles of governmental or public law are involved, the Commonwealith
may participate in the defense of any such action, but no costs or expenses
shall be incurred for the account of the contractor without the contractor's
written consent.

The contractor shall have no liability for any infringement based upon:

A. the combination of such product or part with any other product or part not
furnished to the Commonweaith by the contractor

B. the modification of such product or part unless such modification was
made by the contractor

C. the use of such product or part in 2 manner for which it was not designed

Permits, Licenses, Taxes and Commonwealth Registration

The contractor shall procure all necessary permits and licenses and abide by
all applicable laws, regulations, and ordinances of all Federal, State, and local
governments in which work under this contract is performed.

The contractor shall maintain certification of authority to conduct business
in the Commonwealth of Kentucky during the term of this contract. Such
registration is obtained from the Secretary of State, who will also provide
the certification thereof. However, the contractor need not be registered as a
prerequisite for responding to the RFP. Additional local registration or license
may be required.
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40.21

40.22

40.23

40.24

40.25

The contractor shall pay any sales, use, and personal property taxes arising
out of this contract and the transaction contemplated hereby. Any other
taxes levied upon this contract, the transaction, or the equipment or services
delivered pursuant hereto shali be borne by the contractor.

EEO Requirements

The Equal Employment Opportunity Act of 1978 applies to All State
government projects with an estimated value exceeding $500,000. The
contractor shall comply with all terms and conditions of the Act.

http://finance.ky.gov/services/eprocurement/Pages/VendorServices.aspx.

Provisions for Termination of the Contract

Any contract resulting from this soficitation shall be subject to the termination
provisions set forth in 200 KAR 5:312.

Bankruptcy

In the event the contractor becomes the subject debtor in a case pending
under the Federal Bankruptcy Code, the Commonwealth's right to terminate
this contract may be subject to the rights of a trustee in bankruptcy to assume
or assign this contract. The trustee shall not have the right to assume or
assign this contract unless the trustee (a) promptly cures all defaults under
this contract; (b) promptly compensates the Commonwealth for the monetary
damages incurred as a resuit of such default, and (c) provides adequate
assurance of future performance, as determined by the Commonwealth.

Conformance with Commonwealth & Federal Laws/Regulations

This contract shall be governed by and construed in accordance with the
laws of the Commonwealth of Kentucky. Any action brought against the
Commonwealth on the contract, including but not limited to actions either
for breach of contract or for enforcement of the contract, shall be brought
in Franklin Circuit Court, Franklin County, Kentucky in accordance with KRS
45A.245.

Accessibility

Vendor hereby warrants that the products or services to be provided under
this contract comply with the accessibility requirements of Section 504 of
the Rehabilitation Act of 1973, as amended (29 U.S.C. § 794d), and its
implementing regulations set forth at Title 36, Code of Federal Regulations,
part 1194. Vendor further warrants that the products or services to be provided
under this contract comply with existing federal standards established under
Section 255 of the Federal Telecommunications Act of 1996 (47 U.S.C. §
255), and its implementing regulations set forth at Title 36, Code of Federal
Regulations, part 1193, to the extent the vendor's products or services may
be covered by that act. Vendor agrees to promptly respond to and resolve any
complaint regarding accessibility of its products or services which is brought
to its attention.
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40.26

40.27

40.28

40.29

Access to Records

The state agency certifies that it is in compliance with the provisions of
KRS 45A.695, "Access to contractor's books, documents, papers, records,
or other evidence directly pertinent to the contract.” The Contractor, as
defined in KRS 45A.030, agrees that the contracting agency, the Finance and
Administration Cabinet, the Auditor of Public Accounts, and the Legislative
Research Commission, or their duly authorized representatives, shall have
access to any books, documents, papers, records, or other evidence, which are
directly pertinent to this agreement for the purpose of financial audit or program
review. The Contractor also recognizes that any books, documents, papers,
records, or other evidence, received during a financial audit or program review
shall be subject to the Kentucky Open Records Act, KRS 61.870 to 61.884.
Records and other prequalification information confidentially disclosed as part
of the bid process shall not be deemed as directly pertinent to the agreement
and shall be exempt from disclosure as provided in KRS 61.878(1)(c).

Prohibitions of Certain Conflicts of Interest

In accordance with KRS 45A.340, the contractor represents and warrants,
and the Commonwealth relies upon such representation and warranty, that
it presently has no interest and shall not acquire any interest, direct or
indirect, which would conflict in any manner or degree with the performance
of its services. The contractor further represents and warrants that in the
performance of the contract, no person, including any subcontractor, having
any such interest shall be employed.

In accordance with KRS 45A.340 and KRS 11A.040 (4), the contractor agrees
that it shall not knowingly allow any official or employee of the Commonwealth
who exercises any function or responsibility in the review or approval of the
undertaking or carrying out of this contract to voluntarily acquire any ownership
interest, direct or indirect, in the contract prior to the completion of the contract.

No Contingent Fees

No person or selling agency shall be employed or retained or given anything
of monetary value to solicit or secure this contract, excepting bona fide
employees of the offeror or bona fide established commercial or selling
agencies maintained by the offeror for the purpose of securing business. For
breach or violation of this provision, the Commonweaith shall have the right to
reject the proposal or cancel the contract without liability.

Vendor Response and Proprietary Information

The RFP specifies the format. required information, and general content
of proposals submitted in response to the RFP. The Finance and

Administration Cabinet will not disclose any portions of the proposals
prior to Contract Award to anyone outside the Finance and

Administration Cabinet, representatives of the agency for whose benefit

the contract is proposed, representatives of the Federal Government,

if required, and the members of the evaluation committees. After a
contract is awarded in whole or in part, the Commonwealth shall have the
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40.30

40.31

40.32

right to duplicate, use, or disclose all proposal data submitted by vendors in
response to this RFP as a matter of public record. Although the Commonwealth
recognizes the vendor's possible interest in preserving selected data which

may be part of a proposal, the Commonwealth must treat such information as
provided by the Kentucky Open Records Act, KRS 61.870 et sequitur.

Informational areas which normally might be considered proprietary shall
be limited to individual personnel data, customer references, selected
financial data, formulae, and financial audits which, if disclosed, would
permit an unfair advantage to competitors. If a proposal contains information
in these areas that a vendor declares proprietary in nature and not available
for public disclosure, the vendor shall declare in the Transmittal Letter
[see Section 60.6 (A)] the inclusion of proprietary information and shail
noticeably label as proprietary each sheet containing such information.
Proprietary information shall be submitted under separate sealed cover
marked “Proprietary Data"”, Proposals containing information declared by the
vendor to be proprietary, either in whole or in part, outside the areas listed
above may be deemed non-responsive to the RFP and may be rejected.

Contract Claims

The Parties acknowledge that KRS 45A.225 to 45A.290 governs contract
claims.

Limitation of Liability
The liability of the Commonwealth related to contractual damages is set forth
in KRS 45A.245

Discrimination (Effective April 8, 2015)

Discrimination (because of race, religion, color, national origin, sex,

sexual orientation, gender identity, age, or disability) is prohibited. This

section applies only to contracts utilizing federal funds, in whole or in
part. During the performance of this contract, the contractor agrees as
follows:

1. The contractor will not discriminate against any employee or applicant
for employment because of race, religion, color, national origin, sex,
sexual orientation, gender identity, or age. The contractor further agrees
to comply with the provisions of the Americans with Disabilities Act (ADA),
Public Law 101-336, and applicable federal regulations relating thereto
prohibiting discrimination against otherwise qualified disabled individuals
under any program or activity. The contractor agrees to provide, upon
request, needed reasonable accommodations. The contractor will take
affirmative action to ensure that applicants are employed and that
employees are treated during employment without regard to their race,
religion, color, national origin, sex, sexual orientation, gender identity,
age or disability. Such action shall include, but not be limited to the
following; employment, upgrading, demotion or transfer; recruitment or
recruitment advertising; layoff or termination; rates of pay or other forms of
compensations; and selection for training, including apprenticeship. The




o

|Document Description Page 11

2000000192

Medicaid Managed Care Organization (MCQ) w/SKY - All Regions

contractor agrees to post in conspicuous places, available to employees
and applicants for employment, notices setting forth the provisions of this
non-discrimination clause.

The contractor will, in all solicitations or advertisements for employees
placed by or on behalif of the contractor, state that all qualified applicants
will receive consideration for employment without regard to race, religion,
color, national origin, sex, sexual orientation, gender identity, age or
disability.

The contractor will send to each labor union or representative of workers
with which he has a coliective bargaining agreement or other contract
or understanding, a notice advising the said labor union or workers'
representative of the contractor's commitments under this section, and
shall post copies of the notice in conspicuous places available to
employees and applicants for employment. The contractor will take
such action with respect to any subcontract or purchase order as the
administering agency may direct as a means of enforcing such provisions,
including sanctions for noncompliance.

The contractor will comply with all provisipns of Executive Order No.
11246 of September 24, 1965 as amended, and of the rules, regulations
and relevant orders of the Secretary of Labor.

The contractor will furnish all information and reports required by
Executive Order No. 11246 of September 24, 1965, as amended, and by
the rules, regulations and orders of the Secretary of Labor, or pursuant
thereto, and will permit access to his books, records and accounts by
the administering agency and the Secretary of Labor for purposes of
investigation to ascertain compliance with such rules, regulations and
orders.

In the event of the contractor's noncompliance with the nondiscrimination
clauses of this contract or with any of the said rules, regulations or orders,
this contract may be cancelled, terminated or suspended in whole or in
part and the contractor may be declared ineligible for further government
contracts or federally-assisted construction contracts in accordance with
procedures authorized in Executive Order No. 11246 of September 24,
1965, as amended, and such other sanctions may be imposed and
remedies invoked as provided in or as otherwise provided by law.

The contractor will include the provisions of paragraphs (1) through {7) of
section 202 of Executive Order 11246 in every subcontract or purchase
order unless exempted by rules, regulations or orders of the Secretary of
Labor, issued pursuant to section 204 of Executive Order No. 11246 of
September 24, 1965, as amended, so that such provisions will be binding
upon each subcontractor or vendor. The contractor will take such action
with respect to any subcontract or purchase order as the administering
agency may direct as a means of enforcing such provisions including
sanctions for noncompliance; provided, however, that in the event a
contractor becomes involved in, or is threatened with, litigation with a
subcontractor or vendor as a result of such direction by the agency, the
contractor may request the United States to enter into such litigation to
protect the interests of the United States.
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50.1

50.2

50.3

Agencies to Be Served

This contract shall be for use by CHFS-DMS. No shipments shall be made
except upon receipt by vendor of an official delivery order from the using
agency.

Term of Contract and Renewal Options

The initial term of the contract shall be effective July 01, 2020 and expire
December 31, 2025.

This contract may be renewed at the completion of the initial contract period
for five (5) additional two (2) year periods upon the mutual agreement of the
Parties. Such mutual agreement shall take the form of a contract madification
as described in Section 40.8 of this RFP.

Vendors shall not be eligible to accept Medicaid members or receive monthly
capitated rate payments prior to meeting all Readiness Review and Network
Adequacy requirements. Awarded Vendor(s) are to meet these requirements
no later than April 1, 2020. Failure to meet the requirements by this date may
result in cancellation of the awarded contract.

At the end of the contract, the vendor shall provide all agency data in a form
that can be converted to any subsequent system of the agency’s choice. The
vendor shall cooperate to this end with the vendor of the agency's choice.

The Commonwealth reserves the right not to exercise any or all renewal
options. The Commonwealth reserves the right to extend the contract for a
period less than the length of the above-referenced renewal period if such an
extension is determined by the Commonwealth Buyer to be in the best interest
of the Commonwealth.

The Commonwealth reserves the right to renegotiate any terms and/or
conditions as may be necessary to meet requirements for the extended period.
In the event proposed revisions cannot be agreed upon, either party shall have
the right to withdraw without prejudice from either exercising the option or
continuing the contract in an extended period.

Basis of Price Revisions
PRICE ADJUSTMENTS: Unless otherwise specified, the prices established by

the contract resulting from this solicitation shall remain firm for the contract
period subject to the following:
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50.4

50.5

50.6

CMS Approval: The capitation payment rates established by the Contract are
subject to the approval of the Center for Medicare and Medicaid Services
(CMS). If CMS rejects any component of the rates, DMS will work with its
actuaries to develop and certify new rates to CMS for approval. Those new
rates, shall be reconciled retroactively to the beginning of the rate period
certified to CMS.

Notices

After the award of contract, all programmatic communications with regard to
day-to-day performance under the contract are to be made to the agency
technical contact(s) identified during the negotiation phase of this procurement.
After the award of contract, all communications of a contractual or legal nature
are to be made to the Commonwealth Buyer.

Subcontractors

The contractor is permitted to make subcontract(s) with any other party for
furnishing any of the work or services herein. The contractor shall be solely
responsible for performance of the entire contract whether or not subcontractors
are used. The Commonwealth shall not be involved in the retationship between
the prime contractor and the subcontractor. Any issues that arise as a result
of this relationship shall be resolved by the prime contractor. All references to
the contractor shall be construed to encompass both the contractor and any
subcontractors of the contractor.

Transition of MCOs

An MCO currently contracting with the Commonwealth in the Managed Care
Program that remains with the Managed Care Program shall not have its current
membership reassigned on July 1, 2020. If an MCO currently contracting with
the Commonwealth in the Managed Care Program does not continue with

the Managed Care Program its membership shall be reassigned as indicated
below:

The Department shall follow the steps below for the purpose of equitable

distribution.

A. All managed care Enrollees of a Medicaid family will be assigned to the
same MCO.

B. Continuity of Care — The Department will use Claims history to determine
the most recent, regularly visited Primary Care Providers (PCP). The
top three (3) PCP providers for each Enrollee shall be considered. This
determination will be based on the last twelve (12) months of history with
relative weights based on the time period of the visits. The weight shall be
one (1) thru three (3) with three (3) being assigned to visits in the most
recent four (4) months; one (1) being assigned to visits in the earliest four-
month period, and two (2) being assigned to the visits in the middle four (4)-
month period. Next, each Enrollee’s top three (3) PCP Providers shall be
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matched against the provider network of the Medicaid Region's MCOs and
a “MCO network suitability score” shall be assigned to each family Enrollee.
In order to give due consideration to children and individuals with
specialized health care needs it is important that all family Enrollees are
not treated equally in developing the family unit's overall MCO score. The
ratio between the numbers of children eligible for managed care versus the
number of adults eligible for managed care is almost 1.9 to 1. Therefore,
the “MCO network suitability score” for a child shall be further multiplied
by a factor of 1.9. Similarly, individuals with special health care needs
(identified as SSI Adults and SSI Children) shall have their score adjusted
by a factor of 1.6 which represents the relative cost of these individuals
relative to the cost of adults over the age of eighteen (18). In the case of
SSi Children both the child factor (1.9) and the special needs factor (1.6)
shall be applied. After these adjustments, each family Enrollee’s individual
“MCO network suitability score” shall be added together to determine the
family unit's “MCO network suitability score.”

The family shall be assigned to the MCO with the highest “MCO network
suitability score” unless that MCO has exceeded its maximum threshold
of 100,000 members. If the maximum threshold has been exceeded, the
family shall be assigned to the MCO with next highest score, which has not
exceeded its threshold.

In scenarios where multiple MCOs have the same score for the family
“MCO network suitability score” and all MCOs are above the minimum
threshold, the family shall be assigned to the MCO with the lowest
enrcliment.
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V. APPROVALS

This Contract is subject to the terms and conditions as stated. By executing
this Contract, the parties verify that they are authorized to bind this agreement
and that they accept the terms of this Agreement.

This Contract may be executed electronically in any number of counterparts,

each of which shall be deemed to be an original, but all of which together shall
constitute one and the same Contract.

This Contract is invalid until properly approved and executed by the Finance
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Preamble

This Contract is entered into among the Commonwealth of Kentucky, Finance and Administration
Cabinet (“FAC”), and the awarded vendor listed on this Contract’s cover page (“Contractor”).

WHEREAS, the Kentucky Department for Medicaid Services (DMS) (“Department”) within the
Cabinet for Health and Family Services is charged with the administration of the Kentucky Plan for
Medical Assistance in accordance with the requirements of Title XIX of the Social Security Act of
1935, as amended (the “Act”), and the statutes, laws, and regulations of Kentucky; and the
Kentucky Children’s Health Insurance Program (KCHIP) in accordance with the requirements of
the Title XXI of the Social Security Act, as amended, and

WHEREAS, the Contractor is eligible to enter into a risk contract in accordance with Section
1903(m) of the Act and 42 C.F.R. 438.6, is engaged in the business of providing prepaid
comprehensive health care services as defined in 42 C.F.R. 438.2, and Contractor is an Insurer
under Subtitle 3 of the Kentucky Insurance Code with a health line of authority; and

WHEREAS, the parties are entering into this agreement regarding services for the benefit of
Enrollees residing in the Commonwealth and, the Contractor has represented that the Contractor
will exercise appropriate financial responsibility during the term of this Contract, including adequate
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protection against the risk of Insolvency, and that the Contractor can and shall provide quality
services efficiently, effectively and economically during the term of this Contract, and further the
Contractor shall monitor the quality and provision of those services during the term of this Contract,
representations upon which FAC and the Department rely in entering into this Contract;

WHEREAS, DMS and Contractor agree that the Centers for Medicare and Medicaid Services of
the United States Department of Health and Human Services (hereinafter referred to as “CMS”)
must approve this Contract as it relates to Kentucky SKY as a condition precedent to its becoming
effective for any purpose;

NOW THEREFORE, in consideration of the monthly payment of predetermined Capitated Rates
by the Department, the assumption of risk by the Contractor, and the mutual promises and benefits
contained herein, the parties hereby agree as follows:

1.0 DEFINITIONS

1.1 General Definitions
Abuse means Provider Abuse and Recipient Abuse, as defined in KRS 205.8451.

ACA Expansion Enrollees means individuals less than 65 years of age with income below one
hundred thirty eight percent (138%) of the federal poverty level and former foster children up to the
age of twenty-six (26) and who were not previously eligible under Title XIX of the Social Security
Act prior to the passage of the Affordable Care Act (ACA).

Adverse Benefit Determination means, as defined in 42 C.F.R. 438.400(b), the following:

A. Denial or limited authorization of a requested service, including determinations based on the

type or level of service, requirements for Medical Necessity, appropriateness, setting or

effectiveness of a covered benefit;

Reduction, suspension, or termination of a service previously authorized by the Department,

its agent or Contractor;

Denial, in whole or in part, of payment for a service;

Failure to provide services in a timely manner, as defined by Department;

Failure of an MCO or Prepaid Health Insurance Plan (PHIP) to act within the timeframes

required by 42 C.F.R. 438.408(b);

For a resident of a rural area with only one MCO, the Denial of a Medicaid Enrollee’s request

to exercise his or her right, under 42 C.F.R. 438.52(b)(2)(ii), to obtain services outside a

Contractor’'s Network; or

G. Denial of an Enrollee’s request to dispute a financial liability, including cost sharing,
copayments, premiums, deductibles, coinsurance, and other Enrollee financial liabilities.

moo w

m

Affiliate means an entity that directly or indirectly through one or more intermediaries, controls or
is controlled by, or is under common control with, the entity specified.

Affordable Care Act means the Patient Protection and Affordable Act (PPACA), P.L. 111-148,
enacted on March 23, 2010 and the Health Care and Education Reconciliation Act of 2010
(HCERA), P.L. 111-152, enacted on March 30, 2010.

Allowed Medical Expenses equals incurred medical Claims plus expenses for activities that
improve health care quality (as defined in 45 C.F.R. 158.150).

13



Appeal means a request for review of an Adverse Benefit Determination, or a decision by the
Contractor related to Covered Services, services provided or the payment for a service.

Automatic Assignment (or Auto-Assignment) means the:

A. Enrollment of an eligible person, for whom Enrollment is mandatory, in a MCO chosen by the
Department or its Agent; or

B. The assignment of a new Enrollee to a PCP chosen by the MCO, pursuant to the provisions of
this Contract.

Behavioral Health Services means clinical, rehabilitative, and support services in inpatient and
outpatient settings to treat a mental illness, emotional disability, or substance use disorder.

Behavioral Health Services Organization means an entity that is licensed as a behavioral health
services organization pursuant to 902 KAR 20:430.

Business Associate means parties authorized to exchange electronic data interchange (EDI)
Transactions on the Trading Partner’s behalf, as defined by HIPAA.

Business Day means “working day” or Monday through Friday except for state holidays.
Cabinet means the Cabinet for Health and Family Services.

Capitation means a Contractual arrangement through which a Contractor agrees to provide
Covered Services to Enrollees for a fixed amount per member per month (PMPM).

Capitation Payment means a payment that the Commonwealth makes to the Contractor on behalf
of each Enrollee for the provision of Covered Services. This payment is made regardless of whether
the Enrollee receives Covered Services during the period covered by the payment. Payments are
contingent upon the availability of appropriated funds.

Capitation Rate(s) means the fixed amount to be paid monthly to the Contractor by the
Commonwealth for Enrollees enrolled based on such factors as the Enrollee’s aid category, age,
gender and service.

Care Coordination is a process that actively and effectively links an Enrollee, in a timely and
integrated manner, to Providers, medical services, residential, social and other support services or
resources appropriate to the needs and goals identified.

Care Plan means written documentation of decisions made in advance of care provided, based on
a comprehensive Enrollee Needs Assessment of an Enrollee’s needs, preference and abilities,
regarding how services will be provided. This includes establishing objectives with the Enrollee and
determining the most appropriate types, timing and supplier(s) of services. This is an ongoing
activity as long as care is provided.

Case Management is a collaborative process that assesses, plans, implements, coordinates,
monitors, and evaluates the options and services required to meet the client’s health and human
service needs. It is characterized by advocacy, communication, and resource management and
promotes quality and cost-effective interventions and outcomes. Case Management is
distinguished from Disease Management by its intensity and a holistic focus on all of an Enrollee’s
disease(s), condition(s), and related needs.
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Centers for Medicare and Medicaid Services (CMS) is the U.S. Department of Health and
Human Services, formerly the Health Care Financing Administration, which is responsible for
Medicare and Medicaid.

Children with Special Health Care Needs means Enrollees who have or are at increased risk for
chronic physical, developmental, behavioral, or emotional conditions and who also require health
and related services of a type or amount beyond that required by children generally and who may
be enrolled in a Children with Special Health Care Needs program operated by a local Title V
funded Maternal and Child Health Program.

Children's Health Insurance Program Reauthorization Act of 2009 (CHIPRA) is an Act that
reauthorized the Children's Health Insurance Program (CHIP) under Title XXI of the Social Security
Act. It ensures that a State is able to continue its existing program and expands insurance coverage
to additional low-income, uninsured children.

Claim means any 1) bill for services, 2) line item of service, or 3) all services for an Enrollee within
a bill.

Clean Application as used in KRS 205.532 to 205.536 means a credentialing application
submitted by a provider to a Credentialing Verification Organization (CVO) that is complete and
does not lack any required substantiating documentation.

Clinical Laboratories Improvement Amendments of 1988 (CLIA) is federal legislation as found
at Section 353 of the federal Public Health Services Act (42 U.S.C. 8§ 201, 263a) and regulations
promulgated hereunder.

Close of Business means 5:00 p.m. Eastern Time Zone.

Combined Chronic lllness and Pharmacy Payment System (CDPS+Rx) is a diagnostic
classification system that Medicaid programs can use to make health-based capitated payments
for TANF and disabled Medicaid Enrollees.

Commonwealth means the Commonwealth of Kentucky.

Community Mental Health Center (CMHC) is a board or a nonprofit organization providing a
regional community health program operated pursuant to KRS Chapter 210 for individuals who
have mental health disorders, substance use disorders, intellectual and/or developmental
disabilities and may provide primary care.

Condition is a disease, illness, injury, or disorder, of biological, cognitive, or psychological basis
for which evaluation, monitoring and/or treatment are indicated.

Contract means this Contract between FAC and the Contractor and any amendments, including,
corrections or modifications thereto incorporating and making a part hereof the documents
described in Section 40.1 “Documents Constituting Contract” of this Contract.

Contract Term means the term of this Contract as set forth in Section 7.1 “Term.”

Contractor’s Network means collectively, all of the Providers that have contracts with the
Contractor or any of the Contractor’'s Subcontractors to provide Covered Services to Enrollees.

Court-Ordered Commitment means an involuntary commitment of an Enrollee to a psychiatric
facility for treatment that is ordered by a court of law pursuant to Kentucky statutes.
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Covered Services means services that the Contractor is required to provide under this Contract,
as identified in this Contract.

Credentialing Application Date as used in KRS 205.532 to 205.536 means the date that a CVO
receives a Clean Application from a provider.

Credentialing Verification Organization (CVO) as used in KRS 205.532 to 205.536 means an
organization that gathers data and verifies the credentials of providers in a manner consistent with
federal and state laws and the requirements of the National Committee for Quality Assurance
(NCQA). ACVO is:

A. An organization designated by the Department pursuant to subsection (3) (a) of KRS 205.532
to 205.536; and

B. Any bona fide, nonprofit, statewide, health care provider trade association, organized under
the laws of Kentucky, that has an existing contract with the Department or a Managed Care
Organization (MCO) contracted with the Department to perform credentialing verification
activities for its Enrollees, providers who are employed by its Enrollees, or providers who
practice at the Enrollees' facilities.

Critical Access Hospital means a health care facility designation of the federal CMS that
provides for cost-based reimbursement for inpatient services.

Day means a calendar day unless otherwise noted.

Decertification means any time the certification of any level of care in a hospital or residential
facility is no longer authorized.

Delivery Payment means a one-time payment to the Contractor for the delivery of a newborn. This
payment is in addition to the Capitation Payment for the newborn.

Denial means the termination, suspension or reduction in the amount, scope or duration of a
Covered Service or the refusal or failure to provide a Covered Service, or the refusal or failure to
pay for a service already rendered.

Department means the Department for Medicaid Services (DMS) within the Cabinet, or its
designee.

Department for Aging and Independent Living (DAIL) is the department within the Cabinet
which oversees the administration of statewide programs and services on behalf of Kentucky's
elders and individuals with disabilities.

Department for Behavioral Health, Developmental and Intellectual Disabilities (DBHDID) is
the department within the Cabinet that oversees the administration of statewide programs and
services for individuals with mental health disorders, substance use disorders, intellectual
disabilities, or developmental disabilities.

Department for Community Based Services (DCBS) is the department within the Cabinet that
oversees the eligibility determinations for the DMS and the management of the Foster Care
program. DCBS has offices in every county of the Commonwealth.

Department of Insurance (DOI) is the department within the Public Protection Cabinet which
regulates the Commonwealth's insurance market, licenses agents and other insurance
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professionals, monitors the financial condition of companies, educates consumers to make wise
choices, and ensures that Kentuckians are treated fairly in the marketplace.

Department for Medicaid Services (DMS) means the single state agency that submits to the CMS
the state plan for the medical assistance program, and administers the program in accordance with
the provisions of the state plan, the requirements of Title XIX of the Social Security Act, and all
applicable Federal and state laws and regulations.

Discharge Planning means a comprehensive evaluation of the Enrollee’s health needs and
identification of the services required to facilitate appropriate care following discharge from an
institutional clinical setting or residential placement, or the transition between levels of care.

Disenrollment means an action taken by the Department to remove an Enrollee’s name from the
HIPAA 834 following the Department’s receipt and approval of a request for Disenrollment or a
determination that the Enrollee is no longer eligible for Enroliment.

Drug Formulary/Preferred Drug List (PDL) means a list of prescriptions drugs, both generic and
brand name, used to identify drugs with status (preferred or non-preferred) that offer the greatest
overall value based on efficacy, safety and cost-effectiveness.

Dual Eligible Enrollee means an Enrollee who is simultaneously eligible for Medicaid and
Medicare benefits.

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Services mean
comprehensive and preventive health care services for children who are enrolled in Medicaid.
EPSDT is key to ensuring that children and adolescents receive appropriate preventive, dental,
mental health, and developmental, and specialty services.

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Special Services means
necessary health care, diagnostic services, treatment, and other measures described in Section
1905(a) of the Social Security Act to correct or ameliorate defects and physical and mental
illnesses, and conditions identified by EPSDT screening services for children who are enrolled in
Medicaid, whether or not such services are covered under the State Medicaid Plan.

Effective Date means the operational start date of the Contract when Enrollees begin receiving
services from the Contractor.

Emergency Behavioral Health Disorder Services or Care means an emergent situation in which
the Enrollee is in need of assessment and treatment in a safe and therapeutic setting, is a danger
to himself or others, exhibits acute onset of psychosis, exhibits severe thought disorganization, or
exhibits significant clinical deterioration in a chronic behavioral condition rendering the Enrollee
unmanageable and unable to cooperate in treatment.

Emergency Medical Condition is defined in 42 USC 1395dd (e) and 42 C.F.R. 438.114 and
means:

A. A medical condition manifesting itself by acute symptoms of sufficient severity (including severe
pain) that a prudent layperson, who possesses an average knowledge of health and medicine,
could reasonably expect that the absence of immediate medical attention to result in
1. Placing the health of the individual (or with respect to a pregnant woman, the health of the

woman or her unborn child) in serious jeopardy,
2. Serious impairment of bodily functions, or
3. Serious dysfunction of any bodily organ or part; or
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B. With respect to a pregnant woman having contractions:
1. Thatthereis an inadequate time to effect a safe transfer to another hospital before delivery,
or
2. That transfer may pose a threat to the health or safety of the woman or the unborn child.

Emergency Services or Emergency Care means covered inpatient and outpatient services that
are as follows: (1) furnished by a provider that is qualified to furnish these services; and (2) needed
to evaluate or stabilize an Emergency Medical Condition.

Encounter means a service or item provided to a patient through the healthcare system that
includes but are not limited to:

Office visits;

Surgical procedure;

Radiology, including professional and/or technical components;

Prescribed drugs including mental/behavioral drugs;

Durable Medical Equipment (DME);

Transportation;

Institutional stays;

EPSDT screening; or

A service or item not directly provided by the Plan, but for which the Plan is financially
responsible. An example would include an Emergency Service provided by an Out-of-Network
Provider or facility.

TIOMMOO®m>

Encounter File means an electronically formatted record of multiple Encounters using data
elements as established by the Department.

Encounter Technical Workgroup means a workgroup composed of representatives from
Contractor, the Department, the Fiscal Agent, and External Quality Review Organization (EQRO).

Encounter Void means an accepted or Erred Encounter Record that has been removed from all
Encounter Records.

Enrollee means an individual as defined in 42 CFR § 438.2 and is interchangeable with Member
and Recipient.

Enrollee Listing Report means the HIPAA 834 transaction file which indicates Contractor's
Enrollees and any new, terminated and changed Enrollees and the HIPAA 820 transaction file
which indicates the Capitation Payment for Contractor’'s Enrollees, as reconciled against one
another.

Enrollee Needs Assessment is used to identify a person’s specific health conditions, functional
status, social determinants, accessibility needs and other characteristics as well as personal
strengths, resources and abilities. The Enrollee Needs Assessment performed by an individual or
a team of specialists and may involve family, or other significant people to inform care planning and
the level of required services and supports.

Enroliment means an action taken by the Department to add an Enrollee’s name to the HIPAA
834 following approval by the Department of an eligible Enrollee to be enrolled.

Erred Encounter means an Encounter that has failed to satisfy one or more requirements for valid
submission.
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Erred Encounter File means an Encounter File that is rejected by the Department because it has
failed to satisfy the requirements for submission.

Execution Date means the date upon which this Contract is executed by FAC, the Department,
and the Contractor. The Contract is considered executed as of the date of final approval in the
Kentucky electronic Management Administrative and Reporting System (eMARS) and posting to
the Commonwealth’s eProcurement website.

Expedited Authorization Request as defined in KRS 205.534 means a request for authorization
or preauthorization where the provider determines that following the standard timeframe could
seriously jeopardize an Enrollee's life or health, or ability to attain, maintain, or regain maximum
function. A request for authorization or preauthorization for treatment of an Enrollee with a
diagnosis of substance use disorder is considered an Expedited Authorization Request.

External Quality Review Organization (EQRO) refers to a vendor and its affiliates, with which the
Commonwealth may contract as established under 42 C.F.R. 438, Subpart E.

Family Planning Services means counseling services, medical services, and pharmaceutical
supplies and devices to aid those who decide to prevent or delay pregnancy.

Federally Qualified Health Center (FQHC) means a facility that meets the requirements of Social
Security Act at 1905(1)(2).

Fee-For-Service is a traditional indemnity health care delivery system in which payment is made
to a health care provider after a service is rendered and billed.

Fiscal Agent means the agent contracted by the Department to audit Provider Claims: process
and audit Encounter data; and, to provide the Contractor with eligibility, provider, and processing
files.

Foster Care is defined in Section 1.3 “Kentucky SKY Definitions.”

Fraud means any act that constitutes Fraud under applicable federal law or KRS 205.8451-KRS
205.8483.

FTE means full-time equivalent for an employee, based on forty (40) hours worked per week.
Grievance means the definition established in 42 C.F.R. 438.400.

Grievance and Appeal System means a comprehensive system that includes a grievance
process, an appeal process, and access to the Commonwealth’s fair hearing system.

Health Care Effectiveness Data and Information Set (HEDIS™) means a national performance
improvement tool developed by the National Committee for Quality Assurance (NCQA) and used
to measure performance across six domains of care.

Health Information means any Health Information provided and/or made available by the
Department to a Trading Partner, and has the same meaning as the term “Health Information” as
defined by 45 C.F.R. Part 160.103.

Health Insurance Portability and Accountability Act (HIPAA) of 1996, and the implementing
regulations (45 C.F. R. Sections 142, 160, 162, and 164), all as may be amended.
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Health Maintenance Organization (HMO) is a licensed entity in the Commonwealth pursuant to
KRS 304.38, et seq.

Health Risk Assessment (HRA) refers to a standardized screening tool used by the Department’s
contracted MCOs to collect information on an Enrollee’s health status, including mental health and
substance use disorders(s). Additionally, other information that is collected includes, but is not
limited to Enrollee demographics, personal and family medical history, and lifestyle. The Contractor
shall use the assessment to identify need for health, behavioral health or community services and
to determine when to conduct a more comprehensive Enrollee Needs Assessment to identify
Enrollees who are in need of care management.

HHS Transaction Standard Regulation means 45 C.F.R., at Title 45, Parts 160 and 162, as may
be amended.

HIPAA 820 means a transaction file prepared by the Department that indicates Enrollee’s capitated
payment.

HIPAA 834 means a transaction file prepared by the Department that indicates all Enrollees
enrolled.

Homeless Person, when used in the context of Section 22.5 “Outreach to Homeless Persons,”
means one who lacks a fixed, regular or nighttime residence; is at risk of becoming homeless in a
rural or urban area because the residence is not safe, decent, sanitary or secure; has a primary
nighttime residence at a publicly or privately operated shelter designed to provide temporary living
accommodations; has a primary nighttime residence at a public or private place not designed as
regular sleeping accommodations; or is a person who does not have access to normal
accommodations due to violence or the threat of violence from a cohabitant.

Individual Education Plan (IEP) means Medically Necessary services for an eligible child
coordinated between the schools and the Contractor that complement school services and promote
the highest level of function for the child.

Individuals with Disabilities Education Act (IDEA) is a law ensuring services to children with
disabilities. IDEA governs how states and public agencies provide early intervention, special
education and related services to eligible infants, toddlers, children and youth with disabilities.

Individuals with Special Healthcare Needs (ISHCN) are Enrollees who have or are at high risk
for chronic physical, developmental, behavioral, neurological, or emotional condition and who may
require a broad range of primary, specialized medical, behavioral health, and/or related services.
ISHCN may have an increased need for healthcare or related services due to their respective
conditions. The primary purpose of the definition is to identify these Enrollees so the MCO can
facilitate access to appropriate services.

Insolvency means the inability of the Contractor to pay its obligations when they are due, or when
its admitted assets do not exceed its liabilities. “Liabilities,” for purposes of the definition of
Insolvency, shall include, but not be limited to, Claims payable required by the Kentucky
Department of Insurance pursuant to Kentucky statutes, laws or regulations.

Institution for Mental Disease (IMD) is defined by 42 C.F.R. 435.1010.

Insurer is an Insurer under Subtitle 3 of the Kentucky Insurance Code with a health line of authority.
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I/T/U means (“I) Indian Health Service, (“T”) Tribally operated facility/program, and (“U”) Urban
Indian clinic.

Kentucky HEALTH refers to the Section 1115 Demonstration Waiver known as Kentucky Helping
to Engage and Achieve Long Term Health (HEALTH).

Kentucky HEALTH Business Requirements refer to the technical and operational guidelines and
documents, provided to the contractor by the Department, which outline how the various Kentucky
HEALTH information systems, including the Contractor’s, are required to operate and interface with
each other. This includes, but is not limited to, the Kentucky HEALTH High Level Requirements
document, Detailed Design documents, Invoicing and Payment Reporting Guides, Special Terms
and Conditions (STCs), and Companion Guides.

Kentucky Health Information Exchange (KHIE) means the secure electronic information
infrastructure created by the Commonwealth for sharing health information among health care
providers and organizations and offers health care providers the functionality to support meaningful
use and a high level of patient-centered care.

Legal Entity means any form of corporation, insurance company, Limited Liability Company,
partnership, or other business entity recognized as being able to enter into contracts and bear risk
under the laws of both the Commonwealth and the United States.

Managed Care Organization (MCO) means an entity for which the Commonwealth has contracted
to serve as a managed care organization as defined in 42 C.F.R. 438.2.

Marketing means any communication from or on behalf of the Contractor, that can reasonably be
interpreted as intended to influence the beneficiary to enroll with the MCO, or either to not enroll in
or to disenroll from another MCO as defined by 42 C.F.R. 438.104.

Maximum Allowable Cost (MAC) means the upper limits that a plan will pay for generic drugs and
brand name drugs that have generic version available (multi-source brands).

Medical Home means a person-centered approach to providing comprehensive primary care that
facilitates partnerships between individuals and their providers, and where appropriate, the
individual’s family and other supports.

Medicaid Region means one of eight multi-county Regions within Kentucky.

Medical Loss Ratio (MLR) means the proportion of premium revenues spent on clinical services
and quality improvement as defined in 42 C.F.R. 438.4 — 438.8 and subsequent CMS guidance
and further specified by the Department.

Medical Record means a single complete record that documents all of the treatment plans
developed for, and medical services received by, the Enrollee including inpatient, outpatient,
referral services and Emergency Care whether provided by Contractor’s Network or Out of Network
Providers.

Medically Necessary or Medical Necessity means Covered Services which are medically
necessary as defined under 907 KAR 3:130, meet national standards, if applicable, and provided
in accordance with 42 C.F.R. §440.230, including children’s services pursuant to 42 U.S.C.
1396d(r).

Miles, unless otherwise noted, means the distance traveled using public roadways.
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Modified Adjusted Gross Income (MAGI) means the calculation under the ACA used to
determine income eligibility for Medicaid based upon federal income tax rules which include family
size and household income based on the tax filing unit.

National Correct Coding Initiative (NCCI) means CMS developed coding policies based on
coding conventions defined in the American Medical Association’s CPT manual, national and local
policies and edits.

National Provider Identifier (NPI) is a unique identification number for covered health care
providers as required under HIPAA.

Net Capitation Payment equals earned premiums minus federal, state and local taxes and
licensing or regulatory fees.

Network Provider (or Provider) means any provider, group of providers, or entity under contract
with the Contractor or the Contractor’s Subcontractor that provides Covered Services to Enrollees.

Non-covered Services means health care services that the Contractor is not required to provide
under the terms of this Contract.

Office of Attorney General (OAG) The Attorney General is the chief law officer of the
Commonwealth of Kentucky and all of its departments, commissions, agencies, and political
subdivisions, and the legal adviser of all state officers, departments, commissions, and agencies.

Office of Inspector General (OIG) is Kentucky's regulatory agency for licensing all health care
agencies in the Commonwealth. The OIG is responsible for the prevention, detection and
investigation of Medicaid Fraud, Waste, Abuse and mismanagement.

Office for Children with Special Health Care Needs (OCSHN) is a Title V agency which provides
specialty medical services for children with specific diagnoses and health care services needs that
make them eligible to participate in Commission sponsored programs, including provision of
Medical care.

Out-of-Network Provider means any person or entity that has not entered into a participating
provider agreement with the Contractor or any of the Contractor’s Subcontractors for the provision
of Covered Services.

Overpayment means any payment made to a provider by the Contractor to which the provider is
not entitled.

Person-Centered Recovery Planning (PCRP) means a collaborative process resulting in a
recovery oriented behavioral health treatment plan needed for maximum reduction of mental
disability and restoration of a recipient to his/her best possible functional level.

Point-of-Sale (POS) means state-of-the-art, online and real-time rules-based Claims processing
services with Prospective Drug Utilization Review including an accounts receivable process.

Population Health Management (PHM) Program means a model of care as aligned with the
National Committee of Quality Assurance’s (NCQA) defined program that supports defined
populations across the care continuum, promoting healthy behaviors and targeted inventions for
those identified at risk or who have chronic conditions. The PHM Program supports Enrollees to
maintain or improve physical health and behavioral health and to consider and address functional
needs and social determinants of health.
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Post Stabilization Services means Covered Services, related to an Emergency Medical
Condition, that are provided after an Enrollee is stabilized in order to maintain the stabilized
condition, or under the circumstances described in 42 C.F.R. 438.114(e) to improve or resolve the
Enrollee’s condition.

Prepayment Review means a specific review of identified Claims or services or types of Claims
or services prior to determination and payment in order to prevent improper payments due to a
sustained or high level of payment error or resulting from an analysis that identifies a problem
related to possible Fraud, Waste, and/or Abuse.

Presumptive Eligibility means eligibility granted for Medicaid Covered Services as specified in
administrative regulation as a qualified individual based on an income screening performed by a
qualified provider.

Prevalent Non-English Language means any non-English language spoken by five (5) percent
or more of the population in Kentucky and any non-English language spoken by five (5) percent of
more of the population in a county served by the Contractor.

Primary Care Provider (PCP) means a licensed or certified health care practitioner that functions
within the provider’s scope of licensure or certification, including a doctor of medicine, doctor of
osteopathy, advanced practice registered nurse (including a nurse practitioner, nurse midwife and
clinical specialist), physician assistant, or health clinic (including an FQHC, FQHC look-alike,
primary care center, or RHC), has admitting privileges at a hospital or a formal referral agreement
with a provider possessing admitting privileges, and agrees to provide twenty-four (24) hours a day,
seven (7) days a week primary health care services to individuals, and for an Enrollee who has a
gynecological or obstetrical health care needs, disability or chronic illness, is a specialist who
agrees to provide and arrange for all appropriate primary and preventive care.

Prior Authorization means the Contractor’s act of authorizing specific services before they are
rendered.

Program Integrity means the process of identifying and referring any suspected Fraud or Abuse
activities or program vulnerabilities concerning the health care services to the Cabinet’s Office of
the Inspector General.

Prospective Drug Utilization Review (ProDUR) means a monitoring system that screens
prescription drug Claims to identify problems such as therapeutic duplication, drug-disease
contraindications, incorrect dosage or duration of treatment, drug allergy, and clinical misuse or
abuse, as required by 42 C.F.R. 438.3(s) and complies with 1927(g) and 42 C.F.R. part 456,
subpart K.

Protected Health Information (PHI) means individual patient demographic information, Claims
data, insurance information, diagnosis information, and any other care or payment for health care
that identifies the individual (or there is reasonable reason to believe could identify the individual),
as defined by HIPAA.

Psychiatric Residential Treatment Facility (PRTF) means a separate, standalone facility
providing a range of comprehensive long-term, intensive treatment for children and youth under
age twenty-one (21) years on an inpatient basis under the direction of a physician. The facilities
provide a more highly structured environment than can be provided in a Qualified Residential
Treatment Program, Residential Placement, and in the home and serves as a community-based
alternative to hospitalization. The facilities also serve children and youth who are transitioning from
hospitals, but who not ready to live at home or in a foster home. (42 CFR Parts 441 and 483, and
902 KAR 20:320 and 902 KAR 20:330)
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Quality Improvement (Ql) means the process of assuring that Covered Services provided to
Enrollees are appropriate, timely, accessible, available, and Medically Necessary and the level of
performance of key processes and outcomes of the healthcare delivery system are improved
through the Contractor’s policies and procedures.

Quality Management means the integrative process that links knowledge, structure and processes
together throughout the Contractor’s organization to assess and improve quality.

Rate Area means one of two geographic areas composed of Medicaid Regions for which Rate
Cells are developed. Rate Area A is comprised of Medicaid Region 3. Rate Area B is comprised
of Medicaid Regions 1, 2, 4, 5, 6, 7, and 8.

Rate Cell means covered eligibility categories segmented into sub-groups based on an analysis of
similarities of the per capita costs, age, and gender of various populations.

Rate Group means Rate Cell level information aggregated into eight (8) larger but similarly
characterized groups including 1) Families and Children — Child, 2) Families and Children — Adult,
3) SSI without Medicare Adult, 4) SSI Child and 5) Foster Care Child, 6) Dual Eligibles, 7) ACA
MAGI Adults, and 8) ACA Former Foster Care Child.

Recipient is interchangeable with “Enrollee.”

Retrospective Drug Utilization Review (RetroDUR) means a process that involves ongoing and
periodic examination of pharmacy Claims data to identify patterns of Fraud, Abuse, gross overuse,
or medically unnecessary care and implements corrective action when needed, as required by 42
C.F.R. 438.3(s) and complies with 1927(g) and 42 C.F.R. part 456, subpart K.

Risk Adjustment is a method for determining adjustments to the PMPM rate that accounts for
variation in health risks among participating Contractors when determining Capitation Rates.

Rural Health Clinic (RHC) means an entity that meets all of the requirements for designation as a
Rural Health Clinic under 1861(aa)(1) of the Social Security Act and approved for participation in
the Kentucky Medicaid Program.

Serious Emotional Disorder (SED) means a child with a clinically significant Condition as
described in KRS 200.503.

Service Authorization Request means an Enrollee’s request for the provision of a service.

Service Location means any location at which an Enrollee may obtain any Covered Services from
the Contractor’s Network Provider.

Serious Mental lliness (SMI) means a major mental illness or disorder (but not a primary diagnosis
of Alzheimer’s disease or dementia) as included in the current American Psychiatric Association
Diagnostic and Statistical Manual of Mental Disorders (DSM), under: schizophrenia spectrum and
other psychotic disorders; bipolar and related disorders; depressive disorders; or post-traumatic
stress disorders and has documented history indicating persistent disability and significant
impairment in major areas of community living; and has clinically significant symptoms for at least
two years or has been hospitalized for mental iliness more than once within the two (2) past years;
and has significant impairment that impedes functioning in two (2) or more major areas of living and
is unlikely to improve without treatment, services and/or supports.

Sister Agency means agencies or departments within the Cabinet of Health and Family Services.
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Specialty Care means any service provided that is not provided by a PCP.
State means the Commonwealth of Kentucky.

State Fair Hearing means the administrative hearing provided by the Cabinet pursuant to KRS
Chapter 13B and contained in 907 KAR 17.010.

Subcontract means any agreement entered into, directly or indirectly, by a Contractor to delegate
the responsibility of any major service or group of services, including administrative functions or
Covered Services, specifically related to securing or fulfilling the Contractor’s obligations under this
Contract. Administrative functions are any requirements under this Contract other than the direct
provision of services to Enrollees such as, but not limited to, utilization or medical management,
Claims processing, Enrollee grievances and appeals, and the provision of data or information
necessary to fulfill Contractor obligations.

Subcontractor means any individual or entity other than a Provider, Physician Health
Organization, or Network Provider, with which Contractor has entered into a written agreement for
the purpose of fulfilling a Contractor’s obligations under an MCO Contract.

Supplemental Security Income (SSI) is a program administered by the Social Security
Administration (SSA) that pays benefits to disabled adults and children who have limited income
and resources. SSI benefits are also payable to people sixty-five (65) and older without disability
who meet the financial limits.

Symmetrical Risk Corridor means the same size corridors of risk sharing percentages above and
below a target amount designed to limit exposure to unexpected expenses.

Taxonomy codes reference codes designed to categorize the type, classification, and/or
specialization of health care providers. Health care providers must select the relevant code(s) when
applying for a National Provider Identifier (NPI) from the National Plan and Provider Enumeration
System (NPPES).

Teaching Hospital means a hospital providing the services of interns or residents-in-training under
a teaching program approved by the appropriate approving body of the American Medical
Association or, in the case of an osteopathic hospital, approved by the Committee on Hospitals of
the Bureau of Professional Education of the American Osteopathic Association. In the case of
interns or residents-in-training in the field of dentistry in a general or osteopathic hospital, the
teaching program shall have the approval of the Council on Dental Education of the American
Dental Association. In the case of interns or resident-in-training in the field of podiatry in a general
or osteopathic hospital, the teaching program shall have the approval of the Council on Podiatry
Education of the American Podiatry Association.

Third-Party Liability/Resource means any resource available to an Enrollee for the payment of
expenses associated with the provision of Covered Services, including but not limited to, Medicare,
other health insurance coverage or amounts recovered as a result of settlement, dispute resolution,
award or litigation. Third Party Resources do not include amounts that are exempt under Title XIX
of the Social Security Act.

Trading Partner means a provider or a health plan that transmits health information in electronic
form in connection with a Transaction covered by 45 C.F.R. Parts 160 and 162, or a Business
Associate authorized to submit health information on the Trading Partner’s behalf, as defined by
HIPAA.

25



Transaction means the exchange of information between two (2) parties to carry out financial or
administrative activities related to health care as defined by 45 C.F.R. Part 160.103, as defined by
HIPAA.

Urgent Care means care for a condition not likely to cause death or lasting harm but for which
treatment should not wait for a normally scheduled appointment.

Utilization Management (UM) is a service performed by the Contractor which seeks to ensure that
Covered Services provided to Enrollees are in accordance with, and appropriate under, the
standards and requirements established by the Contract, or a similar program developed,
established or administered by DMS.

Utilization Review (UR) is the evaluation of the clinical necessity, appropriateness, efficacy, or
efficiency of health care services, procedures or settings, and ambulatory review, pre-certification,
prospective review, concurrent review, second opinions, care management, Discharge Planning,
or retrospective review.

Waste means generally, but is not limited to, the overutilization or inappropriate utilization of
services or misuse of resources, and typically is not a criminal or intentional act.

Women, Infants and Children (WIC) means a federally-funded health and nutrition program for
women, infants, and children.

1.2 Kentucky HEALTH Definitions

Ad Hoc Invoice means invoicing done outside of the Batch Invoicing of actively eligible and
enrolled Kentucky HEALTH Enrollees on the fifteenth day of each month. Ad Hoc Invoicing shall
be completed within three (3) Business Days of the Contractor’s receipt of the applicable HIPAA
834 record.

Alternative Benefit Plan (ABP) means the benefit package provided to ACA Expansion Enrollees
which is developed by the Department in accordance with 42 CFR Part 440, Subpart C.

Batch Invoicing or Batch Invoice means invoicing of actively eligible and enrolled Kentucky
HEALTH Enrollees on the fifteenth day of each month for the next coverage month.

Benefit Year means the time period of January 1 through December 31 of each calendar year.

Community Engagement (CE) refers to the Kentucky HEALTH initiative whereby non-exempt
Enrollees shall complete at least eighty (80) hours per month of qualifying activities to maintain
eligibility. Community Engagement qualifying activities are defined separately. This initiative shall
be marketed as the Partnering to Advance Training and Health (PATH) program.

Community Engagement Qualifying Activities refer to activities deemed to meet the Community
Engagement requirement of eighty (80) hours per month. Such activities include volunteering,
caregiving, education, job training, employment, or participation substance use disorder treatment
activities.

Community Engagement Suspension means the penalty applied to Kentucky HEALTH Enrollees
who do not complete their required Community Engagement hours. Enrollees in a Community
Engagement Suspension remain enrolled in Kentucky HEALTH, but not eligible for benefits during
the suspension period.
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Conditionally Eligible Enrollee means an applicant who has been determined to meet all
Kentucky HEALTH eligibility criteria, but who has not made an initial premium payment or otherwise
cleared a penalty in order to start coverage. Conditionally Eligible Enrollees are not eligible to
receive Kentucky HEALTH benefits.

Copayment Plan is the cost sharing plan for ACA Expansion Enrollees, Parent and Caretaker
Relatives, and TMA Enrollees at or below one hundred percent (100%) FPL who fail to make
required Kentucky HEALTH premium payments. Enrollees in the Copayment Plan do not have
access to a My Rewards Account, and are charged copayments for Covered Services in
accordance with the Kentucky Medicaid State Plan.

Cost Sharing Exempt refers to Kentucky HEALTH Enrollees who are excluded from the
requirement or option to contribute toward the cost of their health coverage. It includes Pregnant
Women and Kentucky HEALTH Children.

Cost Sharing Optional refers to Kentucky HEALTH Enrollees who are not required to contribute
toward the cost of their health coverage as a condition of eligibility. It includes Former Foster Youth
to age 26 and Medically Frail Individuals. These Enrollees can choose to make monthly Kentucky
HEALTH premium payments in order to gain access to a My Rewards Account.

Cost Sharing Required includes ACA Expansion Enrollees, Parent and Caretaker Relatives, and
TMA Enrollees who are required to contribute to the cost of their coverage via monthly premium
payments or copayments for every Kentucky HEALTH covered benefit received.

Debt means any unpaid premium amounts the Contractor may collect from an Enrollee. Payment
of Debt is neither a condition of eligibility nor required to cure a Non-Payment Penalty.

Deductible Account is state-funded administrative tracking account in the amount of one thousand
dollars ($1,000.00) designed to expose Kentucky HEALTH Enrollees to the cost of healthcare,
designed to encourage them to be active consumers by evaluating cost and quality of care. It is
funded with State dollars, not with Contractor or Enrollee dollars. The first one thousand dollars
($1,000.00) of non-preventive services received by Enrollees within a benefit year are tracked
against the Deductible Account and documented on a monthly statement sent to Enrollees. Half of
the remaining Deductible Account balance at the end of the benefit year (up to five hundred dollars
[$500.00]) is eligible to be rolled over into the My Rewards Account.

Deemed Newborns are children enrolled in Kentucky HEALTH who meet the requirements
described in 42 CFR §435.117.

Fast Track Payment means a Department-determined advance premium dollar amount that
applicants may opt to pay to expedite Kentucky HEALTH coverage to the first day of the month in
which the payment is made, which may be as early as the first day of the month of application.

Former Foster Youth are Kentucky HEALTH Enrollees who are under age twenty-six (26) and
were in Foster Care under the responsibility of the State or a Tribe within Kentucky or another State
and enrolled in Medicaid on the date of attaining age eighteen (18) or such higher age as the State
elected.

Head of Household refers to the individual who initiates Medicaid application on behalf of a MAGI
household. The Head of Household is not always enrolled in Kentucky HEALTH or with the
Contractor. Kentucky HEALTH premium invoices are sent to the Head of Household, identified by
the Cabinet on the HIPAA 834, unless otherwise requested by the household.
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Integrated Eligibility and Enrollment System (IEES) means the information technology system
utilized by the Cabinet to integrate eligibility and enroliment determination functions for all State-
administered health and human services programs.

KCHIP Enrollee means a child enrolled in the Kentucky Children’s Health Insurance Program.

Kentucky HEALTH Children means Deemed Newborns as described at 42 CFR 8435.117 and
infants and children under age nineteen (19) as described at 42 CFR §435.118. It does not include
KCHIP Enrollees.

Kentucky HEALTH Enrollee means an Enrollee who is enrolled in one of the following eligibility
groups: (i) ACA Expansion Enrollee; (ii) Parent and Caretaker Relative; (iii) TMA; (iv) Pregnant
Women; (v) Former Foster Youth; (vi) Kentucky HEALTH Children; and (vii) KCHIP.

Medically Frail means an ACA Expansion Enrollee, Parent and Caretaker Relative or TMA
Enrollee who, in accordance with 42 CFR 8440.315(f), and Department developed criteria, has a
disabling mental disorder (including serious mental illness), chronic substance use disorder,
serious and complex medical condition, or a physical, intellectual or developmental disability that
significantly impairs their ability to perform one or more activities of daily living. Enrollees who meet
the definition of Medically Frail shall not be subject to (i) Community Engagement requirements; (ii)
mandatory cost sharing through premiums or copayments; or (iii) enroliment in the ABP.

Medically Frail Identification Tools mean the Department-defined processes established to
determine an individual’s Medically Frail status in accordance with 42 CFR §440.315(f).

My Rewards Account is an account available to Kentucky HEALTH Enrollees, other than
Kentucky HEALTH Children and KCHIP Enrollees. Enrollees, with the exception of Pregnant
Women, shall make their required premium payment contribution to have an active My Rewards
Account. Enrollees can accrue funds into their My Rewards Accounts by completing Department-
approved activities such as completion of healthy activities or preventive services, Funds in the My
Rewards Account can be utilized to purchase Department defined services not otherwise available
through the Enrollee’s covered benefit package.

Non-Payment Penalty refers to a six (6)-month penalty period applied to Cost-Sharing Required
Enrollees who fail to make timely premium payments. Individuals at or below one hundred percent
(100%) FPL and subject to a Non-Payment Penalty are enrolled in the Copayment Plan. Individuals
above one hundred percent (100%) FPL and subject to a Non-Payment Penalty are suspended
from eligibility for Kentucky HEALTH. A twenty-five dollar ($25) My Rewards Account deduction is
also applied.

Parent and Caretaker Relative means a Kentucky HEALTH Enrollee who meets the requirements
at 42 CFR 8435.110.

Past Due means the total amount that an Enrollee is required to pay either to avoid a Non-Payment
Penalty or to end a Non-Payment Penalty prior to the expiration of the six (6)-month penalty period;
it does not include Debt.

Possibly Medically Frail refers to the output of the Medically Frail Identification Tool which
requires additional information through the Provider Attestation for determination of Medically Frail
status.

Potentially Medically Frail refers to Kentucky HEALTH Enrollees who have been identified as
requiring determination of Medically Frail status via the Medically Frail Identification Tool.
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Pregnant Women are Kentucky HEALTH Enrollees who meet the requirements at 42 CFR
§435.116.

Premium Plan is the cost sharing plan Kentucky HEALTH Enrollees are defaulted to as of
implementation enrolled in upon initial application, and continuously enrolled in as long as they
make their required monthly premium payments. Enrollees in the Premium Plan do not incur any
other cost sharing for their healthcare coverage, and have access to a My Rewards Account.

Provider Attestation refers to the Department’s designated form for completion by Medicaid
Providers to document the clinical assessment of an Enrollee’s Medically Frail status.

Provider Attestation Scoring Tool refers to the Department defined processes to score the
results of a Provider Attestation for purposes of determining an Enrollee’s Medically Frail status.

Random Control Trial (RCT) means the evaluation of the Kentucky HEALTH program in which
Enrollees otherwise eligible for Kentucky HEALTH are allocated at random to a control group
through which the policies and procedures of Kentucky HEALTH are not applied.

Re-Entry Course is an educational course, identified by the Department, required for Kentucky
HEALTH Enrollees in a suspension or penalty status to end the applicable suspension or penalty
and gain early re-entry into Kentucky HEALTH coverage.

Special Terms and Conditions (STC) refers to the agreement between CMS and the State
regarding the requirements and assurances that govern the operation of Kentucky HEALTH.

Transitional Medical Assistance (TMA) means a Kentucky HEALTH Enrollee who meets the
requirements of Section 1925 of the Social Security Act.

Voluntary Withdrawal Penalty is a six (6) month penalty period applied to Kentucky HEALTH
Enrollees who disenroll from the program without cause. Individuals in this penalty period are not
eligible to re-enroll in Kentucky HEALTH until the six (6) month period expires, unless early re-entry
requirements are met.

1.3 Kentucky SKY Definitions

Adoption Assistance (AA) means the program established by the Adoption Assistance and
Children Welfare Act of 1980 (P.L. 96-272) that provides financial and medical benefits to adoptive
families who adopt children with special needs up to eighteen (18) years of age. There are three
(3) categories of adoption assistance: (1) monthly adoption assistance payments; (2) Medicaid
benefits; and (3) non-recurring adoption assistance such as adoption fees, court costs, attorney
fees and other expenses

Adoption Assistance Enrollee (AA Enrollee) means an Enrollee receiving Adoption Assistance
and enrolled in Kentucky SKY.

Adoptive Parent is an adult who provides a child a permanent home through a court process that,
once final, names the adoptive parents as the child’s legal parent.

Adverse Childhood Experiences (ACEs) are stressful or traumatic events, including abuse
(sexual, physical or emotional), domestic violence, neglect (physical and emotional), divorce,
financial hardship, household mental illness or substance use, incarceration of a parent. ACEs are
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a significant risk factor for substance use disorders and other health related issues over the life
span of an individual.?

Assessment Team (AT) consists of persons representing various disciplines associated with key
components of the Foster Care assessment process. The purpose of the AT meetings is to review
the outcome and recommendations related to the assessment of the FC Enrollee and family. The
disciplines which may participate as part of the AT should include, but are not limited to the

following:

A. Legal custodian (DCBS professionals);

B. Individual conducting the Trauma Assessment;

C. School system representative with direct knowledge of the educational status of the child,;

D. Medical health provider with direct knowledge of the medical and dental status of the Foster

Care Enrollee;

Representative from the appropriate court system if the child had any court or law enforcement

involvement including local law enforcement officials or a Court Appointed Special Advocate

(CASA);

F. A Mental Health representative with direct knowledge of the mental health or substance use
issues affecting the child or family;

G. Foster Parent(s) or Out of Home Placement provider where the child resided during the
assessment process with direct knowledge of the child’s behavior and activity during the
assessment; and

H. Any other individual having appropriate information directly related to the FC Enrollee’s case.

m

The AT meeting is coordinated and facilitated by the Care Coordinator.

Care Coordination Team (CCT) means a team of Kentucky SKY Contractor professionals with
the following responsibilities:

A. Coordination of care and services for each Kentucky SKY Enrollee in collaboration with the
Department, DCBS and DJJ; and

B. Development of business processes and workflows in collaboration with the Department,
DCBS, and DJJ, including those related to the transmission of Kentucky SKY Enrollee
information.

Care Coordinator means the lead member of the Care Coordination Team and who serves as the
key point of contact between the Kentucky SKY Contractor and the Department, DCBS, and DJJ,
the Kentucky SKY Enrollees, Adoptive Parent(s), Caregivers, Fictive Kin, and Providers. The
qualifications of the Care Coordinator will be based on the individual needs of the Kentucky SKY
Enrollees. The Care Coordinator is responsible for convening Assessment Team meetings.

Child and Adolescent Needs and Strengths (CANS) is a multi-purpose tool developed for
children’s services to support decision making, including level of care and service planning, to
facilitate Quality Improvement initiatives, and to allow for the monitoring of outcomes of services.
The CANS tool facilitates the linkage between the assessment process and the design of
individualized service plans including the application of evidence-based practices.

Community Districts are the areas of the Commonwealth which DJJ divided into four (4) districts:
East, Central, Southeast, and West.

1 https://www.samhsa.gov/capt/practicing-effective-prevention/prevention-behavioral-health/adverse-
childhood-experiences
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Court Appointed Special Advocate (CASA) is a trained volunteer who is appointed by a judge to
represent the best interest of an abused or neglected child in the court system.

Crisis occurs when an individual presents with a sudden, unanticipated or potentially dangerous
Behavioral Health Condition, episode or behavior.

Crisis Intervention Services are those services provided to an Enrollee for the purpose of
stabilizing or preventing a Crisis, determining services needed, and assisting the individual in
receiving the least restrictive, most effective treatment available. Crisis Intervention Services are
immediate and unscheduled Behavioral Health Services that focus on intervention, de-escalation,
stabilization and referral to needed follow-up services. These services include mobile crisis
stabilization and in-home services.

Dental Provider (Dentist) is a licensed dentist who, within the scope of practice and in accordance
with State certification/licensure requirements, standards, and practices, is responsible for
providing all required general dental services to Kentucky Care Enrollees, including EPSDT
services. A Dentist shall include general dental practitioners provided that the Dentist is able and
willing to carry out all Dentist responsibilities in accordance with these Contract provisions and
licensure requirements. The Dentist is responsible for coordinating referrals, as needed, with Dental
Subspecialty Providers and all subsequent dental care.

Department for Community Based Services (DCBS) is the department within the Cabinet that
oversees the eligibility determinations for the Department and the management of the Foster Care
program.

Department of Juvenile Justice (DJJ) is the Department within the Kentucky Justice and Public
Safety Cabinet responsible for prevention programs for at-risk youth in communities all over the
Commonwealth, including court intake, pre-trial detention, residential placement and treatment
services, probation, community aftercare and reintegration programs, as well as the confinement
of youth awaiting adult placement or court. DJJ provides case management to coordinate services
and supervision for the youth and family unit for cases that are probated, committed or sentence to
DJJ. Components of DJJ case management include assessment, case planning, resource linkage,
monitoring, documentation, advocacy, promoting family strengths, and engaging the family.

Division of Protection and Permanency (Protection and Permanency) is the DCBS division
that:

A. Coordinates the Commonwealth's child welfare and violence prevention efforts;

B. Contracts with vendors that provide a variety of services statewide and for specific service
regions to enhance family violence prevention and intervention services;

C. Provides consultative services and technical assistance to local child protective services
offices regarding child and adult protection cases; and

D. Coordinates permanency services including the coordination of state efforts to recruit and
certify adoptive homes for children in Foster Care.

DJJ Children’s Benefit Worker is a DJJ professional responsible for the following:

A. Serves as an intermediate contact for Managed Care Organizations to address service
eligibility;

B. Drafts correspondence regarding youth benefits to county attorneys and Managed Care
Organizations, as needed;

C. Reviews court and other state agency benefit systems documents to determine Title IV-E
eligibility for youth committed to DJJ; and

D. Other responsibilities defined by DJJ.
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DJJ Commitment means an order of the court which places a child under the custodial control or
supervision of the Kentucky Justice and Public Safety Cabinet, Department of Juvenile Justice, or
another facility or agency until the child attains the age of eighteen (18) unless otherwise provided
by law.

DJJ Community Services Case Plan means a written document that builds a plan for supervision
and services which targets the risk and need factors identified in the youth’s Criminogenic Needs
Questionnaire (Needs-Q) and Risk and Criminogenic Needs Assessment (RCNA) and involves the
youth, family, service providers, and natural supports. The plan shall include the goals to be
pursued, the specific roles of the participants in carrying out the plan, and the specific timetable for
completion of the plan.

DJJ Detention means the safe and temporary custody of a juvenile who is accused of conduct
subject to the jurisdiction of the court who requires a restricted or closely supervised environment
for his or her own or the community’s protection.

DJJ Enrollee means a Dually Committed Youth enrolled in Kentucky SKY.

DJJ Residential Services Individualized Treatment Plan means a written document that takes
into consideration the severity of the current offense, the risk and need factors identified in the
youth’s needs assessment, and any additional assessments which identify the treatment goals to
be pursued, specifies the roles of the participants in carrying out the plan, and specifies a timetable
for completion of the plan.

DJJ Residential Treatment Facility means a facility or group home with more than eight (8) beds
designated by DJJ for the treatment of children.

DJJ Social Service Clinician is a DJJ professional who provides intensive social work services
and social services to complex cases:

A. Provides intensive Case Management services to juveniles and their families with complex
multiple issues;

Conducts risk and needs assessment on all probated, committed or sentenced youth to assist
with treatment planning;

Prepares treatment plans, aftercare plans and case reviews;

Completes court reports and other reports as needed;

Maintains contact with juveniles and families while youth are in placement;

Participates in case conferences;

Conducts case reviews on all juveniles residing with a parent or care giver; and

Other responsibilities defined by DJJ.
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DJJ Social Service Specialist is a DJJ professional who provides consultative services to DJJ
Social Service Workers and DJJ Social Service Clinicians:

A. Provides Case Management for probated, committed or sentenced youth and carries a
specialized caseload;

Prepares case plans and aftercare plans;

Participates in case conferences and other meetings pertaining to treatment; and

Other responsibilities defined by DJJ.

OCow

DJJ Social Worker (Levels | and Il) is a DJJ professional responsible for providing social work
services and/or counseling to juvenile offenders and their families:
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A. Provides beginning level Case Management services to assigned probated, committed or
sentenced juveniles and their families;

Conducts risk and needs assessment for the purpose of treatment planning and aftercare
planning;

Completes court reports, treatment plans, aftercare plans, case/phase reviews and other
reports as part of Case Management services;

Participates in case conferences and maintains contact with the youth in placement;
Responsible for making referrals for services; and

Other responsibilities defined by DJJ.

w
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Dually Committed Youth means a youth committed to and under the custodial care of both the
Department of Juvenile Justice and the Department for Community Based Services through an
order of the court. The following are two primary scenarios for Dually Committed Youth:

A. Youth in DCBS custody that incur public offense charges and are adjudicated and dually
committed to DJJ. In this scenario, DJJ takes the primary lead in placement to address
delinquency issues. Once the youth is released from the DJJ facility, DCBS has the primary
role in securing a placement for ongoing dependency, neglect and/or abuse issues.

B. Youth can be committed to DJJ initially and receive treatment without DCBS involvement. If
dependency, neglect and/or abuse issues are identified during the DJJ Commitment, DJJ will
initiate a referral to DCBS causing the youth to become dually committed to DCBS. The DJJ
referral will identify reasons why the youth cannot return home or whether the youth has access
to a home or relative after release from a DJJ facility.

Family First Prevention Services Act (FFPSA) was passed by Congress in 2018 and
restructured federal child welfare funding, particularly Title IV-E and Title 1V-B of the Social Security
Act. FFPSA seeks to reduce entry in Foster Care, promote in-home parenting skill training, increase
access to substance abuse and mental health services, and limit the placement of children in
congregate care.

Family Services Office Supervisor (FSOS) is a DCBS professional who plans, assigns,
supervises and evaluates employees responsible for providing family-based services, intake
services and/or recruitment and certification services to eligible clients. The full job description for
this position can be found at Family Services Office Supervisor.

Fictive Kin refers to individuals who are not related by birth, adoption, or marriage to a child, but
who have an emotionally significant relationship with the child. These individuals take on the
characteristics of a family relationship and/or an alternate caregiver. Fictive Kin would be one
placement option available in addition to a relative Caregiver, Foster Home, residential care facility,
emergency shelter, or child care institution.

Former Foster Youth Enrollee means individuals who are under age twenty-six (26) and were
in Foster Care under the responsibility of the State or a Tribe within Kentucky or another
State and enrolled in Medicaid on the date of attaining age eighteen (18) or such higher age
as the State elected.

Foster Care (FC) means the twenty-four (24) hour temporary care for children placed away from
their parents or guardians and for whom the Title IV-E agency (Department for Community Based
Services) has placement and care responsibility. This includes, but is not limited to, placements in
foster family homes, foster homes of relatives or Fictive Kin, group homes, emergency shelters,
residential facilities, child care institutions, and pre-adoptive homes.

Foster Care Caregiver means the DCBS-authorized caretaker for a Foster Care Enrollee who

may be the Foster Care Enrollee’s Foster Parent(s), relative(s), Fictive Kin, or twenty-four (24)-hour
childcare facility staff.
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Foster Care Enrollee (FC Enrollee) means an Enrollee in Foster Care and enrolled in Kentucky
SKY.

Foster Parent means a substitute caregiver who assumes the daily caretaking responsibilities for
children in DCBS custody who have been placed in their home.

Guardian means an individual appointed by the court to be responsible for a minor if a parent is
unable to care for a child due to death, incarceration, or physical or mental incapacity. A parent
may be able to designate this guardian according to Kentucky guardianship law if the parent is
capable of making a reasonable choice. A child may also nominate someone to be his or her
guardian if the child is fourteen (14) years of age or older and capable of making a reasonable
nomination.

High Fidelity Wraparound is an evidence-based approach to Behavioral Health Services
designed to meet needs that are prioritized by the youth and family, improve their ability and
confidence to manage their own services and supports, develop or strengthen their natural
supports, and integrate the work of all child and family service systems and natural supports into
one individualized plan.

Individual Health Plan (IHP) means the plan developed for a Medically Complex Child to assess
the needs of the child and is updated every six (6) months. An IHP meeting is convened every three
(3) months within the Service Region to assess the ongoing needs of the Medically Complex Child
and evaluate whether the child’s needs continue to warrant a Medically Complex Child designation.
The Medically Complex Liaison, Kentucky SKY Contractor, Providers, and others who are involved
in the child’s medical care attend the IHP meeting.

Interstate Compact on Adoption and Medical Assistance (ICAMA) ensures the continued
provision of all of the benefits of an adoption subsidy agreement, regardless of the state of
residence of the child, including medical assistance mandated by adoption agreements. ICAMA
provides that the state where the adoptive family resides will furnish Medicaid program services to
the child.

Interstate Compact on the Placement of Children (ICPC) means the uniform law enacted by all
fifty (50) states, the District of Columbia and the U.S. Virgin Islands to ensure protection and
services to children who are placed across state lines for Foster Care, temporary placement for
services in residential treatment facilities between party states, or as a preliminary to adoption.

Kentucky SKY is the Commonwealth’s Medicaid risk-based managed care delivery program for
Foster Care Enrollees, Former Foster Care Youth Enrollees, Adoption Assistance Enrollees, and
JJ Enrollees.

Kentucky SKY Enrollee means an Enrollee who is enrolled in one of the following eligibility
groups: (i) Foster Care Child, (ii) Former Foster Care Youth, and (iii) Adoption Assistance Child.
Dually Committed Youth and children eligible pursuant to ICPC and ICAMA are included in the
Foster Care Child group.

Kentucky SKY Contractor is the sole Managed Care Organization providing Covered Services to
Kentucky SKY Enrollees.

Medical Support Section operates within the Division of Protection and Permanency and consists
of physical and mental health professionals that provide consultation to assist regional DCBS staff
in safeguarding children and vulnerable adults as well as assisting families. In addition to other
responsibilities, the Medical Support Section:
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Determines eligibility for the designation of Medically Complex Children;

Visits Medically Complex Children to assist local DCBS staff in ensuring that medical needs
are being met;

C. Participates in the initial development and subsequent quarterly reviews of each Medically
D
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Complex Child’s Individual Health Plan; and
Provides support and training for Medically Complex Liaisons.

Medically Complex or Medically Complex Child(ren) pursuant to 922 KAR 1:350 means a child
considered for possible Medically Complex designation if the child has a medical Condition
diagnosed by a physician which includes:

A. Significant medically oriented care needs related to a serious illness or condition diagnosed by
a health professional that may become unstable or change abruptly resulting in a life-
threatening event;

B. A chronic condition that is expected to be life-long and progressive and to require extensive
services;

C. An acute, time-limited condition requiring additional oversight; or

D. A severe disability that requires the routine use of medical devices or assistive technology to
compensate for the loss of a vital body function needed to participate in activities of daily living
and significant and sustained care to avert death or further disability.

Medically Complex Liaison means the DCBS professional responsible for assisting the Kentucky
SKY Contractor with arranging the initial Individual Health Plan meeting for the Medically Complex
Child within thirty (30) days of the Medically Complex determination.

Neonatal Abstinence Syndrome means is a group of problems that occur in a newborn who was
exposed to addictive drugs, including opiates, while in the mother's womb.

Nurse Case Manager (NCM) is responsible for assisting Kentucky SKY Enrollees identified as
Medically Complex or requiring Chronic Condition Services in obtaining Medically Necessary
Services, health-related services and coordinating their clinical care needs.

Parent means a parent by blood, marriage, or adoption and also means a legal guardian, or other
person standing in place of the parent and who is the subject of the DCBS reunification plan.

Peer Support Services means an evidence-based model of care involving a qualified peer support
specialist, a person with “lived experience,” who supports individuals with mental health issues,
trauma, and substance use disorders.

Peer Support Specialist means an individual who has successfully completed the initial and
ongoing training approved by DBHDID under Kentucky statute and regulation. Peer Support
Services can be provided by an adult Peer Support Specialist, youth Peer Support Specialist, or
family Peer Support Specialist.

Qualified Residential Treatment Program (QRTP) is model under the Family First Prevention
Services Act reimbursed through Title IV-E. The QRTP must include a trauma-informed treatment
model designed to meet the emotional and behavioral needs of youth as identified by an
assessment within thirty (30) days of the youth’s placement. The model facilitates outreach and
engagement of family members in the youth’s treatment plan, provides Discharge Planning and
family-based aftercare for at least six (6) months. The residential facility must have registered
nursing staff and other licensed clinical staff, on-site if required by the facility’s treatment model,
and must be available twenty-four (24) hours a day, seven (7) days a week. The residential facility
must be licensed by the state and accredited by at least one of the following: the Commission on
Accreditation of Rehabilitation Facilities, Joint Commission, or the Council on Accreditation.
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Regional Juvenile Detention Facility is the building and its premises used for the confinement
of a child under the custodial control or supervision of the Justice and Public Safety Cabinet,
Department of Juvenile Justice, or another facility or agency, until the child attains the age of
eighteen (18) unless otherwise provided by law.

Residential Placement is an Out of Home Placement setting designed to meet the needs of
children and youth in DCBS custody with behavioral, emotional and mental health needs that
prevent them from being able to reside in a less structured family home setting. Residential
Placement offers a structured physical environment and a treatment program designed to help
children improve their ability to function in multiple areas of life and is less restrictive than a PRTF.

Service Plan is an individualized plan developed with and for a Foster Care Enrollee or Adoption
Assistance Enrollee which includes, but is not limited to, the following:

Summary of current medical and social needs and concerns;

Short and long term needs and goals;

A treatment plan to address the Foster Care Enrollee or Adoption Assistance Enrollee; and
A description of who will provide such services.

oO®w»

The Service Plan form is found in the DCBS SOP Manual.

Service Regions are the counties of the Commonwealth which DCBS divided into nine (9) Service
Areas: Cumberland Region, Eastern Mountain Region, Jefferson Region, The Lakes Region,
Northeastern Region, Northern Bluegrass Region, Salt River Trail Region, Southern Bluegrass
Region, and Two Rivers Region.

Service Region Administrator is a DCBS professional who provides management for the
supervision, development and implementation of child protective services, adult protective and
permanency services, and/or the Kentucky Transitional Assistance Program, food stamp benefits
and child support. The full job description for this position can be found at Service Region
Administrator.

Service Region Administrator Associate is a DCBS professional who provides administrative
support services to a Service Region Administrator in developing, implementing, and monitoring
regional plans and initiatives. The full job description for this position can be found at

Service Region Administrator Associate.

Service Region Clinical Associate is a DCBS professional who provides complex casework
consultation to DCBS staff who are engaged in the provision of services leading to stability, safety,
permanency, self-sufficiency and well-being to families and children, and directs corrective actions
in cases with deficits in assessment and case planning. The full job description for this position can
be found at Service Region Clinical Associate.

Social Determinants of Health - Conditions in which people are born, grow, live, work and age
that shape health. Socio-economic status, discrimination, education, neighborhood and physical
environment, employment, housing, food security and access to healthy food choices, access to
transportation, social support networks and connection to culture, as well as access to health care
are all determinants of health.

Social Service Specialist is a DCBS professional who provides consultative services to families,
DCBS staff throughout a Service Area for program specialties such as Foster Care, child/adult
protective services, Adoption Assistance, juvenile justice, and services to children/individuals with
special health care needs. Other responsibilities include reviewing and analyzing complex cases
and participate in case conferences. The full job description for this position can be found at Social
Service Specialist.
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Social Service Worker | (SSW) is a DCBS professional who provides family or community based,
preventive services including, but not limited to, child protection, Foster Care, adult protection,
juvenile justice, guardianship services, and Adoption Assistance. Other responsibilities include
interviewing clients, investigating complaints of abuse/neglect of children, making home visits,
assessing the need for services, and providing on going family based services. Further, this position
develops service objectives and Service Plans, makes appropriate referrals, provides and
coordinates needed services. The full job description for this position can be found at Social Service
Worker.

Standards of Practice Manual (SOP Manual) is a DCBS tool documenting policies, procedures
and forms applicable to children and youth in Foster Care and Adoption Assistance. The Standards
of Practice Manual is located at http://manuals.sp.chfs.ky.gov/Pages/index.aspx.

Substance Exposed Infant (SEI) means a child under the age of twelve (12) months who is
subjected to or in the presence of an individual whose use of legal or illegal substances creates an
environment which places the child at risk of serious harm. This definition includes fetal alcohol
syndrome which is a range of disorders and abnormalities that occur in a child as the result of
alcohol exposure during the mother’s pregnancy.

The Workers Information SysTem (TWIST) is a statewide automated child welfare information
system operated by the Cabinet supporting the business requirements of the Department of
Community Based Services. TWIST is a central repository for documenting adult and child
protection cases, and provides data collection and reporting capabilities to measure outcomes and
performance.

Therapeutic Foster Care is a care program for children and youth who need therapeutic
intervention for behavioral or emotional issues in the least restrictive environment in which these
needs can be met outside a residential or psychiatric treatment facility.

Title IV-B of the Social Security Act addresses the provision of child welfare services that can be
used for prevention of and response to child abuse and neglect. It does so by funding services and
programs which protect and promote the welfare of all children, prevent the neglect, abuse, or
exploitation of children; and support at-risk families through services which allow children, where
appropriate, to remain with their families or return to their families in a timely manner.

Title IV-E of the Social Security Act provides for federal payments to states for Foster Care
maintenance and adoption assistance payments made on behalf of certain eligible children. The
objectives are:

A. To improve the quality of care provided to children in substitute care;

B. To reduce the number of children who are removed from their own homes for placement in
substitute care. Substitute care includes foster family, group home and institutional care;

C. Toreturn children from substitute care to their homes as soon as conditions in the home permit;
and

D. To facilitate the adoption or other permanent placement for those children who cannot be
returned to their own homes.

There are two major components of Title IV-E: eligibility and reimbursability. Eligibility does not
automatically confer federal benefits. The reimbursability criteria shall be met for a state to receive
federal support for the child.

Trauma means those “experiences that cause intense physical and psychological stress reactions.
It can refer to a single event, multiple events, or a set of circumstances that is experienced by an
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individual as physically and emotionally harmful or threatening and that has lasting adverse effects
on the individual’s physical, social, emotional, or spiritual well-being.”?

Trauma-informed is an approach to the delivery of behavioral health services that includes an
understanding of trauma and an awareness of the impact it can have across settings, services, and
populations. According to the Substance Use and Mental Health Services Administration
(SAMHSA), there are “four key elements of a trauma-informed approach: (1) realizing the
prevalence of trauma; (2) recognizing how trauma affects all individuals involved with the program,
organization, or system, including its own workforce; (3) responding by putting this knowledge into
practice; and (4) resisting retraumatization.”

Trauma-informed Care is an approach to engaging people that recognizes the potential presence
of trauma symptoms and acknowledges the role that trauma may play in an individual's life 4
According to the National Council for Behavioral Health, there are seven (7) domains of trauma-
informed care: “early screening and assessment, consumer-driven care and services, nurturing a
trauma-informed and responsive workforce, evidence-based and emerging best practices, creating
safe environments, community outreach and partnership building, and ongoing performance
improvement and evaluation”.®

2.0 ABBREVIATIONS AND ACRONYMS
AA - Adoption Assistance
ABP - Alternative Benefit Plan
ACA - Affordable Care Act
ADA - American Dental Association
AHRQ - Agency for Health Care Research and Quality
AIDS - Acquired Immune Deficiency Syndrome
APRN - Advanced Practice Registered Nurse
A/R - Accounts Receivable
AT - Assessment Team
BBA - Balanced Budget Act
BH - Behavioral Health

BIN - NCPDP Processor ID Number

2 https://www.samhsa.gov/samhsaNewsLetter/Volume_22_ Number_2/trauma_tip/key_terms.html

3 https://www.samhsa.gov/samhsaNewsLetter/Volume_22_ Number_2/trauma_tip/key_terms.html

4 2Harris, M. and Fallot, R. D., "Using trauma theory to design service systems," New Directions for Mental
Health Services, Vol. 2001, No. 89, Spring 2001.

5 https://www.thenationalcouncil.org/areas-of-expertise/trauma-informed-behavioral-healthcare/
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CAHPS - Consumer Assessment of Health Care Providers and Systems
CANS - Child and Adolescent Needs and Strengths

CAP - Corrective Action Plan

CASA - Court Appointed Special Advocate

CCD - Continuity of Care Document

CCT - Care Coordination Team

CE - Community Engagement

C.F.R. - Code of Federal Regulations

CHFS - Cabinet for Health and Family Services

CMHC - Community Mental Health Center

CMS - Centers for Medicare and Medicaid Services

CMS-416 - Centers for Medicare and Medicaid Services-416 (form)
CMS-1500 - Centers for Medicare and Medicaid Services-1500 (form)
COB - Coordination of Benefits

COPD - Chronic Obstructive Pulmonary Disease

CPT - Current Procedural Terminology

DEA - Drug Enforcement Administration

DIVERTS - Direct Intervention: Vital Early Responsive Treatment Systems
DJJ - Department of Juvenile Justice

DSH - Disproportionate Share Hospital

DSM-V - Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
EEO - Equal Employment Opportunity

EHR - Electronic Health Records

EPSDT - Early and Periodic Screening, Diagnostic and Treatment

EQR - External Quality Review
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EQRO - External Quality Review Organization

FAC - Finance and Administration Cabinet

FC - Foster Care

FFPSA - Family First Prevention Services Act

FFS - Fee-For-Service

FPL - Federal Poverty Level

FQHC - Federally Qualified Health Center

FSOS - Family Services Office Supervisor

FTE - Full-time Equivalent

HANDS - Kentucky Health Access Nurturing Development Services
HCPCS - Health Care Common Procedure Coding System

HEDIS™ - Health Care Effectiveness Data and Information Set

HHS - The United States Department for Health and Human Services
HIPAA - Health Insurance Portability and Accountability Act

HIV - Human Immunodeficiency Virus

HRA - Health Risk Assessment

HTTP - Hyper Text Transport Protocol or Hyper Text Transfer Protocol
ICAMA - Interstate Compact on Adoption and Medical Assistance
ICD-10-CM - International Classification of Diseases, Tenth Revision, Clinical Modification
ICF-1ID - Intermediate Care Facility for Individuals with Intellectual Disabilities
ICN — Internal Control Number

ICPC - Interstate Compact on the Placement of Children

IHP - Individualized Health Plan

KAR - Kentucky Administrative Regulation

KCHIP - Kentucky Children’s Health Insurance Program
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KRS - Kentucky Revised Statute

LPN - Licensed Practical Nurse

MAC - Maximum Allowable Cost

MAGI - Modified Adjusted Gross Income

MBHO - Managed Behavioral Healthcare Organization
MCE - Managed Care Entity

MCO - Managed Care Organization

MDT - Multidisciplinary Team

MIS - Management Information System

MLR - Medical Loss Ratio

MMIS - Medicaid Management Information System
NAS - Neonatal Abstinence Syndrome

NCCI - National Correct Coding Initiative

NCM - Nurse Case Manager

NCPDP - National Council for Prescription Drug Programs
NCQA - National Committee for Quality Assurance
NDC - National Drug Code

NEMT - Non-Emergency Medical Transportation
NPI - National Provider Identifier

OBRA - Omnibus Budget Reconciliation Act
OSCAR - Online Survey Certification and Reporting
PA - Prior Authorization

PATH - Partnering to Advance Training and Health
PCN - Processor Control Number

PCP - Primary Care Provider
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PCRP - Person-Centered Recovery Planning

PDL - Preferred Drug List

PMPM - Per Member Per Month

POS - Point of Sale

ProDUR - Prospective Drug Utilization Review
PRTF - Psychiatric Residential Treatment Facility
P&T - Pharmacy and Therapeutics Committee
QAPI - Quality Assessment and Performance Improvement
QRTP - Qualified Residential Treatment Program
R/A - Remittance Advice

RAC - Recovery Audit Contractor

RetroDUR - Retrospective Drug Utilization Review
RFP - Request for Proposal

RHC - Rural Health Clinic

RN - Registered Nurse

SDOH - Social Determinants of Health

SOBRA - Sixth Omnibus Budget Reconciliation Act
SOP - Standards of Practice Manual

SRCA - Service Region Clinical Associate

SSI - Supplemental Security Income

SSW - Social Service Worker

STC - Special Terms and Conditions

TANF - Temporary Assistance for Needy Families
TMA - Transitional Medical Assistance

TTY-TTD - TeleTypewriter-Telecommunications Device for the Deaf
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TPL - Third Party Liability
UB-92 - Universal Billing 1992 (form)
UB-04 - Universal Billing 2004 (form)
UCF - Universal Claim Form
UM - Utilization Management
URAC - Utilization Review Accreditation Commission
USC - United States Code
VPN - Virtual Private Network
WIC - Women, Infants and Children
WS-Security - Web Services-Security
3.0 CONTRACTOR TERMS
3.1 Contractor Representations and Warranties

The Contractor represents and warrants that the following are true, accurate and complete
statements of fact as of the Execution Date and that the Contractor shall take all actions and fulfill
all obligations required so that the representations and warranties made in this Contract shall
remain true, accurate and complete statements of fact throughout the term of the Contract.

3.2 Organization and Valid Authorization

The Contractor is a Legal Entity duly organized, validly existing and in good standing under the
laws of the Commonwealth, and is in full compliance with all material Commonwealth requirements
and all material municipal, Commonwealth and federal tax obligations related to its organization as
a Legal Entity. The obligations and responsibilities set forth in this Contract have been duly
authorized under the terms of the laws of the Commonwealth and the actions taken are consistent
with the Articles of Incorporation and By-laws of Contractor.

This Contract has been duly authorized and validly executed by individuals who have the legal
capacity and authorization to bind the Contractor as set forth in this Contract. Likewise, execution
and delivery of all other documents relied upon by FAC and the Department in entering into this
Contract have been duly authorized and validly executed by individuals who have the legal capacity
and corporate authorization to represent the Contractor.

3.3 Licensure of the Contractor

The Contractor has a valid license to operate as an HMO or Insurer, issued by DOI. There are no
outstanding unresolved material Appeals or Grievances filed against Contractor with DOI. The
Contractor has timely filed all reports required by DOI and DOI has taken no adverse action against
Contractor of which FAC has not been notified.
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As an HMO or Insurer under Subtitle 3 of the Kentucky Insurance Code with a health line of
authority, and regardless of the non-applicability of any other provision of the Kentucky Insurance
Code or any legal authority cited herein, pursuant to this Contract the Contractor agrees to be
subject to a one percent (1%) annual assessment on Capitation Payments that follow the
provisions of any broad based assessment within state law including but not limited to the
Governor's Enacted Budget, KRS 304.17B-021 or KRS 142.316, subject to the approval of CMS.
The one percent (1%) assessment is a component of the Capitation Rates as contained in
Appendix A “Capitation Payment Rates.” On or about March 1st of each year, the Department
shall notify the Contractor in writing that the annual assessment is due and the Contractor shall
have thirty (30) calendar days to remit payment in full to the Department. In the event the
assessment is increased, the increase shall be provided for in an amended Capitation Rate. If
CMS fails to approve this component of the rates, or if the assessment is otherwise deemed non-
collectable, the Capitation Payment rates shall be adjusted to remove that component from the
Capitation Rate.

3.4 Fiscal Solvency

As of the Execution Date, Contractor’s statutory surplus is at or above the Regulatory Action Level
as defined in the risk-based capital regulations applicable to designated HMO or Insurer’s licenses
in the Commonwealth. The Contractor is not aware of any impending changes to its financial
structure that could adversely impact its compliance with these requirements or its ability to pay its
debts as they come due generally. The Contractor has not filed for protection under any
Commonwealth or federal bankruptcy laws. None of the Contractor’s property, plant or equipment
has been subject to foreclosure or repossession within the preceding ten (10)-year period, and the
Contractor has not had any debt called prior to expiration within the preceding ten (10)-year period.

3.5 Licensure of Providers

Prior to the start date of operations and at all times during the period of the Contract, the Contractor
shall ensure that each provider, including individuals and facilities and their staff, providing health
care services to Enrollees is validly licensed or, where required, certified to provide those services
in the Commonwealth or the state in which services are provided, including certification under CLIA,
if applicable. Each provider in has a valid Drug Enforcement Agency (“DEA”) registration number,
if applicable. Each provider shall have a valid NPI and Taxonomy, if applicable.

3.6 Ownership or Controlling Interest/Fraud and Abuse

Neither the Contractor nor any individual who has a controlling interest or who has a direct or
indirect ownership interest of five percent (5%) or more of the Contractor, nor any officer, director,
agent or managing employee (i.e., general manager, business manager, administrator, director or
like individual who exercises operational or managerial control over the Contractor or who directly
or indirectly conducts the day-to-day operation of the Contractor) is an entity or individual (1) who
has been convicted of any offense under Section 1128(a) of the Social Security Act (42 U.S.C.
§1320a-7(a)) or of any offense related to Fraud or obstruction of an investigation or a controlled
substance described in Section 1128(b)(1)-(3) of the Social Security Act (42 U.S.C. 81320a-7(b)(1)-
(3)); or (2) against whom a civil monetary penalty has been assessed under Section 1128A or 1129
of the Social Security Act (42 U.S.C. §1320a-7a; 42 U.S.C. §1320a-8); or (3) who has been
excluded from participation in a program under Title XVIIl, 1902(a)(39) and (41) of the Social
Security Act, Section 4724 of the BBA or under a Commonwealth health care program.

Contractor shall require by contract that neither any Provider of health care services in the
Contractor’s Network, nor any individual who has a direct or indirect ownership or controlling
interest of five percent (5%) or more of the Provider, nor any officer, director, agent or managing
employee (i.e., general manager, business manager, administrator, director or like individual who
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exercises operational or managerial control over the Provider or who directly or indirectly conducts
the day-to-day operation of the Provider) is an entity or individual (1) who has been convicted of
any offense under Section 1128(a) of the Social Security Act (42 U.S.C. 81320a-7(a)) or of any
offense related to Fraud or obstruction of an investigation or a controlled substance described in
Section 1128(b)(1)-(3) of the Social Security Act (42 U.S.C. 81320a-7(b)(1)-(3)); or (2) against
whom a civil monetary penalty has been assessed under Section 1128A or 1129 of the Social
Security Act (42 U.S.C. 81320a-7a; 42 U.S.C. §1320a-8); or (3) who has been excluded from
participation in a program under Title XVIII, 1902(a)(39) and (41) of the Social Security Act, Section
4724 of the BBA or under a Commonwealth health care program.

The Contractor shall certify its compliance with 42 C.F.R. 438.610(a), (b) and (c) and have
processes and/or procedures in place to ensure ongoing compliance throughout the life of the
Contract.

3.7 Compliance with Federal Law

A. The Contractor shall be prohibited from paying for an item or service (other than an emergency
item or service, not including items or services furnished in an emergency room of a hospital):
1. Furnished by any individual or entity during any period when the individual or entity is

excluded from participation under Title V, XVIII, or XX of the Social Security Act or Sections
1128, 1128A, 1156, or 1842(j)(2), [203] of the Social Security Act;

2. Furnished at the medical direction or on the prescription of a physician, during the period
when such physician is excluded from participation under title V, XVIII, or XX or pursuant
to Section 1128, 1128A, 1156, or 1842(j)(2) of the Social Security Act and when the person
furnishing such item or service knew, or had reason to know, of the exclusion (after a
reasonable time period after reasonable notice has been furnished to the person);

3. Furnished by an individual or entity to whom the Department has suspended payments
during any period when there is a pending investigation of a credible allegation of Fraud
against the individual or entity, unless the Department determines there is good cause not
to suspend such payments;

4. With respect to any amount expended for which funds may not be used under the Assisted
Suicide Funding Restriction Act of 1997;

5. With respect to any amount expended for roads, bridges, stadiums, or any other item or
service not covered under the Medicaid State Plan; or

6. For home health care services provided by an agency or organization, unless the agency
provides the state with a surety bond as specified in Section 1861(0)(7) of the Social
Security Act.

B. The Capitation Payment provided by this Contract shall not be paid to the Contractor if it could
be excluded from participation in Medicare or Medicaid for any of the following reasons:

1. The Contractor is controlled by a sanctioned individual;

2. The Contractor has a contractual relationship that provides for the administration,
management or provision of medical services, or the establishment of policies, or the
provision of operational support for the administration, management or provision of medical
services, either directly or indirectly, with an individual convicted of certain crimes as
described in Section 1128(b)(8)(B) of the Social Security Act;

3. The Contractor employs or contracts, directly or indirectly, for the furnishing of health care,
Utilization Review, medical social work, or administrative services, with one of the

following:
a. Any individual or entity excluded from participation in Federal health care
programs.
b.  Any entity that would provide those services through an excluded individual or
entity.

C. Prohibited Affiliations.
1. The Contractor shall not:
a. Knowingly have a director, officer, or partner who is (or is affiliated with a

45



person/entity that is) debarred, suspended, or excluded from participation in
federal healthcare programs;

b. Knowingly have a person with ownership of more than five percent (5%) of the
managed care entity’'s (MCE’s) equity who is (or is affiliated with a person/entity
that is) debarred, suspended, or excluded from participation in federal healthcare
programs; or

c. (Knowingly have an employment, consulting, or other agreement with an individual
or entity for the provision of MCE contract items or services who is (or is affiliated
with a person/entity that is) debarred, suspended, or excluded from participation in
federal healthcare programs.

2. The Contractor shall provide written disclosure to the Department of any director; officer;
partner; Subcontractor, Network Provider; individual or entity with an employment,
consulting, or other agreement; or any affiliation with a person or entity that is debarred,
suspended, or otherwise excluded from participating in procurement activities under the
Federal Acquisition Regulation or from participating in non-procurement activities under
regulations issued under Executive Order No. 12549 or under guidelines implementing
Executive Order No. 12549.

3. If the Department learns that the Contractor has a prohibited relationship with a person or
entity who is debarred, suspended, or excluded from participation in federal healthcare
programs, the Department shall notify CMS of the noncompliance; may continue this
Contract unless CMS directs otherwise; shall not renew or extend this Contract unless
CMS provides to the Department a written statement describing compelling reasons that
exist for renewing or extending the agreement.

D. The Contractor shall report to the Department and, upon request, to the Secretary of HHS, the
Inspector General of the HHS, and the U. S. Comptroller General a description of transactions
between the Contractor and a party in interest (as defined in Section 1318(b) of such Social
Security Act), including the following transactions: (i) Any sale or exchange, or leasing of any
property between the Contractor and such a party; (ii) Any furnishing for consideration of goods,
services (including management services), or facilities between the Contractor and such a
party, but not including salaries paid to employees for services provided in the normal course
of their employment; (iii) Any lending of money or other extension of credit between the
Contractor and such a party. The Contractor shall make any reports of transactions between
the Contractor and parties in interest that are provided to the Department, or other agencies
available to Enrollees upon reasonable request.

E. The Contractor shall disclose to the Department any persons or corporations with an ownership
or control interest in the Contractor that has direct, indirect, or combined direct/indirect
ownership interest of five percent (5%) or more of the Contractor’s equity; owns five percent
(5)% or more of any mortgage, deed of trust, note, or other obligation secured by the Contractor
if that interest equals at least five percent (5%) of the value of the Contractor’s assets; is an
officer or director of the Contractor organized as a corporation, or is a partner of the Contractor
organized as a partnership.

The disclosure shall contain: the name and address (The address for corporate entities must
include as applicable primary business address, every business location, and P.O. Box
address; date of birth and Social Security Number (in the case of an individual); other tax
identification number (in the case of a corporation); whether the control interest in the
Contractor or the Contractor's Subcontractor is related to another person with ownership or
control interest in the Contractor as a spouse, parent, child, or sibling; the name of any other
Medicaid provider or Fiscal Agent in which the person or corporation has an ownership or
control interest and the name, address, date of birth, and Social Security Number of any
managing employee of the Contractor.
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3.8 Pending or Threatened Litigation

All material threatened or pending litigation against the Contractor or its Affiliates has been
disclosed in writing to FAC prior to the Execution Date. For purposes of this Section, litigation is
material if a final finding of liability against the Contractor or its Affiliate(s), would create a substantial
likelihood that the Contractor’'s ability to perform its obligations under this Contract would be
significantly impaired. Any new material litigation filed against the Contractor or its Affiliates after
the Execution Date will be disclosed in writing to FAC within ten (10) Business Days of receipt by
the Contractor of notice new pending litigation. For purposes of this Section the term “litigation”
shall mean any formal judicial or administrative proceeding.

40 CONTRACTOR FUNCTIONS

4.1 Performance Standards

The Contractor shall perform or cause to be performed all of the Covered Services and shall
develop, produce and deliver to the Department all of the statements, reports, data, accounting,
Claims and documentation described and required by the provisions of this Contract, and the
Department shall make payments to the Contractor on a capitated basis as described in this
Contract. The Contractor acknowledges that failure to comply with the provisions of this Contract
may result in the Commonwealth taking action pursuant to Sections 39.1 through 39.13
“Remedies for Violation, Breach, or Non-Performance of Contract.” The Contractor shall meet
the applicable terms and conditions imposed upon Medicaid managed care organizations as set
forth in 42 United States Code Section 1396b(m), 42 C.F.R. 438 et seq., 907 KAR Title 17, other
related managed care regulations and the 1915 Waiver, as applicable.

4.2 Administration and Management

The Contractor shall be responsible for the administration and management of all aspects of the
performance of all of the covenants, conditions and obligations imposed upon the Contractor
pursuant to this Contract. No delegation of responsibility, whether by Subcontract or otherwise,
shall terminate or limit in any way the liability of the Contractor to the Department for the full
performance of this Contract.

The Contractor agrees that its administrative costs shall not exceed ten percent (10%) of the total
Medicaid managed care contract cost. Administrative costs are those costs consistent with DOI
annual financial filings that are included in the line for “GAQO” which is generally referred to as
General, Administrative, and Overhead expenses.

4.3 Delegations of Authority

If the Contractor delegates responsibilities to a Subcontractor, the Contractor shall ensure that the
subcontracting relationship and subcontracting document(s) comply with federal requirements,
including, but not limited to, compliance with the applicable provisions of 42 CFR 438.230(b) and
42 CFR 434.6. The Contractor shall ensure that the Subcontractor is in compliance with all
Medicaid laws and regulations including applicable subregulatory guidance and contract
provisions.

The Contractor shall oversee and remain accountable for any functions and responsibilities that it
delegates to any Subcontractor in compliance with 42 C.F.R. 438.230. Before any delegation, the
Contractor shall evaluate the prospective Subcontractor’s ability to perform the activities to be
delegated. If the Contractor delegates selection of providers to another entity, the Contractor retains
the right to approve, suspend, or terminate any provider selected by that Subcontractor.
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The Department has the right to approve or deny delegation to any Subcontractor.

See Section 6.0 “Subcontracts” for subcontracting requirements.

4.4  Approval of Department

The Contractor shall submit provider or Enrollee materials, information, or documents to the
Department and all such submissions will be reviewed by the Department (i) during Readiness
Review; (ii) within thirty (30) days for standard submissions or (iii) five (5) Business Days for
expedited submissions. The Contractor shall not use or distribute such materials with Enrollees or
Providers until such time that Department approval has been received.

Written material submitted to the Department for review and approval shall be considered received
for review beginning with the date that the Department acknowledges to the Contractor receipt of
the submission. Such acknowledgment may be demonstrated by evidence of a return receipt if
sent via U.S. Mail, a delivery receipt if sent via e-mail, or the signature of a Cabinet for Health and
Family Services employee taking receipt of the submission in the case of hand-delivery, including
overnight mail or courier delivery.

No materials will be considered approved unless such approval is sent to the Contractor in writing
by the Department.

General health education materials do not require prior approval by the Department. However, the
Contractor shall ensure such materials are in compliance with this Contract and state and federal
regulations and laws. The Contractor shall be subject to penalties for materials found to be non-
compliant as set forth in Appendix B “Remedies for Violation, Breach, or Non-Performance of
Contract.”

4.5 No Third Party Rights

This Contract does not, nor is it intended to, create any rights, benefits or interest to any Enrollee,
provider, PHO, provider network, Subcontractor, delegated Subcontractor, supplier, corporation,
partnership or other organization of any kind.

5.0 CONTRACTOR CONFORMANCE WITH APPLICABLE LAW, POLICIES AND PROCEDURES

5.1 Department Policies and Procedures

The Contractor shall comply with the applicable policies and procedures of the Department,
specifically including without limitation the policies and procedures for MCO services, and all
policies and procedures applicable to each category of Covered Services as required by the terms
of this Contract. In no instance may the limitations or exclusions imposed by the Contractor with
respect to Covered Services be more stringent than those specified in the applicable Department’s
policies and procedures without the approval of the Department. The Department shall provide
reasonable prior written notice to Contractor of any material changes to its policies and procedures,
or any changes to its policies and procedures that materially alter the terms of this Contract.

5.2 Commonwealth and Federal Law

At all times during the term of this Contract and in the performance of every aspect of this Contract,
the Contractor shall strictly adhere to all applicable federal and Commonwealth law (statutory and
case law), regulations and standards, in effect when this Contract is signed or which may come
into effect or which may be amended or repealed during the term of this Contract, except where
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5.3

waivers of said laws, regulations or standards are granted by applicable federal or Commonwealth
authority. In addition to the other laws specifically identified herein, the Contractor shall comply with
the Davis-Bacon Act and the Clean Air Act and Federal Water Pollution Control Act. The Contractor
agrees to comply with the terms of 45 C.F.R. 93 Appendix A, as applicable.

Any change mandated by the Affordable Care Act which pertains to Managed Care Organizations
(MCO) and/or Medicaid Services shall be implemented by the Contractor without amendment to
this Contract.

Nondiscrimination and Affirmative Action

During the performance of this Contract, the Contractor agrees as follows:

A.

The Contractor shall not discriminate against any employee or applicant for employment
because of race, religion, color, national origin, sex, sexual orientation, gender identity or age.
The Contractor further shall comply with the provision of the Americans with Disabilities Act
of 1990 (Public Law 101- 336), 42 USC 12101, and applicable federal regulations relating
thereto prohibiting discrimination against otherwise qualified disabled individuals under any
program or activity. The Contractor shall provide, upon request, needed reasonable
accommodations. The Contractor will take affirmative action to ensure that applicants are
employed and that employees are treated during employment without regard to their race,
religion, color, national origin, sex, age or disability. Such action shall include, but not be
limited to the following: employment, upgrading, demotion or transfer; recruitment or
recruitment advertising; layoff or termination; rates of pay or other forms of compensation; and
selection for training, including apprenticeship. The Contractor shall post in conspicuous
places, available to employees and applicants for employment, notices setting forth the
provisions of this nondiscrimination clause or its nondiscriminatory practices.

The Contractor shall, in all solicitations or advertisements for employees placed by or on
behalf of the Contractor; state that all qualified applicants will receive consideration for
employment without regard to race, religion, color, national origin, sex, sexual orientation,
gender identity, age or disability.

The Contractor shall send to each labor union or representative of workers with which they
have a collective bargaining agreement or other contract understanding, a notice advising the
said labor union or workers’ representative of the Contractor's commitments under this
Section, and shall post copies of the notice in conspicuous places available to employees and
applicants for employment. The Contractor shall take such action with respect to any
Subcontract or purchase order as FAC may direct as a means of enforcing such provisions,
including sanctions for noncompliance.

The Contractor shall comply with all applicable provisions and furnish all information and
reports required by Executive Order No. 11246 of September 24, 1965, as amended, and by
the rules, regulations and orders of the Secretary of Labor, or pursuant thereto, and will permit
access to their books, records and accounts by the administering agency and the Secretary
of Labor for purposes of investigation to ascertain compliance with such rules, regulations and
orders.

In the event of the Contractor's noncompliance with the nondiscrimination clauses of this
Contract or with any of the said rules, regulations or orders, this Contract may be canceled,
terminated or suspended in whole or in part and the Contractor may be declared ineligible for
further government contracts or federally-assisted construction contracts in accordance with
procedures authorized in Executive Order No. 11246 of September 24, 1965, as amended,
and such other sanctions may be imposed and remedies invoked as provided in or as
otherwise provided by law.

The Contractor shall include the provision of paragraphs (1) through (7) of Section 202 of
Executive Order No. 11246 in every Subcontract or purchase order unless exempted by rules,
regulations or orders of the Secretary of Labor, issued pursuant to Section 204 of Executive
Order No. 11246 of September 24, 1965, as amended, so that such provisions will be binding
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5.6

upon each Subcontractor or vendor. Monitoring of Subcontractor compliance with the
provisions of this Contract on nondiscrimination shall be accomplished during regularly
scheduled quality assurance audits. Any reports of alleged violations of the requirements of
this Section received by the Contractor, together with any suggested resolution of the alleged
violation proposed by the Contractor in response to the report, shall be reported to FAC within
five (5) Business Days. Following consultation with the Contractor, FAC shall advise the
Contractor of any further action it may deem appropriate in resolution of the violation. The
Contractor will take such action with respect to any Subcontract or purchase order as the
administering agency may direct as a means of enforcing such provisions including sanctions
for noncompliance; provided, however, that in the event the Contractor becomes involved in,
or is threatened with, litigation with a Subcontractor as a result of such direction by the agency,
the Contractor may request the United States to enter or intervene into such litigation to protect
the interests of the United States. The Contractor shall comply with Title IX of the Education
Amendments of 1972 (regarding education programs and activities), if applicable.

Employment Practices

The Contractor agrees to comply with each of the following requirements and to include in any
Subcontracts that any Subcontractor, supplier, or any other person or entity who receives
compensation pursuant to performance of this Contract, a requirement to also comply with the
following laws:

Title VI of the Civil Rights Act of 1964 (Public Law 88-352);

Title 1X of the Education Amendments of 1972 (regarding education, programs and activities);
The Age Discrimination Act of 1975;

The Rehabilitation Act of 1973;

Rules and regulations prescribed by the United States Department of Labor in accordance
with 41 C.F.R. Parts 60-741; and

Regulations of the United States Department of Labor recited in 20 C.F.R. Part 741, and
Section 504 of the Federal Rehabilitation Act of 1973 (Public Law 93-112).

moow»
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Governance

The Contractor shall have a governing body. The governing body shall ensure adoption and
implementation of written policies governing the operation of the Contractor's plan. The
administrator or executive officer who oversees the day-to-day conduct and operations of the
Contractor shall be responsible to the governing body. The governing body shall meet at least
quarterly, and shall keep a permanent record of all proceedings available to the Cabinet, FAC,
and/or CMS upon request. The Contractor shall have written policies and procedures for governing
body elections detailing, at a minimum, the following: how board members will be elected; the
length of the term for board members; filling of vacancies; and notice to Enrollees.

Access to Premises

The State, CMS, HHS Office of the Inspector General, the Comptroller General, and their
designees may, at any time, inspect and audit any records or documents of the Contractor, or its
Subcontractors, and may, at any time, inspect the premises, physical facilities, and equipment
where Medicaid-related activities or work is conducted. The right to audit under this section exists
for ten (10) years from the final date of the contract period or from the date of completion of any
audit, whichever is later.

The Contractor shall provide computer access in the event an audit, inspection, investigation or
other on-site visit is conducted. The Contractor shall provide log-in credentials in order to access
Contractor’s Claims and customer service systems on a read-only basis. The Contractor shall
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provide access to a locked space and office security credentials for use during business hours. All
access under this Section shall comply with HIPAA’s minimum necessary standards and any other
applicable Commonwealth or federal law.

In addition, upon reasonable notice, the Contractor shall allow duly authorized agents or
representatives of the Commonwealth or federal government or the independent External Quality
Review Organization (EQRO) access to the Contractor’s premises during normal business hours,
and shall cause similar access or availability to the Contractor's Subcontractors’ premises to
inspect, audit, investigate, monitor or otherwise evaluate the performance of the Contractor and/or
its Subcontractors. The Contractor and/or Subcontractors shall forthwith produce all records,
documents, or other data requested as part of such review, investigation, or audit.

In the event right of access is requested under this Section, the Contractor or Subcontractor shall
provide and make available staff to assist in the audit or inspection effort, and provide adequate
space on the premises to reasonably accommodate the Commonwealth, federal, or external quality
review personnel conducting the audit, investigation, or inspection effort. All inspections or audits
shall be conducted in a manner as will not unduly interfere with the performance of the Contractor’s
or Subcontractors’ activities. The Contractor shall have twenty (20) Business Days to respond to
any findings of an audit performed by FAC, the Department or their agent before the findings are
finalized. The Contractor shall cooperate with FAC, the Department or their agent as necessary to
resolve audit findings. All information obtained will be accorded confidential treatment as provided
under applicable laws, rules and regulations.

5.7 Waivers, State Innovation Models or Other Federal Initiatives

The Contractor shall participate, upon the Department’s request, in any federal waivers, grant
initiatives or awards or other program changes that develop, plan, create or implement any model
that includes but is not limited to integration of behavioral health and physical health, improve health
care delivery, reform payment, require Enrollee engagement or improve population health
outcomes. Such support may include but not be limited to collaboration with the Department and
its designees in developing and implementing the identified initiatives and models, providing data
or other information to inform planning and development of initiatives and models, and
implementation of programmatic changes and innovations to support implementation of the
initiatives and models. The Contractor shall provide reporting and data as determined or requested
by the Department.

6.0 SUBCONTRACTS

6.1 Requirements

The Contractor may, with the approval of the Department, enter into Subcontracts for the provision
of various Covered Services to Enrollees or other services that involve risk-sharing, medical
management, or otherwise interacting with an Enrollee or Provider, except the Contractor shall not
enter into any Subcontract with Subcontractors outside of or that would be providing any services
outside the United States. All subcontractors shall have and maintain Kentucky specific expertise
in each content area for which they are providing services.

Subcontractors must be eligible for participation in the Medicaid program, pursuant to federal and
state regulations. The Contractor shall evaluate each prospective Subcontractor’s ability to perform
the proposed delegated activities. The Contractor shall execute a written contractual agreement
(Subcontract) between the Contractor and Subcontractor that is in a form and has content approved
by the Department. Furthermore, the Contractor shall submit any change in terms or scope of a
Subcontract, notice of suspension or termination of a Subcontract to the Department for review and
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approval. The Contractor shall submit for review to the Department a listing of Subcontractors who
will support this Contract, a description and role of each Subcontractor, detail listing of services
provided, all locations of operation including disclosure of any and all operations outside the United
States, and a template agreement of each type of such Subcontract referenced herein. The
Department may approve, approve with modification, or reject the templates if they do not satisfy
the requirements of this Contract. In determining whether the Department will impose conditions or
limitations on its approval of a Subcontract, the Department may consider such factors as it deems
appropriate to protect the Commonwealth and Enrollees, including but not limited to, the proposed
Subcontractor’s past performance. In the event the Department has not approved a Subcontract
referenced herein prior to its scheduled effective date, the Contractor agrees to execute said
Subcontract contingent upon receiving the Department’s approval. No Subcontract shall in any way
relieve the Contractor of any responsibility for the performance of its duties pursuant to this Contract
including the processing of Claims.

The Department’s review shall ensure that all Subcontract template agreements include the
following information and related requirements, at a minimum and as applicable to the given
Subcontract:

A. ldentify the population covered by the Subcontract;

B. Specify the amount, duration and delegated scope of services and reporting responsibilities
of the Subcontractor, including specification that the Subcontractor shall provide information
and data with the level of detail and on a timeline specified by the Contractor and Department;

C. Require participation in meetings with the Department by staff as requested by the
Department;

D. Require ongoing and ad hoc reporting to the Department as defined and upon request. Include
a statement that the Department shall have unlimited but not exclusive rights to use, disclose,
or duplicate, for any purpose whatsoever, all information and data developed, derived,
documented, or furnished by the Subcontractor resulting from this Contract. However, the
Department shall not disclose proprietary information that is afforded confidential status by
state or federal regulations;

E. Specify that the Subcontractor shall support the Contractor and the Department, upon request,
in responding to legislative or other stakeholder requests. Support may include provision of
data or other information, participation in drafting of materials or reports, or attendance in
required meetings or other forums;

F. Specify that all materials developed by the Subcontractor specific to this Contract shall include
the name and logo of each Contractor for which the material is applicable. The Subcontractor
shall not publish materials that are used for more than one Contractor without each Contractor
being identified on the materials;

G. Include a requirement that data and information about Covered Services and Enrollees as
applicable to this Contract 1) cannot be held as proprietary unless agreed to by the
Department and 2) must be made available to the Department;

H. For Subcontractors that will contract with Providers, specify the following:

1. Use of only Medicaid enrolled providers in accordance with this Contract;

2. Inclusion of all requirements set forth in Appendix C. “Required Standard Provisions
for Network Provider Contracts”; and

3. Requirements to follow required policies and processes for credentialing conducted by
the Credentialing Verification Organization (CVO);

I. Specify that a Subcontractor with NCQA/URAC or other national accreditation shall provide
the Contractor with a copy of its’ current certificate of accreditation together with a copy of the
survey report;

J. Provide full disclosure of the method of compensation or other consideration to be received
from the Contractor;

K. Contain no provision that provides incentives, monetary or otherwise, for the withholding from
Enrollees of Medically Necessary Covered Services;

L. Contain a prohibition on assignment, or on any further subcontracting, without the prior written
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Z.

consent of the Department;

Contain an explicit provision that the Commonwealth is the intended third-party beneficiary of
the Subcontract and, as such, the Commonwealth is entitled to all remedies entitled to third-
party beneficiaries under law;

Specify that the Subcontractor where applicable, agrees to timely submit Encounter Records
in the format specified by the Department so that the Contractor can meet the specifications
required by this Contract;

Incorporate all provisions of this Contract to the fullest extent applicable to the service or
activity delegated pursuant to the Subcontract, including without limitation, the obligation to
comply with all applicable federal and Commonwealth law and regulations, including but not
limited to, KRS 205.8451-8483, all rules, policies and procedures of FAC and the Department,
applicable subregulatory guidance and contract provisions, and all standards governing the
provision of Covered Services and information to Enrollees, all QAPI requirements, all record
keeping and reporting requirements, all obligations to maintain the confidentiality of
information, all rights of FAC, the Department, the Office of the Inspector General, the Attorney
General, Auditor of Public Accounts and other authorized federal and Commonwealth agents
to inspect, investigate, monitor and audit operations, all indemnification and insurance
requirements, and all obligations upon termination;

Require participation in readiness reviews as requested by the Department, including
submission of requested materials, participation in meetings, and onsite reviews;

Provide for Contractor to conduct ongoing monitoring of the Subcontractor’s performance of
the full scope of required services and the quality of services rendered to Enrollees in
accordance with the terms of this Contracts, including those with accreditation. The
Subcontract shall include the frequency and method of reporting to the Contractor; the process
by which the Contractor evaluates the Subcontractor’'s performance; requirement for formal
review according to a periodic schedule consistent with industry standards, but no less than
annually. As requested, the Contractor shall provide results of the review to the Department;
Provide a process for the Subcontractor to identify deficiencies or areas of improvement, and
any necessary corrective action. If the Contractor identifies deficiencies or areas for
improvement, the Contractor and the Subcontractor shall take corrective action. The
Contractor shall inform the Department of any required corrective actions related to Covered
Services, Enrollees, or providers. The Department will determine frequency of required
updates on progress of implementation of the corrective actions;

Specify the right of the state, CMS, HHS Inspector General, the Comptroller General or their
designee to audit, evaluate and inspect any books, records, contracts, computer or other
electronic systems of the Subcontractor, or of the Subcontractor’s contractor, that pertain to
any aspect of services and activities performed, determination of amounts payable under the
MCQO’s contract with the State, or for reasonable possibility of Fraud or similar risk;

Specify the Subcontractor will make its premises, physical facilities, equipment, books,
records, contracts, computer or other electronic systems relating to Medicaid Enrollees
available;

The right to audit through ten (10) years from the final date of the contract period or from the
date of completion of any audit, whichever is later;

Requirement that Subcontractors notify the Contractor throughout the Contract Term of any
new or existing litigation;

. Specify the remedies up to, and including, revocation of the Subcontract available to the

Contractor if the Subcontractor does not fulfill its obligations. The Subcontractor shall also be
subject to penalties as set forth in Appendix B “Remedies for Violation, Breach, or Non-
Performance of Contract.”

Contain provisions that suspected Fraud and Abuse be reported to the Contractor.
Requirements that provide for revocation of the delegation or imposition of other sanctions if
the Subcontractor’s performance is inadequate and if the Subcontractor does not provide data
or information upon request;

A statement that the Subcontract may be terminated by the Contractor for convenience and
without cause upon a specified number of days written notice; and

AA. Specify procedures and criteria for extension, renegotiation and termination.
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The Contractor shall notify the Department in writing of the status of all Subcontractors on a
quarterly basis and of the suspension or termination of any approved Subcontractors within ten
(10) days following suspension or termination. All approvals required by this section are subject to
Section 4.4 “Approval of Department.”

6.2 Subcontractor Indemnity

Except as otherwise provided in this Contract, all Subcontracts between the Contractor and its
Subcontractors, shall contain an agreement by the Subcontractor to indemnify, defend and hold
harmless the Commonwealth, its officers, agents, and employees, and each and every Enrollee
from any liability whatsoever arising in connection with this Contract for the payment of any debt of
or the fulfillment of any obligation of the Subcontractor.

Each such Subcontractor shall further covenant and agree that in the event of a breach of the
Subcontract by the Contractor, termination of the Subcontract, or Insolvency of the Contractor,
each Subcontractor shall provide all services and fulfill all of its obligations pursuant to the
Subcontract for the remainder of any month for which the Department has made payments to the
Contractor, and shall fulfill all of its obligations respecting the transfer of Enrollees to other
Providers, including record maintenance, access and reporting requirements all such covenants,
agreements, and obligations of which shall survive the termination of this Contract and any
Subcontract.

6.3 Disclosure of Subcontractors

The Contractor shall inform the Department of any Subcontractor providing Covered Services for
which the Subcontractor contracts a subcontractor in any transaction or series of transactions, in
performance of any term of this Contract. As set forth in Section 6.1 “Requirements,” such
arrangements require prior written consent of the Department.

6.4 Remedies

FAC and the Department shall each have the right to invoke against any Subcontractor any remedy
set forth in this Contract, including the right to require the termination of any Subcontract, for each
and every reason for which it may invoke such a remedy against the Contractor or require the
termination of this Contract.

6.5 Capitation Agreements

The Contractor shall notify the Department of any “Capitation” agreement, including agreement
changes or updates, with Subcontractors or Providers that includes the assumption of risk by the
Subcontractor or Provider. The notification shall include the name of the entity, the scope of the
risk, the contracting amount, and how the entity in turn pays its Subcontractors or Providers for
providing Covered Services. The Contractor shall submit monthly reports of Capitation Payments
made to Subcontractors, such as but not limited to a vision or pharmacy benefit manager or
Providers such as Primary Care Physicians. The Contractor shall mark records it considers
proprietary as such and shall defend such classification in the event an Open Records request is
made concerning the proprietary record.
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7.0

7.1

7.2

7.3

7.4

CONTRACT TERM

Term

The term of the Contract shall be for the period July 1, 2020 through December 31, 2025. This
Contract may be renewed for five (5) additional two (2) year periods upon the mutual agreement of
the Parties. Such mutual agreement shall take the form of an addendum to the Contract under
Section 40.3 “Amendments.” The Contractor shall give notice to the Commonwealth at least
sixty (60) days before the end of any annual term if the Contractor does not intend to renew the
Contract. The Department shall use its best efforts to provide rates for renewal terms at least ninety
(90) days prior to the expiration of the current term, unless the Department elects not to renew the
Contract hereunder.

Vendors shall not be eligible to accept Medicaid Enrollees or receive monthly capitated rate
payments prior to meeting all Readiness Review and Network Adequacy requirements. Awarded
Vendor(s) are to meet these requirements no later than April 1, 2020. Failure to meet the
requirements by this date may result in cancellation of the awarded contract. At the end of the
contract, the vendor shall provide all agency data in a form that can be converted to any subsequent
system of the agency’s choice. The vendor shall cooperate to this end with the vendor of the
agency’s choice, in a timely and efficient manner.

The Commonwealth reserves the right not to exercise any or all renewal options. The
Commonwealth reserves the right to extend the Contract for a period less than the length of the
above-referenced renewal period if such an extension is determined by FAC and the Department
to be in the best interest of the Commonwealth and agreed to by the Contractor.

The Commonwealth reserves the right to renegotiate any terms and/or conditions as may be
necessary to meet requirements for the renewal period. In the event proposed terms or conditions
cannot be agreed upon, subject to the notices above, either party shall have the right to withdraw
without prejudice from exercising the option for a renewal.

Effective Date

This Contract is not effective and binding until approved by the Commonwealth of Kentucky.
Payment under this Contract is contingent upon approval by CMS of any Waiver Amendment, State
Plan Amendment and this Contract.

Social Security

The parties are cognizant that the Commonwealth is not liable for Social Security contributions
pursuant to 42 U.S. Code Section 418, relative to the compensation of the Contractor for this
Contract.

Contractor Attestation

The Chief Executive Officer (CEO), the Chief Financial Officer (CFO) or Designee shall attest to
the best of their knowledge to the truthfulness, accuracy, and completeness of all data submitted
to the Department at the time of submission. This includes Encounter data or any other data in
which the contractor paid Claims.
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8.0

8.1

9.0

9.1

READINESS REVIEW

Prerequisite to Enrolling Enrollees

The Department reserves the right to conduct a thorough readiness review prior to the enroliment
of Medicaid Enrollees with the Contractor and its Subcontractors to ensure the Contractor and its
Subcontractors are able and prepared to perform all administrative functions and to provide high
quality services to Enrollees. Readiness reviews may include desk reviews of materials, policies,
and procedures; systems demonstrations; onsite reviews; and interviews of staff. The Department
reserves the right to also conduct onsite reviews in Subcontractor facilities. Specifically, the
Department will assess the Contractor’s ability and readiness to, at a minimum, meet the
requirements set forth in the Contract, Commonwealth requirements, and federal requirements
outlined in 42 C.F.R. 438.66.

The Department will designate a multi-disciplinary readiness review team, which may include DMS
staff, sister agency representatives, and contract staff. The Department will establish and provide
to the Contractor the timeline for conduct of the readiness reviews, including Contractor
requirements. The Contractor and its Subcontractors shall meet all required timelines for
submission of requested materials and deliverables to the Department, be responsive to questions
within designated timeframes, and provide adequate space and facilities for conduct of onsite
reviews. The Contractor shall include all staff and Subcontractor representatives in readiness
review meetings or onsite reviews as identified and requested by the Department.

The Department will provide the Contractor with a summary of findings and identified areas
requiring remedial attention or corrective action. The Contractor shall develop a plan and relevant
timelines for addressing the identified issues. The Department may conduct follow up reviews to
assess the effectiveness of the Contractor’s implemented plan and subsequent readiness.

A Contractor’s failure to pass the readiness review or to cure the deficiencies through remedial
attention or correction action may result in the assessment and payment of liqguidated damages
against the Contractor, delayed operations or Enrollment, and/or immediate Contract termination
pursuant to Section 39.11 “Termination for Default.”

The Department reserves the right to conduct readiness reviews at any point during the Contract
Term based on implementation of programmatic or regulatory changes that result in operational
changes deemed to be material by the Department.

ORGANIZATION AND COLLABORATION

Office in the Commonwealth

The Contractor shall establish and maintain an office within Kentucky, no more than eighty (80)
Miles from 275 East Main Street, Frankfort, Kentucky. Such office shall be established within ninety
(90) days of Contract Execution and, at a minimum, the Contractor shall locate the Executive Team
in this office.

The Contractor shall also staff the following positions or equivalent to be located in and operate
from within the State:

Enrollee Services;

Provider Services, including Provider Relations, Network Development and Enroliment;
Population Health Management staff

Utilization Management Director

Enrollee and Provider Complaint, Grievance, and Appeal Coordinator(s)

moow»

56



F. QAPI Coordinator
G. Program Integrity Coordinator

The Contractor may opt to locate other functions outside of an eighty (80) mile radius of Frankfort,
Kentucky, but shall locate such functions within the United States. The Contractor shall not provide
services or functions under this Contract that are located outside of the United States. Additionally,
no Claims paid by the Contractor to a Network Provider, Out-of-Network Provider, Subcontractor,
or financial institution located outside of the United States shall be considered in the development
of actuarially-sound Capitation Rates.

The Contractor may Subcontract for any functions with Department approval as set forth in Section
6.0 “Subcontracts.” The Contractor shall set clear expectations that the Subcontractor is a
representative of the Contractor in performance of this Contract, and the structure of the
relationship and reporting lines must be clearly defined. All Subcontractors shall meet appropriate
licensing and contract requirements specified in applicable State and Federal laws and regulations.

9.2 Administration/Staffing

The Contractor shall directly or indirectly provide staffing of qualified individuals for the necessary
functions and positions in a sufficient number to adequately provide for the Contractor’s operational
responsibilities and to support enroliment or projected enroliment. Responsibility for the functions
or staff positions may be combined or divided among departments, individuals, or Subcontractors
unless otherwise specified. .

The Contractor’s Executive Team members are considered key personnel capable and responsible
for oversight of all Contractor operations for the Kentucky account and shall have the below
minimum responsibilities. All key personnel shall be dedicated full-time to this Contract and shall
be available to meet at the Department’s requested location within twenty-four (24) hours’ notice
from the Department. Should the Contractor designate additional key personnel to serve as part of
its Executive Team, such individuals are subject to all requirements in this Contract specific to key
personnel unless otherwise approved in writing by the Department. The Contractor shall staff the
following Executive Team members or equivalents:

A. A Chief Executive Officer (CEQO), Chief Operating Officer (COQ), or equivalent who shall be a
full-time administrator with clear authority over the general administration and implementation
of the requirements detailed in the Contract.

B. A Chief Financial Officer who shall oversee the budget and accounting systems implemented
by the Contractor.

C. A Chief Compliance Officer who shall maintain current knowledge of Federal and State
legislation, legislative initiatives, and regulations relating to Contractors, and oversee the
Contractor’'s compliance with the laws and requirements of the Department. The Chief
Compliance Officer shall also serve as the primary contact for and facilitate communications
between Contractor leadership and the Department relating to Contract compliance issues.
The Chief Compliance Officer shall also oversee Contractor implementation of and evaluate
any actions required to correct a deficiency or address noncompliance with Contract
requirements as identified by the Department.

D. A Medical Director who shall be a physician licensed to practice in Kentucky. The Medical
Director shall oversee the Contractor’s clinical functions and the Medically Frail portion of
Kentucky HEALTH and be actively involved in all major health programs of the Contractor. All
clinical directors, including those employed by Subcontractors, shall report to the Medical
Director for all responsibilities of this Contract. The Medical Director shall also be responsible
for treatment policies, protocols, Quality Improvement activities, Population Health
Management activities, and Utilization Management decisions and devote sufficient time to
ensuring timely medical decisions. The Medical Director shall also be available for after-hours
consultation, if needed.
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E. A Pharmacy Director licensed in Kentucky who shall coordinate, manage and oversee the
provision of pharmacy services to Enrollees.

F. A Dental Director licensed to practice dentistry in Kentucky. The Dental Director shall be
actively involved in all oral health programs of the Contractor and devote sufficient time to
ensuring timely oral health decisions. The Dental Director shall also be available for after-
hours consultation, if needed.

G. A Behavioral Health Director who shall be a behavioral health practitioner licensed in Kentucky
and actively involved in all programs or initiatives relating to behavioral health. The Behavioral
Health Director shall also coordinate efforts to provide Behavioral Health Services by the
Contractor or any behavioral health Subcontractors.

H. A Provider Network Director who shall be responsible for oversight of Provider Services and
Provider Network Development. The Provider Network Director shall provide oversight of
required coordination with the Department's contracted Credentialing Verification
Organization(s) (CVOs). The Provider Network Director shall also coordinate workforce
development initiatives conducted by the Contractor and collaboratively with the Department
and other contracted MCOs.

I. A Quality Improvement Director who shall be responsible for the operation of the Contractor’s
Quality Improvement Program.

J. A Population Health Management Director who shall be responsible for coordination and
oversight of the Population Health Management (PHM) Program and services.

The Contractor shall also ensure that it has the appropriate, qualified staff to fill the below roles
and positions, or the equivalents, as well as others identified by the Contractor as necessary to
fully support Contract implementation and ongoing operations.

A. A Management Information System Director who shall oversee, manage and maintain the
Contractor Management Information System (MIS).

B. Enrollee Services Manager and staff to coordinate all communications with Enrollees and to
advocate for Enrollees. The Contractor shall provide sufficient Enrollee Services staff to
respond in a timely manner to Enrollees seeking prompt resolution of problems or inquiries.

C. Provider Services Manager and staff to coordinate network development and all
communications with Contractor Providers, Out of Network Providers as applicable, and
Subcontractors who are involved in clinical services. The Contractor shall provide sufficient
Provider Services staffing ratios to support network development, communications and
education and to respond in a timely manner to Providers seeking prompt resolution of
problems or inquiries.

D. Claims Processing staff to ensure the timely and accurate processing of Claims, including
original Claims, corrected Claims, and re-submissions, and the overall adjudication of Claims,
including the timely and accurate submission of Encounter data.

E. A Utilization Management Director who shall be responsible for the operation of the
Contractor’s Utilization Management Program and any Subcontractors of the Contractor
performing services relevant to Utilization Management.

F. An Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Coordinator who shall
coordinate and arrange for the provision of EPSDT services and EPSDT special services for
Enrollees.

G. A Guardianship Liaison who shall serve as the Contractor's primary liaison for meeting the
needs of Enrollees who are adult guardianship clients.

H. A Program Integrity Coordinator to serve as the single point of contact with the Department
whose job duties are dedicated exclusively to the coordination, management, and oversight
of the Contractor’'s Program Integrity unit to reduce Fraud, Waste and Abuse of Medicaid
services within Kentucky. The Coordinator shall facilitate timely response to Department
requests for information.

The Contractor shall ensure that all staff, Providers and Subcontractors have appropriate training,
education, credentials, experience, liability coverage and orientation to fulfill the requirements of
their positions. The Contractor warrants and represents that all persons assigned to perform work
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under this Contract shall have the necessary credentials to perform the work herein. The Contractor
shall ensure that all personnel involved in activities that involve clinical or medical decision making
have a valid, active, and unrestricted license to practice in the Commonwealth of Kentucky. On at
least an annual basis, the Contractor and its Subcontractors will verify that applicable staff have all
necessary current licenses that are in good standing and will provide a list to the Department of
licensed staff and current licensure status.

The Contractor shall comply with all staffing/personnel obligations, including but not limited to
those pertaining to security, health, and safety issues.

The Contractor shall submit the following to the Department for approval within thirty (30) days of

signing the Contract, annually, prior to material revisions and upon request by the Department:

A. A detailed staffing plan that includes activities the Contractor will conduct to fill any staffing
needs to have sufficient support for Contract implementation and ongoing operations. The
staffing plan must provide timelines for conduct of activities and for filling all staff positions.

B. A current organizational chart depicting all functions including mandatory functions, number of
employees in each functional department and key managers responsible for the functions.

C. Job descriptions and required qualifications, and a description of the qualifications of each
individual with key management responsibility for any mandatory function.

The Contractor shall notify the Department and FAC in writing of any change in the Executive
Management key personnel, department managers, and point of contact for this Contract within
three (3) Business Days of the Contractor learning of a change, including a change in duties or
time commitments, resignation, or of the Contractor notifying an individual of planned changes for
the key position (e.g., promotion, termination). The Commonwealth reserves the right to approve
or disapprove all key personnel (initial or replacement) prior to their assignment to this Contract.

9.3 Monthly Meetings

The Contractor's Pharmacy Director, Medical Director, Quality Improvement Director, Population
Health Management Director, Utilization Management Director, Dental Director and Behavioral
Health Director, their designees, or other Contractor staff as requested by the Department shall
meet in separate or joint monthly meetings with the Department, and other contracted MCOs like
personnel to collaborate on issues, ideas and innovations for the efficient and economical delivery
of quality services to the Enrollees. Sister agencies or other entities may also be included in
meetings as deemed appropriate by the Department.

Meetings will be used to consider issues such as opportunities to improve health outcomes of
Enrollees, addressing social determinants of health, and efforts for population health management.
The Contractor shall be prepared to present best practices for topics identified by the Department
as requested. Such meetings shall be conducted in compliance with applicable federal antitrust
laws. The Department will establish the schedule for the meetings and may increase, cancel or
reduce the meetings, as needed, with prior notice to the Contractor.

10.0 CAPITATION PAYMENT INFORMATION

10.1 Monthly Payment

On or before the eighth (8") day of each month during the term of this Contract, the Department
shall remit to the Contractor the Capitation Payment specified in Appendix A “Capitation
Payment Rates” (subject to approval of the rates by CMS) for each Enrollee determined to be
enrolled for the upcoming month. The Contractor shall reconcile the Capitation Payment against
the HIPAA 820. The Contractor shall receive a full month’s Capitation Payment for the month in
which enrollment occurs except for an Enrollee enrolled based on a determination of eligibility due
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to being unemployed in accordance with 45 C.F.R. 233.100. The monthly Capitation Payment for
such an Enrollee shall be pro-rated from the date of eligibility based on unemployment. The
Commonwealth’s payment shall conform to KRS 45A.245. Payments are contingent upon the
availability of appropriated funds.

The Department reserves the right, if needed, to delay the monthly payment due on or before June
8 to on or before July 8 or the next Business Day following July 8. If such delay is contemplated,
the Department shall give notice of such intent forty-five (45) days before June 8. Whether or not
the Department exercises its right to delay the June Capitation Payment, the payment of all other
monthly Capitation Payments shall be made on or before the eighth (8") day of the month in which
it is due.

10.2 Payment in Full

The Contractor shall accept the Capitation Payment and any adjustments made pursuant to
Section 11.2 “Rate Adjustments” of this Contract from the Department as payment in full for all
services to be provided pursuant to this Contract and all administrative costs associated with
performance of this Contract. Enrollees shall be entitled to receive all Covered Services for the
entire period for which the Department has made payment. Any and all costs incurred by the
Contractor in excess of the Capitation Payment shall be borne in full by the Contractor. Interest
generated through investment of funds paid to the Contractor pursuant to this Contract shall be the
property of the Contractor to use for eligible expenditures under this Contract. The Contractor and
Department acknowledge that contracts for Medicaid capitated rates and services are subject to
approval by CMS.

The Contractor may pursue any unpaid Capitation Payment thirty (30) Business Days after when
due from the Commonwealth in accordance with KRS 45A.245.

The Contractor shall report to the Department within sixty (60) calendar days when it has identified
Capitation Payments or other payments in excess of amounts specified in this Contract in
accordance with 42 C.F.R. 438.608(c)(3).

10.3 Payment Adjustments

The Monthly Capitation Payments shall be adjusted for a period not to exceed twenty-four (24)
months prior to the Monthly Capitation Payment to reflect corrections to the Enrollee Listing Report.
Payments will be adjusted to reflect the automatic enrollment of eligible newborn infants. At such
time that Kentucky HEALTH is live, a delivery payment will be paid on the eighth (8") day of the
month for the previous month’s claims. Claims for payment adjustments shall be deemed to have
been waived by the Contractor if a payment request is not submitted in writing within twelve (12)
months following the month for which an adjustment is requested. Waiver of a claim for payment
shall not release the Contractor of its obligations to provide Covered Services pursuant to the
Contract.

In the event that an Enrollee is eligible and enrolled, but does not appear on the Enrollee Listing
Report, the Contractor may submit a payment adjustment request. The Contractor shall submit the
request in accordance with Appendix D “Reporting Requirements and Reporting
Deliverables” for automated reporting requirements.

In the event that an Enrollee is eligible and enrolled and the Contractor believes the Capitation
Payment was in error due to underpayment, overpayment, or duplicate payment, the Contractor
may submit a payment adjustment request. The Contractor shall submit the request in accordance
with Appendix D “Reporting Requirements and Reporting Deliverables” for automated
reporting requirements.
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In the event that an Enrollee does not appear on the Enrollee Listing Report, but the Department
has paid the Contractor for an Enrollee, the Department may request and obtain a refund of, or it
may recoup from subsequent payments, any payment previously made to the Contractor.

In the event an Enrollee appears on the Enrollee Listing Report but is determined to be ineligible,
the Department may request and obtain a refund of, or it may recoup from subsequent payments,
any payment previously made to the Contractor. In such instances, for each Enrollee that is
determined to be ineligible, the Contractor may recover payment from any Provider who rendered
services to Enrollee during the period of ineligibility. The entity to which the Enrollee is retroactively
added shall assume responsibility for payment of any services provided to Enrollees during the
period of adjusted eligibility.

For cases involving Enrollee ineligibility due to Fraud, Waste, and Abuse, the Department shall only
recoup the Capitation amount and the Contractor shall establish procedures pursuant to Section
10.4 “Contractor Recoupment from Enrollee for Fraud, Waste and Abuse” to recover paid
Claims. Any adjustment by the Department hereunder for retroactive Disenrollment of Enrollees
shall not exceed twelve (12) months from the effective date of Disenrollment.

10.4 Contractor Recoupment from Enrollee for Fraud, Waste and Abuse

If permitted by state and federal law, the Contractor shall request a refund from the Enrollee for all
paid Claims in the event the Department has established that the Enrollee was not eligible to be
enrolled through an administrative determination or adjudication of Fraud. The Contractor shall,
upon receipt of a completed OIG investigation of a Contractor’s Enrollee that calls for administrative
recoupment, send a request letter to Enrollee seeking voluntary repayment of all Claims paid by
the Contractor on behalf of Enrollee during time period Enrollee was found to be ineligible to receive
services. The request letter shall include the following as provided by the Department: the reason
for the Enrollee’s ineligibility, time period of ineligibility, and amount paid during the period of
ineligibility. The Contractor shall report, on a monthly basis, to the Commonwealth any monies
collected from administrative request letters during the previous month and provide a listing of all
administrative request letters sent to Enrollees(s) during the previous month. The Contractor is
only required to mail the initial letter to the Enrollee requesting repayment of funds and accept
repayment on behalf of the Department. The Contractor is not required to address any due process
issues should those arise. The Contractor shall work with Department’s agent to obtain monies
collected through court ordered payments. Any outstanding payments not collected within six (6)
months shall be subject to be collected by the Commonwealth and shall be maintained by the
Commonwealth. The foregoing provisions shall be construed to require Contractor’s reasonable
cooperation with the Commonwealth in its efforts to recover payments made on behalf of ineligible
persons, and shall not create any liability on the part of the Contractor to reimburse amounts paid
due to Fraud that the Contractor has been unable to recover.

11.0 RATE COMPONENT

11.1 Calculation of Rates

The Capitation Rates are established in accordance with 42 C.F.R. 438. The Capitation Rates are
attached as Appendix A “Capitation Payment Rates” and shall be deemed incorporated into this
Contract and shall be binding to the Contractor and the Department, subject to CMS’ approval. If
CMS fails to approve any component of the rates, the Capitation Payment rates shall be adjusted
to reflect that disapproval or failure to approve. DMS will work with its actuaries to develop and
certify new rates to CMS for approval. Those new rates, shall be reconciled retroactively to the
beginning of the rate period certified to CMS.
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11.2 Rate Adjustments

Prospective adjustments to the rates may be required if there are mandated changes in Medicaid
services to the managed care population provided through this Contract as a result of legislative,
executive, regulatory, or judicial action. Changes, including programmatic changes, applicable to
this Contract mandated by state or federal legislation, or executive, regulatory or judicial mandates,
shall take effect on the dates specified in the legislation or mandate. In the event of such changes,
any rate adjustments shall be made through the Contract amendment process.

The Contractor is free to negotiate provider rates and methodologies that are tied to Medicaid fee-
for-service reimbursement, but such ties shall not be considered to have any direct impact on rates.
Changes to fee-for-service provider reimbursement rates or methodologies which may be
mandated by legislative, executive, regulatory or judicial action shall not be considered as an
impact to the Contractor that must be considered in setting and/or adjusting rates unless those
changes are explicitly required under this Contract.

11.3 Health Insurers’ Premium Fee under the ACA

The Health Insurers’ premium Fee (HIF) under the ACA is due in September each year based on
the preceding calendar year premiums each year unless otherwise modified. If the Contractor is or
will be subject to the health insurer’s premium fee for the Capitation Payments being made under
this or a previously existing Managed Care Contract with the Commonwealth, the Commonwealth
shall compensate the Contractor for that fee and for any federal taxes resulting from such
compensation. To facilitate this payment, the Contractor shall provide the Department with the
Insurer’s Premium Fee assessment received from the Federal Government and the pro rata portion
attributed to the Contractor’s Capitation Payments under its Contract(s) for the preceding calendar
year if available. In addition, the Contractor shall provide a certified statement from its Chief
Financial Officer as to the effective Federal Tax Rate paid for the prior five (5) tax periods. These
shall be submitted to the Department no later than September 1 of each year that the Insurer’s
premium fee is imposed. This payment method is contingent upon receipt of federal financial
participation for the payment and CMS approval.

11.4 Medical Loss Ratio Adjustment

Annually on a state fiscal year basis, the total annual Capitation Payment made to the Contractor
for the combined ACA and Non-ACA populations and their associated healthcare costs shall be
evaluated against a ninety (90) percent Minimum Medical Loss Ratio (MLR) Requirement to
determine whether a Payment Adjustment is warranted (determined pursuant to Appendix E
“Medical Loss Ratio Calculation.” A Payment Adjustment (premium refund) shall occur if:

A. The Contractor has a MLR of less than ninety percent (90%) but greater than or equal to
eighty-six percent (86%). The Contractor shall submit a Payment Adjustment (premium
refund) to the Commonwealth for seventy-five percent (75%) of the difference between the
dollar amount corresponding to actual MLR and the dollar amount corresponding to a ninety
percent (90%) Medical Loss Ratio.

B. The Contractor has a MLR less than eighty six percent (86%). The Contractor shall submit a
Payment Adjustment (premium refund) to the Commonwealth for the sum of: (a) seventy-five
percent (75%) of the difference between the dollar amount corresponding to an eighty six
percent (86%) MLR and the dollar amount corresponding to a ninety percent (90%) MLR; and
(b) one hundred percent (100%) of the difference between the actual countable medical
expenses for the Contractor and the dollar amount corresponding to an eighty six percent
(86%) Medical Loss Ratio.

The adjustment process will begin ten (10) months after the end of each State Fiscal Year. If the
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Contract with the Contractor is not renewed at any time or is terminated at any time, the Medical
Loss Ratio and Annual Statement will reflect an appropriately reduced number of months of
experience instead of the full twelve (12) months.

As part of the financial reconciliation process described above, the Contractor shall calculate and
report an MLR in a format and manner prescribed by the Department for expenses directly
attributed or allocated for both the ACA and non-ACA combined annually on a state fiscal year
basis. The report shall be in compliance with 42 C.F.R. 438.8(k) and shall include an attestation
from the Contractor’s actuary to the accuracy of the calculation in accordance with the requirements
of 42 C.F.R. 438.8. The Contractor shall require Subcontractors/vendors providing Claim
adjudication activities to provide all underlying data associated with MLR reporting to the Contractor
within one hundred eighty (180) days of the end of the MLR reporting period or within thirty (30)
Days of Contractor’'s request for such information. The report, and any other information the
Contractor wants to submit for consideration, shall be due to the Commonwealth thirty (30) Days
after the end of the twelve (12)-month period described above.

The Commonwealth shall then determine, within thirty (30) Days of receipt of all information from
all Contractors, if any adjustment is to be collected and notify the Contractor in writing. The
Contractor shall then have fifteen (15) Days to review the Commonwealth’s findings and remit
payment to the Commonwealth. Items for reconciliation, including non-claim specific items, are
further described in Appendix E “Medical Loss Ratio Calculation” of this Contract. The
calculation of the MLR shall comply with the requirements of 42 C.F.R. 438.8. The Contractor shall
cooperate with the Department or its contractor by supplying all clarifications and answers to
inquiries within the requested timeframe. If the Contractor fails to submit information or respond to
a Department request regarding MLR Calculation within the requested timeframe, it shall be subject
to a penalty as set forth in Appendix B “Remedies for Violation, Breach, or Non-Performance
of Contract.”

If the Department makes a retroactive change to a Capitation Payment in a MLR reporting year
that has already been submitted, upon the Department’s request, the Contractor shall recalculate
the MLR for any year affected by the change and submit a new MLR report meeting the applicable
requirements.

The Department may, at its discretion and subject to CMS approval, implement MLR incentive
programs by which the MCO may reduce its allowable MLR.

11.5 Physician Incentive Plans

A template for any compensation arrangement between the Contractor and a physician, or
physician group as that term is defined in 42 C.F.R. § 417.479(c); or between the Contractor and
any other PCPs within the meaning of this Contract; or between the Contractor and any other
Subcontractor (or like entity) shall be submitted to the Department for approval prior to its
implementation. Approval is preconditioned on compliance with all applicable federal and
Commonwealth laws and regulations and subject to Section 4.4 “Approval of Department.” The
Contractor shall provide information to any Enrollee upon request about any Physician Incentive
Plan and/or any payments to Provider made pursuant to an incentive arrangement under this
Section to a provider as required by applicable state or federal law.

If a Contractor includes a Physician Incentive Plan, the activities included shall comply with
requirements set forth in 42 C.F.R. 422.208 and 42 C.F.R. 422.210. The Contractor shall report
disclosures to the Department for Physician Incentive Plans including the following:

A. Whether services not furnished by a physician/group are covered by the incentive plan. No
further disclosure is required if the Physician Incentive Payment does not cover services not
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furnished by a physician/group.

The type of incentive arrangement, e.g. withhold, bonus, Capitation.

Percent of withhold or bonus (if applicable).

Panel size, and if patients are pooled, the approved method used.

If the physician/group is at substantial financial risk, proof the physician/group has adequate
stop loss coverage, including amount and type of stop-loss.

moow

11.6 Co-Payments

The Contractor shall not set co-payment amounts that exceed the Department’'s Fee for Service
co-payments. The co-payment requirements for the Medicaid Program can be found in 907 KAR
1:604. Any cost sharing imposed by the Contractor shall be in accordance with 42 C.F.R. §8447.50
through 447.82.

The Department will calculate payments to the Contractor as set forth in 42 CFR 447.56(d).
The actuarial value of the co-payments will be reflected in the Capitation Rate.

The Department may exclude the collection of co-payments with at least ninety (90) days written
notice to the Contractor.

12.0 RISK ADJUSTMENTS

12.1 Purpose for Risk Adjustments

Risk adjustment uses information on an Enrollee’s medical conditions, as reported in Claims data,
and other factors to predict health care costs and adjust payments to MCOs. Risk adjustment helps
ensure payments to MCOs are more equitable and mitigates the impact of selection bias, thus
protecting MCO solvency and reducing incentives for plans to avoid high-risk individuals. Risk
adjustment is designed to be revenue neutral to the State.

12.2 Risk Adjustment Method

The Department will analyze the risk profile of each MCQO’s Enrollees using a risk adjustment
model specified by the Department.

A. Enrollees will be assigned risk scores based on attributes including, but not limited to,
demographics, disease conditions, rate cell, and duration of enrollment in the study period.

B. Not all Enrollees will be risk scored. Exclusions such as dual eligible Enrollees may exist.

C. Each MCO'’s proposed base Capitation rates will be risk adjusted based on its Enrollees’
risk scores relative to risk scores of other MCOs.

D. The Department will update risk scores at least one (1) time per State Fiscal Year, either in
the form of a full Enrollee re-score or an update for changes in Enrollee distributions, with all
calculations including a budget neutrality adjustment.

Supplemental Pass-Through Payments and Payments related to the HIF will not be risk-adjusted.

13.0 CONTRACTOR'’S FINANCIAL SECURITY OBLIGATIONS

13.1 Solvency Requirements and Protections

The Contractor shall be subject to requirements contained in KRS Chapter 304 and related
administrative regulations regarding protection against Insolvency and risk-based capital
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requirements. In addition, pursuant to KRS 304.3-125, the Commissioner has authority to require
additional capital and surplus if it appears that an Insurer is in a financially hazardous condition.

The Contractor shall cover continuation of services to Enrollees during Insolvency, for the duration
of the period for which payment has been made, as well as for inpatient admissions up until
discharge.

In the event of the Contractor’s Insolvency, the Contractor shall not hold its Enrollees liable, except
in instances of Enrollee Fraud:

A. For the Contractor’s debts;

B. For the Covered Services provided to the Enrollee, for which the Department does not pay
the Contractor;

C. For the Covered Services provided to the Enrollee for which the Department or the Contractor
does not pay the individual or health care provider that furnishes the services under a
contractual, referral, or other arrangement; and

D. For Covered Services furnished under a contract, referral, or other arrangement, to the extent
that those payments are in excess of the amount that the Enrollee would owe if the Contractor
provided the services directly.

13.2 Contractor Indemnity

In no event shall the Commonwealth, FAC, the Department or Enrollee be liable for the payment
of any debt or fulfilment of any obligation of the Contractor or any Subcontractor to any
Subcontractor, supplier, Out-of-Network Provider or any other party, for any reason whatsoever,
including the Insolvency of the Contractor or any Subcontractor insolvency. The Contractor agrees
that any Subcontract will contain a hold harmless provision.

The Contractor shall indemnify, defend, save and hold harmless the Commonwealth, FAC, the
Department, its officers, agents, and employees (collectively, the “Indemnified Parties”) from all
claims, demands, liabilities, suits, judgments, or damages, including court costs and reasonable
attorney fees made or asserted against or assessed to the Indemnified Parties (collectively the
“Losses”), arising out of or connected in any way with this Contract or the performance or
nonperformance by the Contractor, its officers, agents, employees; and suppliers, Subcontractors,
or Providers, including without limitation any claim attributable to:

A. The improper performance of any service, or improper provision of any materials or supplies,
irrespective of whether the Department knew or should have known such service, supplies or
materials were improper or defective;

B. The erroneous or negligent acts or omissions, including without limitation, disregard of federal
or Commonwealth law or regulations, irrespective of whether the Department knew or should
have known of such erroneous or negligent acts;

C. The publication, translation, reproduction, delivery, collection, data processing, use, or
disposition of any information to which access is obtained pursuant to this Contract in a
manner not authorized by this Contract or by federal or Commonwealth law or regulations,
irrespective of whether the Department knew or should have known of such publication,
translation, reproduction, delivery, collection, data processing, use, or disposition; or

D. Any failure to observe federal or Commonwealth law or regulations, including but not limited
to, insurance and labor laws, irrespective of whether the Department knew or should have
known of such failure.

Upon receiving notice, the Department shall give the Contractor written notice of any claim made
against the Contractor for which the Indemnified Parties are entitled to indemnification, so that the
Contractor shall have the opportunity to appear and defend such claim. The Indemnified Parties

65



shall have the right to intervene in any proceeding or negotiation respecting a claim and to procure
independent representation, all at the sole cost and expense of the Indemnified Parties. Under no
circumstances shall the Contractor be deemed to have the right to represent the Commonwealth
in any legal matter without express written permission from FAC. Notwithstanding the above,
Contractor shall have no obligation to indemnify the Indemnified Parties for any losses due to the
negligent acts or omissions or intentional misconduct of the Indemnified Parties.

13.3 Insurance

The Contractor shall secure and maintain during the entire term of the Contract, and for any
additional periods following termination of the Contract during which it is obligated to perform any
obligations pursuant to this Contract, original, prepaid policies of insurance, in amounts, form and
substance satisfactory to FAC, and non-cancelable except upon thirty (30) Days prior written notice
to FAC, providing coverage for property damage (all risks), business interruption, comprehensive
general liability, motor vehicles, workers’ compensation and such additional coverage as is
reasonable or customary for the conduct of the Contractor’s business in the Commonwealth.

13.4 Advances and Loans

The Contractor shall not, without thirty (30) Days prior written notice to and approval by the
Department, make any advances to a related party or Subcontractor. The Contractor shall not,
without similar thirty (30) Day prior written notice and approval, make any loan or loan guarantee
to any entity, including another fund or line of business within its organization. Such approval is
subject to Section 4.4 “Approval of Department.” Written notice is to be submitted to the
Department and if applicable to DOI. The prohibition on advances to Subcontractors contained in
this subsection shall not apply to Capitation Payments or payments made by the Contractor to
Contractor’s Network for provision of Covered Services.

13.5 Provider Risks

If a Provider assumes substantial financial risk for contracted services, the Contractor shall ensure
that the Provider has adequate stop-loss protection. The Contractor shall provide the Department
proof the Provider has adequate stop-loss coverage, including an amount and type of stop-loss.

14.0 THIRD PARTY RESOURCES

14.1 Coordination of Benefits (COB)

The Contractor shall actively pursue, collect and retain all monies available from all available
resources for services to Enrollees under this Contract except where the amount of reimbursement
the Contractor can reasonably expect to receive is less than estimated cost of recovery.

Cost effectiveness of recovery is determined by, but not limited to, time, effort, and capital outlay
required in performing the activity. The Contractor shall specify the threshold amount or other
guidelines used in determining whether to seek reimbursement from a liable third party, or describe
the process by which the Contractor determines seeking reimbursement would not be cost
effective. The Contractor shall provide the guidelines to the Department for review and approval.

COB collections are the responsibility of the Contractor or its Subcontractors. Subcontractors shall
report COB information to the Contractor. Contractor and Subcontractors shall not pursue collection
from the Enrollee but directly from the third party payer. The Contractor shall only recoup payments
to providers if the third party payer is Medicare. Access to Covered Services shall not be restricted
due to COB collection.
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The Contractor shall maintain records of all COB collections. The Contractor shall demonstrate that
appropriate collection efforts and appropriate recovery actions were pursued. The Department has
the right to review all billing histories and other data related to COB activities for Enrollees. The
Contractor shall seek information on other available resources from all Enrollees.

In order to comply with CMS reporting requirements, the Contractor shall submit a monthly COB
Report for all Enrollee activity which the Department or its agent shall audit no less than every six
(6) months. Additionally, Contractor shall submit a report that includes subrogation collections from
auto, homeowners, or malpractice insurance, etc.

14.2 Third Party Liability

By law, Medicaid is the payer of last resort and as a result shall be used as a source of payment for
Covered Services only after all other sources of payment have been exhausted. If an Enrollee has
resources available for payment of expenses associated with the provision of Covered Services,
other than those which are exempt under Title XIX of the Social Security Act, such resources are
primary to the coverage provided by the Contractor, pursuant to this Contract, and must be
exhausted prior to payment by the Contractor. The Capitation Rate set forth in this Contract has
been adjusted to account for the primary liability of third parties to pay such expenses. The
Contractor shall be responsible for determining the legal liability of third parties to pay for services
rendered to Enrollees pursuant to this Contract. The Contractor shall maintain a current TPL
Resource File which contains the Enrollee’s current TPL information including coverage that has
ended for the Enrollee. The Contractor shall share TPL information with Subcontractors that are
responsible for payment of Covered Services for Enrollees. The Contractor shall also provide TPL
information to the Department on a monthly file.

All funds recovered by the Contractor from Third Party Resources shall be treated as income to the
Contractor to be used for eligible expenses under this Contract. Except as provided in Section 41,
the Contractor and all Providers in the Contractor’'s Network are prohibited from directly receiving
payment or any type of compensation from the Enrollee, except for Enrollee co-pays or deductibles
from Enrollees for providing Covered Services. Enrollee co-payments, co-insurance or deductible
amounts cannot exceed amounts specified in 907 KAR 1:604. Co-payments, co-insurance or
deductible amounts may be increased only with the approval of the Department.

42 C.F.R. 433.138 requires that as a condition of Medicaid eligibility each Enrollee will be required
to:

A. Assign, in writing, his/her rights to the Contractor for any medical support or other Third Party
Payments for medical services paid for by the Contractor; and

B. Cooperate in identifying and providing information to assist the Contractor in pursuing third
parties that may be liable to pay for care and services.

42 C.F.R. 433.138 requires the Contractor be responsible for actively seeking and identifying Third
Party Resources, i.e., health or casualty insurance, liability insurance and attorneys retained for
tort action, through contact with the Enrollees, participating providers, and the Medicaid Agency.
However, the Commonwealth may direct the Contractor to refrain from actively seeking and
identifying Third Party Resources for services that are covered only by the Medicaid program, as
identified by the Department.

42 C.F.R. 433.139 requires the Contractor be responsible to ensure that the Medicaid Program is
the payer of last resort when other Third Party Resources are available to cover the costs of medical
services provided to Medicaid Enrollees. When the Contractor is aware of other Third Party
Resources, the Contractor shall avoid payment by “cost avoiding” (denying) the Claim and
redirecting the provider to bill the other Third Party Resource as a primary payer. If the Contractor
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does not become aware of another Third Party Resource until after the payment for service, the
Contractor is responsible to seek recovery from the Third Party Resource on a post-payment basis.
See Appendix F “Third Party Payments/Coordination of Benefits.” The Department or its
agent will audit the Contractor’s Third Party practices and collections at least every six (6) months.

The Contractor shall respond to Enrollee and provider requests for COB or TPL updates according
to the following timelines:

A. For urgent requests, within forty-eight (48) hours; or
B. For routine requests, within three (3) Business Days.

15.0 MANAGEMENT INFORMATION SYSTEM

15.1 Contractor MIS

The Contractor shall maintain a Management Information System (MIS) that will provide support
for all aspects of a managed care operation to include the following subsystems: Enrollee, Third
Party Liability, provider, reference, Encounter/Claims processing, financial, utilization data/ Quality
Improvement and Surveillance Utilization Review Subsystem. The Contractor will also be required
to demonstrate sufficient analysis and interface capacities. The Contractor’'s MIS shall ensure
medical information will be kept confidential at all times including but not limited to when data is
moving and at rest, through security protocol, especially as that information relates to personal
identifiers and sensitive services. The Contractor shall comply with 42 C.F.R. 438.242.

The Contractor shall provide such information in accordance with the format and file specifications
for all data elements as specified in Appendix G “Management Information Systems
Requirements” hereto, and as may be amended from time to time.

The Contractor shall transmit all data directly to the Department in accordance with 42 C.F.R. 438. If
the Contractor utilizes Subcontractors for services, all data from the Subcontractors shall be provided
to the Contractor and the Contractor shall transmit the Subcontractors’ data to the Department in a
format specified by the Department in accordance with 42 C.F.R. 438.

The Contractor will execute a Business Associate Agreement (BAA) in Appendix H “Business
Associates Agreement” with the Department, pursuant to Sections 261 through 264 of the federal
Health Insurance Portability and Accountability Act (HIPAA) of 1996, Public Law 104-191, known as
“the Administrative Simplification provisions,” that directs the federal Department of Health and
Human Services to develop standards to protect the security, confidentiality and integrity of health
information. The execution of the BAA is required prior to data exchanges being implemented.

The Contractor shall meet all system requirements, including but not limited to required testing, as
directed by the Department. Upon request by the Department, the Contractor shall participate in Joint
Application Development sessions for system or policy changes.

At least ten (10) Days prior to implementation, the Contractor shall notify the Department of any
significant changes to the system that may impact the integrity of the data, including such changes
as new Claims processing software, new Claims processing vendors and significant changes in
personnel.

15.2 Contractor MIS Requirements

The Department’s MIS system utilizes eight (8) subsystems to carry out the functions of the
Medicaid program. The Contractor is not required to have actual subsystems as listed below,
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15.3

provided the requirements are met in other ways which may be mapped to the subsystem concept.
The Contractor shall have the capacity to capture necessary data and provide it in formats and files
that are consistent with the Commonwealth's functional subsystems as described below. The
Contractor shall maintain flexibility to accommodate the Department’s needs if a new system is
implemented by the Commonwealth. These subsystems focus on the individual systems functions
or capabilities which provide support for the following areas:

Enrollee Subsystem;

Third Party Liability (TPL);

Provider Subsystem;

Reference Subsystem;

Claims Processing Subsystem (to include Encounter Data);
Financial Subsystem;

Utilization/Quality Improvement Subsystem; and
Surveillance Utilization Review Subsystem (SURS).
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The Contractor shall ensure that data received from Providers and Subcontractors is accurate and
complete by conducting the following activities, at a minimum:

A. Verifying, through edits and audits, the accuracy and timeliness of reported data;

B. Screening the data for completeness, logic and consistency;

C. Collecting service information in standardized formats to the extent feasible and appropriate,
including secure information exchanges and technologies utilized for the Department’s
Medicaid Quality Improvement, population health and care management efforts;

D. Compiling and storing all Claims and Encounter data from the Subcontractors in a data
warehouse in a central location in the Contractor’s MIS;

E. Ata minimum, assuring edits and audits comply with NCClI,

F. Resolving all reporting errors in transaction submission and reconciliation; and

G. Successfully transmitting required data to the Department.

Interface Capability

The interface subsystems support incoming and outgoing data from other organizations and allow
the Contractor to maintain Enrollee Enrollment information and Enrollee-related information. It
might include information from secondary sources to allow the tracking of population outcome data
or other population information. At a minimum, there will be a Provider, Enrollee, Encounter Record
and Capitation interface. Specific requirements for the interface subsystem shall include such
items as: defined data elements, formats, and file layouts including input and output job schedule
with backend reporting and data reconciliation.

15.4 Access to Contractor’s MIS

The Contractor shall provide the Department with log-in credentials to allow access to Contractor’s
Claims and customer service systems on a read-only basis at the Contractor’s primary place of
business during normal business hours. The Contractor shall provide the Department access to a
locked space and office security credentials for use during business hours. All access under this
Section shall comply with HIPAA’s minimum necessary standards and any other applicable
Commonwealth or federal law.

16.0 ENCOUNTER DATA

16.1 Encounter Data Submission

In accordance with the terms of this Contract and all applicable state and federal laws, the
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Contractor shall submit complete, accurate, and timely Encounter Data to the Department within
thirty (30) Days of Claim adjudication. This includes all paid and denied Claims, corrected Claims,
adjusted Claims, voided Claims, and zero dollars ($0) paid Claims processed by the Contractor or
by its Subcontractors.

The Contractor shall have a computer and data processing system sufficient to accurately produce
the data, reports, and Encounter Files set in formats and timelines prescribed by the Department
as defined in the Contract. The system shall be capable of following or tracing an Encounter within
its system using a unique Encounter identification number for each Encounter. At a minimum, the
Contractor shall electronically provide Encounter Files to the Department, on a weekly schedule.
Encounter Files must follow the format, data elements and method of transmission specified by the
Department. All changes to edits and processing requirements due to Federal or State law changes
shall be provided to the Contractor in writing no less than sixty (60) Business Days prior to
implementation, whenever possible. Other edits and processing requirements shall be provided to
the Contractor in writing no less than thirty (30) Business Days prior to implementation. The
Contractor shall submit electronic test data files as required by the Department in the format
referenced in this Contract and as specified by the Department. The electronic test files are subject
to Department review and approval before production of data. The Department will process the
Encounter data through defined edit and audit requirements and reject Encounter data that does
not meet its requirements. Threshold edits, those which will enable the Encounter File to be
accepted, and informational editing, those which enable the Encounter to be processed, shall apply.
The Department reserves the right to change the number of, and the types of edits used for
threshold processing based on its review of the Contractor's monthly transmissions. The
Contractor shall be given thirty (30) Business Days’ prior notice of the addition/deletion of any of
the edits used for threshold editing.

The Contractor’'s weekly electronic Encounter data submission is to include all adjudicated (paid
and denied) Claims, corrected Claims and adjusted Claims processed by the Contractor.
Contractor shall submit all Claims within thirty (30) Days of adjudication. Encounter File
transmissions that exceed a five percent (5%) threshold error rate (total Claims/documents in error
equal to or exceed five percent (5%) of Claims/documents records submitted) will be subject to
penalties as provided in the Contract. Encounter File transmissions with a threshold error rate not
exceeding five percent (5%) will be accepted and processed by the Department. Only those Erred
Encounters will be returned to the Contractor for correction and resubmission. Denied Claims
submitted for Encounter processing will not be held to normal edit requirements and rejections of
denied Claims will not count towards the minimum five percent (5%) rejection.

Encounter data must be submitted in the format defined by the Department as follows:

Health Insurance Portability and Accountability Act (HIPAA) Accredited Standards Committee
(ASC) X12 version 4010A1 to ASC X12 version 5010 transaction 837 and National Council for
Prescription Drug Programs (NCPDP) version 5.1 to NCPDP version 2.2. Example transactions
include the following:

837l — Instructional Transactions
837P — Professional Transactions
837D — Dental Transactions

278 — Prior Authorization Transactions
835 — Remittance Advice

834 — Enrollment/Disenrollment

820 — Capitation

276/277 Claims Status Transactions
9. 270/271 Eligibility Transactions

10. 999 - Functional Acknowledgement
11. NCPDP 2.2
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Encounter corrections (Encounter returned to the Contractor for correction, i.e., incorrect procedure
code, blank value for diagnosis codes) will be transmitted to the Contractor electronically for
correction and resubmission. The Contractor shall have the capacity to track all Erred Encounter
Records and provide a report detailing transmission reconciliation of each failed transaction or file
within thirty (30) Days of the transaction or file error. Penalties will be assessed against the
Contractor for each Encounter record, which is not resubmitted within thirty (30) days of the date
the record is returned.

The Contractor shall use procedure codes, diagnosis codes, MS-DRG, and other codes used for
reporting Encounter data in accordance with guidelines and versions of all code sets as defined by
the Department. The Contractor shall also use appropriate NPI/Provider numbers for Encounters
as directed by the Department.

The Contractor shall submit corresponding data in all data fields on each Encounter File submitted
to the Department. Claims shall be submitted with a current and valid date in the format identified
by the applicable Encounter File submission guidelines.

Encounters submitted without dates, including those that have previously been allowed to be
submitted blank, shall be populated with a valid date or the Encounter shall threshold. A complete
list of field requirements at both the detail and the header levels shall be supplied by the
Department.

The Encounter File will be received and processed by the Department’s Fiscal Agent and will be
stored in the existing MMIS.

The Contractor shall include provisions in all Subcontracts with Providers or other vendors requiring
that an Encounter is reported/submitted in an accurate and timely fashion that complies with
Department requirements.

The Contractor shall specify to the Department the name of the primary contact person assigned
responsibility for submitting and correcting Encounters, and a secondary contact person in the
event the primary contact person is not available. The Contractor shall report the reconciliation
status of failed transactions on a monthly basis.

The Contractor shall submit Encounter data after the Contract ends for services rendered during
the Contract period for a sufficient time as determined by the Department to ensure timely filing
and complete data.

The Department will conduct an annual validity study to determine the completeness, accuracy and
timeliness of the Encounter data provided by the Contractor. Completeness will be determined by
assessing whether the Encounter data transmitted includes each service that was provided.
Accuracy will be determined by evaluating whether or not the values in each field of the Encounter
accurately represent the service that was provided. Timeliness will be determined by assuring that
the Encounter was transmitted to the Department the month after adjudication. The Department
will randomly select an adequate sample which will include hospital Claims, provider Claims, drug
Claims and other Claims (any Claims except in-patient hospital, provider and drug), to be
designated as the Encounter Processing Assessment Sample (EPAS).

The Contractor will be responsible to provide to the Department the following information as it
relates to each Claim to substantiate that the Contractor and the Department processed the Claim
correctly:

A. A copy of the Claim, either paper or a generated hard copy for electronic Claims;

B. Data from the paid Claim’s file;
C. Enrollee eligibility/enroliment data;
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Provider eligibility data;

Reference data (i.e., diagnosis code, procedure rates, etc.) pertaining to the Claim;
Edit and audit procedures for the Claim;

A copy of the remittance advice statement/explanation of benefits;

A copy of the Encounter Record transmitted to the Department; and

A listing of Covered Services.
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The Department will review each Claim from the EPAS to determine if complete, accurate and
timely Encounter data was provided to the Department. Results of the review will be provided to
the Contractor. The Contractor will be required to provide a corrective action plan to the
Department within sixty (60) Days if deficiencies are found.

16.2 Encounter Technical Workgroup

The Contractor shall assign staff to participate in the Encounter Technical Workgroup periodically
scheduled by the Department. The workgroup’s purpose is to enhance the data submission
requirements and improve the accuracy, quality, and completeness of the Encounter submission.

17.0 OFFICE OF HEALTH DATA AND ANALYTICS

17.1 Kentucky Health Information Exchange

Providers who contract with The Contractor will sign a Participation Agreement with the Kentucky
Health Information Exchange (KHIE) within one (1) month of contract signing. Providers will
engage with KHIE for the purpose of connecting their electronic health records (EHR) system to
the health information exchange to share their patient electronic records. The ultimate objective is
to facilitate improved care coordination resulting in higher quality care and better outcomes. The
data set required for submission is a Summary of Care Record.

Hospitals that contract with “Your MCO” will be required to also submit ADTs (Admission,
Discharge, Transfer messages) to KHIE.

If the provider does not have an electronic health record they must still sign a Participation
Agreement with KHIE and sign up for Direct Secure Messaging services so that clinical information
can be shared securely with other providers in their community of care.

The Contractor will submit a monthly report to the KY Office of Health Data and Analytics regarding
the above items.

17.2 Kentucky Health Benefit Exchange

The Contractor shall develop a collaborative relationship with Enrollees of the Kentucky Health
Benefit Exchange (KHBE) Consumer Assistance Program, which includes KHBE staff, Assisters,
Navigators, Certified Application Counselors and Insurance Agents. The Contractor shall provide
a contact person to KHBE staff for outreach and education, accessibility complaints, and
Grievances and appeals as appropriate for the Medicaid responsibilities of Assisters and
Navigators.

18.0 ELECTRONIC HEALTH RECORDS

The Contractor shall encourage all Providers in its Network to participate in the EHR Incentive
Program, if eligible.
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The Department will continue to administer the EHR Incentive Payment Program. The Department
will notify the Contractor on a monthly basis which providers have received incentive payments and
will continue to update the Contractor when additional payments are made. The Contractor shall
comply with data requests from the Department to assist in verification that the Providers are
meeting the requirements for the EHR Incentive Payment Program.

19.0 QUALITY MANAGEMENT AND HEALTH OUTCOMES

The Contractor shall support Kentucky in its goals to transform the Medicaid program to empower
individuals to improve their health and engage in their healthcare and to drastically improve quality
of care and healthcare outcomes, and to reduce or eliminate health disparities. To support these
goals, the Contractor shall implement innovative and strategic solutions to Quality Management
and improvement, and collaborate with the Department and other contracted MCOs, to develop a
data-driven, outcomes-based continuous quality improvement process. The Department will work
with the MCOs to develop approaches that are focused and achievable. The Contractor shall work
to achieve improvements in outcomes and performance metrics as determined by the Department,
and to develop a value-based payment (VBP) model.

The Contractor is accountable to the Department for the quality of care provided to Enrollees, and
as such shall implement a comprehensive approach to quality measurement and improvement that
complies with 42 C.F.R. 438 Subpart E, requirements of this Contract, and the Department’s Quality
Strategy. The Contractor shall implement a comprehensive QAPI Program in compliance with the
requirements of 42 C.F.R. 438.330.

The Contractor shall provide copies of all materials and documents identified in this section that
must be submitted to the Department to the Department’s Division of Program Quality & Outcomes,
Managed Care Oversight Quality Branch Manager.

19.1 National Committee for Quality Assurance (NCQA) Accreditation

In compliance with 42 C.F.R 438.332, the Contractor shall inform the Department of its
accreditation status for its Medicaid product line within two (2) years from the Effective Date of its
initial MCO Contract with the Commonwealth. The Contractor shall have NCQA accreditation.

If the Contractor holds a current NCQA accreditation status it shall submit a copy of its current
certificate of accreditation with a copy of the complete accreditation survey report, including scoring
of each category, standard, and element levels, and recommendations, as presented via the NCQA
Interactive Review Tool (IRT): Status, Summarized & Detailed Results, Performance, Performance
Measures, Must Pass Results Recommendations and History to the Department in accordance
with timelines established by the Department.

The Contractor shall authorize the accrediting entity to provide the Department a copy of its most
recent accreditation review, including:

A. Accreditation status, survey type, and level (as applicable);

B. Accreditation results, including recommended actions or improvements, corrective action
plans, and summaries of findings; and

C. Expiration date of the accreditation.

The Contractor shall provide the Department a copy of its complete survey report every (3) three
years.

73



19.2 Quality Committees and Meetings

A. The Contractor shall have in place an organizational Quality Improvement Committee (QIC)
that shall be responsible for all quality activities. The QIC structure shall be chaired by the
Contractor’s Medical Director or Quality Improvement Director, be interdisciplinary and include
administrative staff assigned to this Contract and Kentucky-based providers of a variety of
medical disciplines including behavioral health, health professions and individual(s) with
specialized knowledge and experience with Individuals with special health care needs and/or
receiving Population Health Management services.

The QIC shall analyze and evaluate the results of QM/QI activities, recommend policy
decisions, ensure that providers are involved in the QM/QI program, institute needed action to
address deficiencies, and ensure that appropriate follow-up occurs.

The QIC shall maintain records that document the QIC’s activities, meeting minutes, findings,
recommendations, actions, and results. Records shall be available for review upon Department
request, during the annual on-site EQRO review, and/or for NCQA accreditation review.

The Contractor shall provide the Department's Chief Medical Officer with ten (10) Days
advance notice of all regularly scheduled QIC meetings with an agenda and related meeting
materials, as available, to support determination of attendance.

B. The Contractor shall establish and maintain an ongoing Quality and Member Access
Committee (QMAC) composed of Enrollees, individuals from consumer advocacy groups or
the community who represent the interests of the Enrollee population. The Contractor shall also
include community-based organizations on the Committee.

The Contractor shall implement innovative strategies to encourage Enrollee participation in the
Committee. The Contractor may collaborate with other contracted MCOs to conduct joint
QMACSs, with Department approval, if doing so is found to increase Enrollee participation and
input. Enrollees participating in the QMAC shall be consistent with the composition of the
Enrollee population, including such factors as aid category, gender, geographic distribution,
parents, as well as adult Enrollees and representation of racial and ethnic minority groups.
Enrollee participation may be excused by the Department upon a showing by Contractor of
good faith efforts to obtain Enrollee participation.

The Contractor shall conduct at least quarterly meetings of the QMAC. Responsibilities of the
QMAC shall include the following at a minimum:

A. Providing review and comment on the following:

1. Quality and access standards;

2. Grievance and Appeals process and policy modifications based on review of
aggregate Grievance and Appeals data;

3. Enrollee Handbooks;

4. Enrollee educational materials prepared by the Contractor; and

5. Contractor and Department policies that affect Enrollees.

B. Recommending community outreach activities.

The Contractor shall provide the Department with ten (10) Days advance notice of all regularly
scheduled meetings of the QMAC with an agenda and related meeting materials, as available,
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to support determination of attendance. The Contractor shall submit meeting minutes to the
Department within ten (10) Days after conduct of each meeting.

The Contractor shall submit a summary to the Department annually that includes a listing of
the Enrollees participating with the QMAC, recommendations received from attendees, and
information about if and how the Contractor implemented the recommendations.

C. The Contractor shall participate in quality meetings with the Department, its designees, and
other CHFS departments and/or other contracted MCOs quarterly or at a frequency otherwise
determined by the Department. These meetings will be used to collaborate on quality initiatives,
for MCOs to provide updates on progress of their performance improvement projects (PIPSs),
or other initiatives to support achievement of Department goals to improve outcomes. The
Contractor shall be prepared to discuss opportunities and challenges in addressing quality,
outcomes, and population health.

19.3 Quality Assurance and Performance Improvement (QAPI) Program

The Contractor shall implement and operate a comprehensive QAPI Program in compliance with
the requirements of 42 C.F.R. 438.330 that focuses on health outcomes, health improvement and
health-related social needs. The QAPI program shall assess, monitor, evaluate and improve the
quality of care provided to Enrollees. QAPI activities of Providers and Subcontractors, if separate
from the Contractor's QAPI activities, shall be integrated into the overall QAPI program.
Requirements to participate in QAPI activities, including submission of complete Encounter
Record(s), are incorporated into all Provider and Subcontractor contracts and employment
agreements. The Contractor's QAPI program shall provide feedback to the Providers and
Subcontractors regarding integration of, operation of, and corrective actions necessary in Provider
and Subcontractor QAPI activities.

The Contractor shall integrate management activities such as Utilization Management, Risk
Management, Enrollee Services, Grievances and Appeals, Population Health Management,
Provider Credentialing, Ombudsman Services and Provider Services in its QAPI program.

The Contractor’'s QAPI program shall use as a guideline the most current NCQA Standards and
Guidelines for the Accreditation of MCOs and incorporate best practices and innovations in quality
assurance. The Contractor shall collaborate with Enrollees to gain input on development of the
QAPI program. The Contractor shall maintain documentation of all Enrollee input, response,
conduct of performance improvement activities, and feedback to Enrollees. Documentation shall
be made available upon request of the Department or its contracted EQRO.

The QAPI program shall at a minimum include:

A. Requirements set forth in the Department’s Quality Strategy and in accordance with federal
regulations at 42 CFR 438.330, including:

1. Conducting and assessing PIPs as further described in Section 19.6 “Performance
Improvement Projects” of this Contract;

2. Collecting and submitting to the Department performance measurement data that enables
the Department to calculate performance on required measures, including indication of
progress on measures and related outcomes;

3. Establishing mechanisms for detecting under-utilization and over-utilization of services’
and

4. Mechanisms to assess the quality and appropriateness of care furnished to Enrollees with
special health care needs, as defined by the State.

B. A QIC to provide oversight of QAPI functions;
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Methods for seeking input from and working with stakeholders, such as the Department,
Enrollees, Providers, Subcontractors, other contracted MCOs, other community resources and
agencies, and advocates to actively improve the quality of care provided to Enrollees;

Methods for addressing Department mandated performance measures;

Integration of Behavioral Health indicators into the QAPI program and a systematic, ongoing
process for monitoring, evaluating, and improving the quality and appropriateness of
Behavioral Health Services provided to Enrollees;

Methods to collect data, and monitor and evaluate for improvements to physical health
outcomes resulting from behavioral health integration into the Enrollee’s overall care;

Use of a health information system to support collection, integration, tracking, analysis and
reporting of data analytics specific to health care outcomes and performance metrics, including
stratification of findings (e.g., by Region, provider type, Enrollee populations); and

Methods to evaluate data and findings reports to assess QAPI program activities, progress on
objectives, identified areas for improvements and processes to implement changes, including
methods for providing feedback or other information to Providers and Enrollees.

Within thirty (30) Days of Contract Execution, by each June 30, thereafter, and upon request, the
Contractor shall submit a QAPI Program Plan for review and approval by the Department. The
QAPI Program Plan shall include the below information, at a minimum. The Department reserves
the right to designate the required format and design for the QAPI Program Plan.

A.

Detailed QAPI program description that addresses goals and objectives, all program elements,
and scope of activities;

Discussion of innovative approaches the Contractor will implement to support the Department
in achieving improved outcomes;

Detailed description of the Contractor’s staffing to meet QAPI program goals and objectives,
including a listing of staffing resources, roles, qualifications and experience, and total FTEs
percentage of time;

Description of QAPI activities to be conducted by Providers and Subcontractors, if separate
from the Contractor’'s QAPI activities and integration of those into the overall QAPI program;

Workplan that provides the scope of activities and timelines, including reporting cycles and
annual evaluation;

Clearly defined approaches to Quality Improvement efforts, including PIPs, that the Contractor
will implement; and

A process to continually evaluate the impact and effectiveness of the QAPI program, and
approach to modify the QAPI Program to address deficiencies.

The Contractor shall establish new goals and objectives at least annually based on findings from
QI activities and studies, survey results, Grievances and Appeals, performance measures, and
EQRO findings, among other information as identified by the Department or Contractor.

19.4 Kentucky Healthcare Outcomes

The Contractor’s Quality Management and performance improvement approach shall incorporate
rigorous outcomes measurement against relevant targets and benchmarks. All health goals,
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outcomes, and indicators shall comply with Federal requirements established under 42 C.F.R.
438.240 (C) (1) and (C) (2) relating to Contractor performance and reporting. The Department will
specify the required performance and outcomes measures that the Contractor shall address,
including Health Care Effectiveness Data and Information Set (HEDIS™) measures and Kentucky-
specific measures. Performance measures, benchmarks, and/or specifications may be modified
by the Department over the course of the Contract to comply with industry standards and updates,
as well as to focus on particular outcomes. The Department will provide the Contractor with at least
ninety (90) Days’ notice, when possible, to make administrative changes to comply with any new
measurement requirements.

A. The Department will set specific quantitative performance targets and goals, and the Contractor
shall be expected to achieve demonstrable and sustained improvement for each measure.
Minimum performance levels shall be specified for each performance improvement area
derived from regional or national standards or from standards established by an appropriate
practice organization.

B. The Contractor shall report activities to address the performance measures in the QAPI Plan
quarterly and shall submit an annual report after collection of performance data. The
Contractor shall make comparisons across data for each measure by the Medicaid geographic
regions, eligibility category, race ethnicity, gender and age to the extent such information has
been provided by the Department to Contractor. The Contractor shall incorporate
consideration of social determinants of health into the process for analyzing data to support
population health management. Reported information may be used to determine disparities in
health care. The Contractor shall submit a plan to the Department for initiatives and activities
the Contractor will implement to address identified disparities.

C. The Contractor shall continually work to improve health outcomes from year to year and sustain
such improvements. The Department shall assess the Contractor's achievement of
performance improvement as evidenced by health outcome measurement results on an annual
basis unless otherwise specified by the Department.

D. Where achievement is lagging in progress towards meeting performance measure targets, the
Department will consider the following:

1. Opportunities across MCOs to collaborate to understand challenges and work with the
MCOs to identify opportunities to coordinate efforts to work towards improvement. The
Contractor shall actively participate in collaborative efforts, including providing data and
other materials to help inform options.

2. Need for the Contractor to develop and implement a corrective action plan that addresses
the lack of achievements and identifies steps that will lead toward improvements. The
Contractor shall submit the plan to the Department within thirty (30) Calendar Days of
receipt of notification of required corrective action.

3. Implementation of penalties, as deemed appropriate by the Department due to Contractor
failure to make improvements. See Appendix B “Remedies for Violation, Breach, or
Non-Performance of Contract” for information about penalties.

19.5 Reporting HEDIS™ Performance Measures

The Contractor shall collect and report HEDIS™ data annually, including separate data for the
KCHIP population. After completion of the Contractor’'s annual HEDIS™ data collection, reporting
and performance measure audit, the Contractor shall submit to the Department the Final Auditor’s
Report issued by the NCQA certified audit organization and an electronic (preferred) or printed
copy of the interactive data submission system tool (formerly the Data Submission tool) by no later
than each August 31.

In addition, for each measure being reported, the Contractor shall provide trending of the results
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from all previous years in chart and table format to the Department. Where applicable, benchmark
data and performance goals established for the reporting year shall be indicated. The Contractor
shall include the values for the denominator and numerator used to calculate the measures.

For all reportable Effectiveness of Care and Access/Availability of Care measures, the Contractor
shall make comparisons across each measure by Medicaid Region, Medicaid eligibility category,
race, ethnicity, gender and age.

Annually, the Contractor and the Department will select a subset of targeted performance from the
HEDIS™ reported measures and Kentucky-specific measures on which the Department will
evaluate the Contractor’'s performance. The Department shall inform the Contractor of its
performance on each measure, whether the Contractor satisfied the goal established by the
Department, and whether the Contractor shall be required to implement corrective action. The
Contractor shall have sixty (60) Days to review and respond to the Department’'s performance
report.

The Department reserves the right to evaluate the Contractor’s performance on targeted measures
based on the Contractors submitted Encounter data. The Contractor shall have sixty (60) Days to
review and respond to findings reported as a result of these activities.

19.6 Performance Improvement Projects (PIPs)

The purpose of health care quality performance improvement projects (PIPs) is to assess and
improve processes, and thereby outcomes, of care for Enrollees. For these projects to achieve real
improvements and for interested parties to have confidence in the reported improvements, the
Contractor shall follow CMS protocol when designing, conducting, and reporting on PIPs in a
methodologically sound manner.

The Contractor shall comply with 42 C.F.R. 438.330(d) to conduct PIPs which focus on both clinical
and non-clinical areas. PIPs focused on clinical areas as designated by the Department may
address preventive and chronic health care needs of the whole Enrollee population and
subpopulations, including, but not limited to Medicaid eligibility category, type of disability or special
health care needs, race, ethnicity, gender and age. PIPs focused on non-clinical areas as
designated by the Department may address issues such as improving the quality, availability, and
accessibility of services provided by the Contractor to Enrollees and Providers. Such aspects of
service should include, but not be limited to availability, accessibility, cultural competency of
services, and complaints, grievances, and Appeals.

The Department and its contracted EQRO shall determine PIP focus areas, and the Contractor
shall implement PIPs as follows to achieve significant improvements that are sustained over time,
in health outcomes and Enrollee satisfaction:

A. The Contractor shall design and implement PIPs that are focused on areas of concern to
conduct on an ongoing basis.

B. The Department will work with the EQRO and the MCOs to identify regionally based
collaborative PIPs that would be feasible and impactful for the Kentucky healthcare community.
All parties will work together to develop strategies and detailed processes for implementing and
coordinating efforts for regional collaborative PIPs. To support a collaborative process, the
Contractors shall perform the following activities:

1. Define the scope of the PIP, identify target populations, set improvement goals, and define

comprehensive interventions;
2. Coordinate with existing State or MCO initiatives, as applicable;
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3. Support development of meeting agenda topics, writing quarterly reports, and identifying
subject matter experts who should attend meetings based on the agenda items, and writing
quarterly reports upon Department request.

4. Provide adequate funding and staffing resources to execute the PIP.

5. Evaluate the successes and challenges of interventions on an ongoing basis, and provide
quarterly progress reports and an annual findings report to the Department.

DMS will give final approval for the collaborative PIP design and establish required timelines
for ongoing meetings and coordination among the involved parties.

C. As required by the Department, the Contractor shall implement an additional PIP if findings
from an EQR review or audit indicate need or if directed by CMS. The Contractor shall assist
the Department by supplying readily available data, soliciting input and supporting clinicians.

D. Implement PIPs as identified and requested for conduct by CMS.

The Contractor’s PIPs shall include the following elements:

A. Measurement of performance using objective quality indicators and measures and minimum
performance levels as defined collaboratively by the Department, the EQRO, and Contractor
prior to commencement of each PIP. In determining indicators and measures, the Department
and Contractor shall work to confirm they are not misaligned with those being used in other
projects and that they are measurable and can be tracked. The Department shall have final
decision and approval of required indicators and data definitions of each;

B. Implementation of interventions to achieve improvement in the access to and quality of care;
C. Evaluation of the effectiveness of the interventions based on the performance measures; and

D. Planning and initiation of activities for increasing or sustaining improvement.

The Contractor shall be committed to ongoing collaboration for service and clinical care
improvements through efforts such as development of best practices, use of Encounter data-driven
performance measures and establishment of relationship with existing organizations engaged in
provider performance improvement through education and training in best practices and data
collection. The Contractor shall develop collaborative relationships with local health departments,
behavioral health agencies, community-based health and social agencies and health care delivery
systems to achieve improvements in priority areas. Linkages with local public health agencies is
essential for achievement of public health objectives. Evidence of adequate partnerships should
include formal documentation of meetings, input from stakeholders and shared responsibility in the
design and implementation of PIP activities.

The Contractor shall complete each PIP in a period determined by the Department to allow
information on the success of the project in the aggregate to produce new information on quality of
care each year. Each PIP will use a study period approved by the Department.

The Contractor shall continuously monitor its own performance on a variety of dimensions of care
and services for Enrollees, identify areas for potential improvement, undertake system
interventions to improve care and services, and monitor the effectiveness of those interventions.

The Contractor shall participate in the quarterly quality meetings or more frequent meetings with
the Department to review progress in achieving the identified goals and targeted improvements for
the PIP focus areas. The Department may request ad-hoc meetings as it deems necessary to, for
example, address areas of non-compliance. The Department will provide the Contractor with
reasonable advance notice of meetings, generally at least five (5) Business Days when possible.
The Contractor shall provide to the Department, no later than fourteen (14) Business Days prior to

79



each quarterly meeting, an electronic report detailing the Contractor's progress, successful
strategies, and challenges in achieving improvements.

The Contractor shall report the status and results of all required PIPs to the Department as required
in 42 C.F.R. 438.330(c)(3) with sufficient detail for the Department to evaluate the reliability and
validity of the data and the conclusions drawn. The Contractor’s final report shall follow a format as
approved by the Department, and must provide detailed information that addresses all items, as
applicable, that are outlined in the CMS Protocol for Performance Improvement Projects, PIP
Review Worksheet.

The Contractor shall validate if improvements were sustained through periodic audits of the relevant
data and maintenance of the interventions that resulted in improvement.

While undertaking a PIP, 