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Attachment X — Contract Compliance Matrix

3.0 CONTRACTOR TERMS

Contractor Representations and Warranties

Contract Requirement

Agree to
Comply

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.

v

3.1

Organization and Valid Authorization

Contract Requirement

Agree to
Comply

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
toits 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 takenare consistent
with the Articles of Incorporation and By-laws of Contractor.

v

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.

3.2 Licensure of the Contractor

Contract Requirement

Agree to
Comply

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 natified.

v

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 Gowernor's Enacted
Budget, KRS 304.17B-021 or KRS 142.316, subject to the approval of
CMS.

v

The one percent (1%) assessment is a component of the Capitation
Rates as contained in Appendix A “Capitation Payment Rates.” On
or about March 15t of each year, the Department shall notify the
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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.

3.3 Fiscal Solvency

Agree to
Comply
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 adwersely 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.

Contract Requirement

3.4 Licensure of Providers

Agree to
Comply
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 senices
to Enrollees is validly licensed or, where required, certified to provide
those senices in the Commonwealth or the state in which senices 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.

Contract Requirement

3.5 Ownership or Controlling Interest/Fraud and Abuse

Agree to
Comply
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(0)(1)- (3)); or (2) against whom a civil monetary penalty has been
assessed under Section 1128A or 1129 of the Social Security Act (42

Contract Requirement
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U.S.C. 81320a-7a; 42 U.S.C. 81320a-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.

Contractor shall require by contract that neither any Provider of health
care senices 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 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. §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. §1320a-
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. 81320a-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.

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.

v

3.6 Compliance with Federal Law

Contract Requirement

Agree to
Comply

A. The Contractor shall be prohibited from paying for an item or senice
(other than an emergency item or senice, not including items or
senices furnished in an emergency room of a hospital):

v

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;

v

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, XVIIl, or XX or pursuant to
Section 1128, 1128A, 1156, or 1842(j)(2) of the Social Security
Actand when the person furnishing such item or senice knew,
or had reason to know, of the exclusion (after a reasonable
time period after reasonable notice has been furnished to the
person);

v

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

6. For home health care senices 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
senices, or the establishment of policies, or the provision of
operational support for the administration, management or
provision of medical senices, either directly or indirectly, with
an individual convicted of certain crimes as described in
Section 1128(b)(8)(B) of the Social Security Act;

SN N XX

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

NONININN N X

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

AN

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

Attachment X - Contract Compliance

Page 4 of 332



N\ WellCare

Attachment X - Contract Compliance Beyond Healthcare. A Better You.

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; (i) Any furnishing for consideration of goods, senices (including
management senvices), or facilities between the Contractor and such a
party, but not including salaries paid to employees for senices 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,

ewvery 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.

3.7 Pending or Threatened Litigation

. Agree to
Contract Requirement Comply
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
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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.

4.0 CONTRACTOR FUNCTIONS

Performance Standards

Agree to
Comply
The Contractor shall perform or cause to be performed all of the Cowvered \/

Senices and shall dewelop, 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 “Remediesfor 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.

Contract Requirement

4.1 Administration and Management

Agree to
Comply
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.

Contract Requirement

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 DOl annual financial
filings that are included in the line for “GAO” which is generally referred to as
General, Administrative, and Overhead expenses.

4.2 Delegations of Authority

Agree to
Comply
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.

Contract Requirement
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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 toanother entity, the Contractor
retains the right to approve, suspend, or terminate any provider selected by
that Subcontractor.

The Department has the right to approve or deny delegation to any /
Subcontractor.

See Section 6.0 “Subcontracts” for subcontracting requirements.

4.3 Approval of Department

Agree to
Comply
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 (i) 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.

Contract Requirement

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 areturn 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 Senices 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. Howewer, 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.”

4.4 No Third Party Rights

Agree to

Comply

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

Department Policies and Procedures

Contract Requirement

. Agree to
Contract Requirement Comply
The Contractor shall comply with the applicable policies and procedures of /
the Department, specifically including without limitation the policies and

procedures for MCO senvices, and all policies and procedures applicable to
each category of Covered Senices as required by the terms of this Contract.
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In no instance may the limitations or exclusions imposed by the Contractor
with respect to Covered Senices 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.

5.1 Commonwealth and Federal Law

Contract Requirement Agree to
Comply
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 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 Daws-
Bacon Actand the Clean Air Actand 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 Actwhich pertains to Managed /
Care Organizations (MCO) and/or Medicaid Senices shall be implemented
by the Contractor without amendment to this Contract.
5.2 Nondiscrimination and Affirmative Action
Contract Requirement AQJTEE 1
Comply
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.
B. 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
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without regard to race, religion, color, national origin, sex, sexual
orientation, gender identity, age or disability.

C. The Contractor shall send to each labor union or representative of /
workers with which they hawve 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.

D. 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.

E. In the ewent 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.

F. 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 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, howewver, that in the ewvent the
Contractor becomes inwlved in, or is threatened with, litigation
with a Subcontractor as aresult 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
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Amendments of 1972 (regarding education programs and
activities), if applicable.

5.3 Employment Practices

Contract Requirement

Agree to
Comply

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:

A. Title VI of the Civl Rights Act of 1964 (Public Law 88-352);

v

Title IX of the Education Amendments of 1972 (regarding education,
programs and activities);

B. The Age Discrimination Act of 1975;

C. The Rehabilitation Act of 1973;

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

E. 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).

NN NS

5.4 Governance

Contract Requirement

Agree to
Comply

The Contractor shall have a gowverning body. The gowverning body shall
ensure adoption and implementation of written policies gowverning the
operation of the Contractor's plan. The administrator or executive officer
who owversees the day-to-day conduct and operations of the Contractor shall
be responsible to the governing body. The gowerning 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 gowerning 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.

5.5 Access to Premises

Contract Requirement

Agree to
Comply

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.

v
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The Contractor shall provide computer access in the event an audit, \/
inspection, investigation or other on-site wvisit is conducted. The Contractor

shall provide log-in credentials in order to access Contractor's Claims and
customer senice systems on a read-only basis. The Contractor shall
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.

5.6 Waivers, State Innovation Models or Other Federal Initiatives

. Agree to
Contract Requirement Comply
The Contractor shall participate, upon the Department’s request, in any /
federal waivers, grant initiatives or awards or other program changes that

dewelop, plan, create or implement any model thatincludes 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 deweloping 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.
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6.0 SUBCONTRACTS

Requirements

Agree to
Comply
The Contractor may, with the approval of the Department, enter into /
Subcontracts for the provision of various Cowvered Senices to Enrollees or

other senices that inwlve 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 senices outside the United States. All subcontractors shall
have and maintain Kentucky specific expertise in each content area for
which they are providing senvices.

Contract Requirement

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 thatisin aform 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 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 senices 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. Identify the population cowvered by the Subcontract;

B. Specify the amount, duration and delegated scope of senices 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 tothe 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

NN NN X
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deweloped, derived, documented, or furnished by the
Subcontractor resulting from this Contract. Howewer, 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 dewveloped 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 Cowered
Senices 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 tothe Department;

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

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

Inclusion of all requirementsset forth in Appendix C. “Required
Standard Provisions for Network Provider Contracts”; and
2. Requirements to follow required policies and processes for
credentialing conducted by the Credentialing Verification
Organization (CVO);

NN S

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 surwey
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 Cowered Senices;

L. Contain a prohibition on assignment, or on any further
subcontracting, without the prior written consent of the
Department;

M. 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;

N. 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;

O. Incorporate all provisions of this Contract to the fullest extent
applicable to the senice 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

NN NN NN X
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and procedures of FAC and the Department, applicable
subregulatory guidance and contract provisions, and all standards
gowverning the provision of Covered Senices 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;

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

Q. Provide for Contractor to conduct ongoing monitoring of the
Subcontractor's performance of the full scope of required senices
and the quality of senices 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;

R. 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 Senvices, Enrollees, or providers. The
Department will determine frequency of required updates on
progress of implementation of the corrective actions;

S. 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 senices and activities performed,
determination of amounts payable under the MCQO’s contract with
the State, or for reasonable possibility of Fraud or similar risk;

AN

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

U. 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,
whichewer is later;

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

Specify the remediesup 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 penaltiesas set forth in Appendix B “Remedies for
Violation, Breach, or Non- Performance of Contract.”

W. Contain provisions that suspected Fraud and Abuse be reported
to the Contractor.

N NIN N X
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X. Requirements that provide for rewvocation 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;

Y. 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.

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
subjectto Section 4.4 “ Approval of Department.”

NN N X

Subcontractor Indemnity

Contract Requirement AL 1
Comply
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 senices 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 cowvenants,
agreements, and obligations of which shall sunive the termination of this
Contract and any Subcontract.

6.1 Disclosure of Subcontractors

Contract Requirement Agree to
Comply
The Contractor shall inform the Department of any Subcontractor providing
Cowered Senvices 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.
6.2 Remedies
Contract Requirement Agree to
Comply
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 inwoke such a remedy against the Contractor or require the
termination of this Contract.
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6.3 Capitation Agreements

Agree to
Comply
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 Cowered Senices. 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.

Contract Requirement

7.0 CONTRACT TERM

Term

Agree to
Comply
The term of the Contract shall be for the period January 1, 2021 through
December 31, 2024. This Contract may be renewed for six (6) 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 October 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 canbe 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 abowe, either party shall have the right to withdraw
without prejudice from exercising the option for a renewal.

Contract Requirement

7.1 Effective Date

. Agree to
Contract Requirement Comply
This Contract is not effectie and binding until approved by the /
Commonwealth of Kentucky. Payment under this Contract is contingent
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upon approval by CMS of any Waiver Amendment, State Plan Amendment
and this Contract.

7.2 Social Security

Agree to
Comply
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.

Contract Requirement

7.3 Contractor Attestation

Agree to
Comply
The Chief Executive Officer (CEQO), 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.

Contract Requirement

8.0 READINESS REVIEW

Prerequisite to Enrolling Enrollees

Agree to
Comply
The Department reserves the right to conduct a thorough readiness review

prior to the enrollment 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 senvices to Enrollees. Readiness reviews may include desk reviews
of materials, policies, and procedures; systems demonstrations; onsite
reviews; and inteniews 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.

Contract Requirement

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
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assessment and payment of liquidated damages against the Contractor,
delayed operations or Enrollment, and/or immediate Contract termination
pursuant to Section 39.11 “Termination for Default.”

The Department resenes 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.

9.0 ORGANIZATION AND COLLABORATION

Office inthe Commonwealth

Contract Requirement

Agree to
Comply

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

v

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

A. Enrollee Senices;

B. Provider Senices, including Provider Relations, Network
Dewelopment and Enrollment;

C. Population Health Management staff

D. Utilization Management Director

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

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 senices 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 dewvelopment of actuarially-sound
Capitation Rates.

ENIANIANENE N N NE NN

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.

AN
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Contract Requirement

Agree to
Comply

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 enrollment. Responsibility for the functions
or staff positions may be combined or divided among departments,
individuals, or Subcontractors unless otherwise specified. .

v

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 sene as part of its Executive Team, such
individuals are subject to all requirements in this Contract specific tokey
personnel unless otherwise approved in writing by the Department. The
Contractor shall staff the following Executive Team members or equivalents:

v

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

B. A Chief Financial Officer who shall owersee 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 owversee 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.

AN

D. A Medical Director who shall be a physician licensed to practice in
Kentucky. The Medical Director shall owersee the Contractor's
clinical functions and be actively inwlved 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 dewote sufficient time to ensuring timely
medical decisions. The Medical Director shall also be available for
after-hours consultation, if needed.

E. A Pharmacy Director licensed in Kentucky who shall coordinate,
manage and owersee the provision of pharmacy senices to
Enrollees.

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

ANERN
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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
Senices by the Contractor or any behavioral health Subcontractors.

H. A Provider Network Director who shall be responsible for oversight
of Provider Senices and Provider Network Dewvelopment. The
Provider Network Director shall provide owersight 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.

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

AN

AN

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

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 owersee,
manage and maintain the Contractor Management Information System
(MIS).

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

C. Provider Senices Manager and staff to coordinate network
dewvelopment and all communications with Contractor Providers, Out of
Network Providers as applicable, and Subcontractors who are inwlved
in clinical senices. The Contractor shall provide sufficient Provider
Senices staffing ratios to support network dewelopment,
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 owerall 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 senices 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 senices and EPSDT special senices 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 sene as the single point of contact
with the Department whose job duties are dedicated exclusively to the
coordination, management, and owersight of the Contractor's Program
Integrity unit to reduce Fraud, Waste and Abuse of Medicaid senices
within Kentucky. The Coordinator shall facilitate timely response to
Department requests for information.

ENEER NI NI NI NN

ANERNERNEER NEERN

Attachment X - Contract Compliance Page 20 of 332



Attachment X - Contract Compliance

N\ WellCare

Beyond Healthcare. A Better You.

The Contractor shall ensure that all staff, Providers and Subcontractors
have appropriate training, education, credentials, experience, liability
cowerage and orientation to fulfill the requirements of their positions. The
Contractor warrants and represents that all persons assigned to perform
work under this Contract shall have the necessary credentials to perform the
work herein. The Contractor shall ensure that all personnel involved in
activities that inwolve clinical or medical decision making have avalid, 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 hawe 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 resernes the right to approve or disapprove all key
personnel (initial or replacement) prior to their assignment to this Contract.

NN N NN X

9.2 Monthly Meetings

Contract Requirement

Agree to
Comply

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 senices to the Enrollees. Sister agencies
or other entities may also be included in meetings as deemed
appropriate by the Department.

v

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

Attachment X - Contract Compliance

Page 21 of 332



N\ WellCare

Attachment X - Contract Compliance Beyond Healthcare. A Better You.

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
Monthly Payment

Contract Requirement Al
Comply
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 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 resenes 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.

10.1 Paymentin Full

Contract Requirement Al
Comply
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 senices 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 Senices 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 senices 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).

ANERN
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10.2 Payment Adjustments

Agree to
Comply
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. A delivery
payment may 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 Cowered Senvices 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.

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 senices to Enrollee during the period of ineligibility.
The entity to which the Enrollee is retroactively added shall assume
responsibility for payment of any senices provided to Enrollees during the
period of adjusted eligibility.

For casesinwlving 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 Disenroliment.

Contract Requirement

10.4 Contractor Recoupment from Enrollee for Fraud, Waste and Abuse

Contract Requirement Agree to
Comply
If permitted by state and federal law, the Contractor shall request a refund ‘/
from the Enrollee for all paid Claims in the ewent 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 woluntary repayment of all Claims paid by the Contractor on behalf
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of Enrollee during time period Enrollee was found to be ineligible to receive
senices. 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 recower 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 recower.

11.0 RATE COMPONENT

Calculation of Rates

Contract Requirement

Agree to
Comply

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 dewelop 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.

v

11.1 Rate Adjustments

Contract Requirement

Agree to
Comply

Prospective adjustments to the rates may be required if there are mandated
changes in Medicaid senices 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.

v

The Contractor is free to negotiate provider rates and methodologies that
are tied to Medicaid fee- for-senice 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.
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11.2 Health Insurers’ Premium Fee under the ACA

Agree to
Comply
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.

Contract Requirement

11.3 Medical Loss Ratio Adjustment

Agree to
Comply
Beginning with State Fiscal year 2020 and continuing annually on a state

fiscal year basis thereafter, the Contractor shall calculate/report a MLR /
consistent with 42 CFR 438.8 for the Medicaid populations covered under
the managed care contract.

The MLR reporting process will begin ten (10) months after the end of each

State Fiscal Year. If the 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.

The MLR information shall be conwyed from the Contractor to the
Commonwealth through an MLR Reporting Template deweloped by the /
Commonwealth. An actuary and an office of the company shall attest to the
accuracy of the MLR calculation and the information reported in the MLR
Reporting Template. The MLR Reporting Template, and any other
information the Contractor wants to submit for consideration, shall be due
to the Commonwealth no later than twelve (12) months after the end of the
reporting period.

The Commonwealth shall then determine, within thirty (30) days of receipt

of all information from all Contractors if any remittance is to be collected and /
notify the Contractor in writing. The Contractor shall then hawe fifteen (15)
days to review the Commonwealth’s findings and remit payment to the

Contract Requirement

Commonwealth.
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 the MLR calculation within the requested
timeframe, it shall be subject to a penalty of $500.00 per day until the
information or response is received.

The MLR calculation for each MCO shall be the ratio of the numerator (42

CFR 438.8(e)) tothe denominator (42 CFR 438.8(f)), A remittance from the /
MCO to the State shall occur if the MLR is less than ninety (90) percent.
The remittance amount shall be calculated as follows:
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A. If 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 remittance 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. If Contractor has a MLR less than eighty six percent (86%). The
Contractor shall submit a remittance to the Commonwealth for the
sum of: (a) sewventy-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.

AN

Expenses must be allocated in accordance with 42 CFR 438.8(g) including
the following provisions:

— Each Contractor expense must be included under only one type of
expense, unless a portion of the expense fits under the definition
of, or criteria for, one type of expense and the remainder fits into a
different type of expense, in which case the expense must be
prorated between types of expenses.

— Expenditures that benefit multiple contracts or populations, or

contracts other than those being reported, must be reported on pro
rata basis.

— Expense allocation must be based on a generally accepted
accounting method that is expected to yield the most accurate
results.

— Shared expenses, including expenses under the terms of a
management contract, must be apportioned pro rata to the contract
incurring the expense.

— Expenses that relate solely to the operation of a reporting entity,
such as personnel costs associated with the adjusting and paying
of claims, must be borne solely by the reporting entity and are not
to be apportioned to the other entities.

A credibility adjustment will be added to the MLR in accordance with 42 CFR
438.8(h) should the calculated MLR not meet the credibility thresholds
established in 42 CFR 438.8(h)(4).

The Contractor shall meet all the reporting requirements stipulated in 42
CFR 438.8 including but not limited to 42 CFR 438.8(k).

The Contractor must require any third party vendor providing claims
adjudication activities to provide all underlying data associated with the
required MLR reporting (42 CFR 438.8(k)) to the Contractor within 180 days
of the end of the MLR reporting year or within 30 days of being requested
by the Contractor, whichever comes sooner, regardless of current
contractual limitations, to calculate and validate the accuracy of the MLR
reporting.

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

SN N NN NN XX
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Contract Requirement

Agree to
Comply

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.

v

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 senices not furnished by a physician/group are cowvered
by the incentive plan. No further disclosure is required if the
Physician Incentive Payment does not cover senices not furnished
by a physician/group.

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

C. Percent of withhold or bonus (if applicable).

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

E. 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.

NN N X

11.5 Co-Payments

Contract Requirement

Agree to
Comply

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

AN

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.

ENIANN
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12.0 RISK ADJUSTMENTS

Purpose for Risk Adjustments

Contract Requirement ég:r?SI;[/o
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 awoid high-
risk individuals. Risk adjustment is designed to be revenue neutral to the
State.

12.1 Risk Adjustment Method
Contract Requirement AGIEE (@
Comply

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.

NI NER NN

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

13.0 CONTRACTOR’'S FINANCIAL SECURITY OBLIGATIONS

Solvency Requirements and Protections

Contract Requirement AEIEE 1D
Comply
The Contractor shall be subject to requirements contained in KRS Chapter /
304 and related administrative regulations regarding protection against

Insolvency and risk-based capital 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 senices 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;

AR
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B. For the Cowered Senices provided to the Enrollee, for which the
Department does not pay the Contractor;

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

v
v

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

v

13.1 Contractor Indemnity

Contract Requirement

Agree to
Comply

n no event shall the Commonwealth, FAC, the Department or Enrollee be
liable for the payment of any debt or fulfillment 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.

v

The Contractor shall indemnify, defend, sawe and hold harmless the
Commonwealth, FAC, the Department, its officers, agents, and employees
(collectiwely, 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:

v

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

AN

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 orshould
have known of such erroneous or negligent acts;

AN

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 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
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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 abowe, 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.

13.2 Insurance

Agree to
Comply
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 cowverage for property damage
(all risks), business interruption, comprehensive general liability, motor
wehicles, workers’ compensation and such additional cowerage as is
reasonable or customary for the conduct of the Contractor’'s business in the
Commonwealth.

Contract Requirement

13.3 Advances and Loans

Agree to
Comply
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 Senvices.

Contract Requirement

13.4 Provider Risks

Agree to
Comply
If a Provider assumes substantial financial risk for contracted senices, 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 cowerage, including an amount and type of stop-loss.

Contract Requirement

14.0 THIRD PARTY RESOURCES
Coordination of Benefits (COB)

Agree to
Comply
The Contractor shall actively pursue, collect and retain all monies available

from all available resources for senices 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.

Contract Requirement
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Cost effectiveness of recowery 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
Cowvered Senices shall not be restricted due to COB collection.

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 ewvery six (6) months. Additionally,
Contractor shall submit a report that includes subrogation collections from
auto, homeowners, or malpractice insurance, etc.

14.1 Third Party Liability

. Agree to
Contract Requirement Comply
By law, Medicaid is the payer of last resort and as a result shall be used as a /
source of payment for Covered Senices only after all other sources of payment

have been exhausted. Ifan Enrollee has resources available for payment of
expenses associated with the provision of Cowered Senices, 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 senices 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 Senices for Enrollees. The Contractor
shall also provide TPL information to the Department on a monthly file.

All funds recowered by the Contractor from Third Party Resources shall be

treated as income to the Contractor to be used for eligible expenses under /
this Contract. 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 Cowered Senices. 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:
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A. Assign, in writing, his/her rights to the Contractor for any medical
support or other Third Party Payments for medical senices 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 senices.

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 senices that
are cowvered only by the Medicaid program, as identified by the Department.

NN S

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 tocower the costs of medical senices provided to
Medicaid Enrollees. When the Contractor is aware of other Third Party
Resources, the Contractor shall avoid payment by “cost awiding” (denying)
the Claim and redirecting the provider to bill the other Third Party Resource
as a primary payer. If the Contractor does not become aware of another
Third Party Resource until after the payment for senice, 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.

AN

15.0 MANAGEMENT INFORMATION SYSTEM
Contractor MIS

Contract Requirement

Agree to
Comply

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
Improvrement and Surwillance 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 senices. The Contractor shall
comply with 42 C.F.R. 438.242.

v

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.
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The Contractor shall transmit all data directly to the Department in
accordance with 42 C.F.R. 438. If the Contractor utilizes Subcontractors for
senices, 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 Senvices to dewelop standards to
protect the security, confidentiality and integrity of health information. The
execution of the BAAis 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 Dewvelopment
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.

v

15.1 Contractor MIS Requirements

Contract Requirement

Agree to
Comply

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, 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 itin 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:

v

A. Enrollee Subsystem;

B. Third Party Liability (TPL);

Provider Subsystem;

C. Reference Subsystem;

D. Claims Processing Subsystem (to include Encounter Data);

E. Financial Subsystem;

ANAANENENE NN
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F. Utilization/Quality Improvement Subsystem; and

G. Suneillance Utilization Review Subsystem (SURS).

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 senice 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 NCCI;

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

G. Successfully transmitting required data to the Department.

ANIANENER NEE NN NENEN

15.2 Interface Capability

Contract Requirement

Agree to
Comply

The interface subsystems support incoming and outgoing data from other
organizations and allow the Contractor to maintain Enrollee Enroliment
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.

AN

15.3 Access to Contractor’'s MIS

Contract Requirement

Agree to
Comply

The Contractor shall provide the Department with log-in credentials to allow
accessto Contractor's Claims and customer senice 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.

v

Attachment X - Contract Compliance

Page 34 of 332



Attachment X - Contract Compliance

16.0 ENCOUNTER DATA

Encounter Data Submission

N\ WellCare

Beyond Healthcare. A Better You.

Contract Requirement

Agree to
Comply

In accordance with the terms of this Contract and all applicable state and
federal laws, the 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, woided Claims, and zero dollars ($0) paid Claims
processed by the Contractor or by its Subcontractors.

v

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 unigue 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.

v

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

AN

1. 837l — Instructional Transactions

2. 837P - Professional Transactions

3. 837D - Dental Transactions

4. 278 — Prior Authorization Transactions

5. 835 — Remittance Advice

6. 834 — Enrollment/Disenrollment

7. 820 — Capitation

8. 276/277 Claims Status Transactions

9. 270/271 Eligibility Transactions

10. 999 - Functional Acknowledgement

11. NCPDP 2.2

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.

ANIANENENENE -V YA NN N NN

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.

AN

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.
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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
senices 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 senice that was provided.
Accuracy will be determined by evaluating whether or not the values in each
field of the Encounter accurately represent the senice 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).

ANER NI NEANA VRN

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;

D. Provider eligibility data;

E. Reference data (i.e., diagnosis code, procedure rates, etc.)
pertaining to the Claim;

F. Edit and audit procedures for the Claim;

G. Acopy of the remittance advice statement/explanation of benefits;

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

ANANENENE NENENANE
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A listing of Covered Services.

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.

16.1 Encounter Technical Workgroup

Agree to

Contract Requirement Comply

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

Kentucky Health Information Exchange

Agree to
Comply

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.

Contract Requirement

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 senices 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 abowe items.

17.1 Kentucky Health Benefit Exchange

Contract Requirement Agree to
Comply
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.
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18.0 ELECTRONIC HEALTH RECORDS

Contract Requirement

Agree to
Comply

The Contractor shall encourage all Providers in its Network to participate in
the EHR Incentive Program, if eligible.

v

The Department will continue to administer the EHR Incentive Payment
Program. The Department will notify the Contractor on a monthly basis which
providers hawve 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.

v

19.0 QUALITY MANAGEMENT AND HEALTH OUTCOMES

Contract Requirement

Agree to
Comply

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 dewlop a data-driven,
outcomes-based continuous quality improvement process. The Department
will work with the MCOs to dewelop approaches that are focused and
achievable. The Contractor shall work toachieve improvements in outcomes
and performance metrics as determined by the Department, and to dewelop
a value-based payment (VBP) model.

v

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
Owersight Quality Branch Manager.

v

19.1 National Committee for Quality Assurance (NCQA) Accreditation

Contract Requirement

Agree to
Comply

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.

v

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 lewels, and recommendations, as presented via the NCQA
Interactive Review Tool (IRT): Status, Summarized & Detailed Results,
Performance, Performance Measures, Must Pass Results

v
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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, surey type, and lewvel (as applicable);

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

C. Expiration date of the accreditation.

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

ANAANENENEN

19.2 Quality Committees and Meetings

Contract Requirement

Agree to
Comply

A. The Contractor shall have in place an organizational Quality Improveme nt
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 senices.

AN

The QIC shall analyze and evaluate the results of QM/QI activties,
recommend policy decisions, ensure that providers are inwlved 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 QMACs, 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

AN N NN
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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, 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 (PIPs), 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.
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19.3 Quality Assurance and Performance Improvement (QAPI) Program

Contract Requirement

Agree to
Comply

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

Attachment X - Contract Compliance

Page 41 of 332



N\ WellCare

Attachment X - Contract Compliance Beyond Healthcare. A Better You.

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 Senices, Grievances and
Appeals, Population Health Management, Provider Credentialing,
Ombudsman Senices and Provider Senices in its QAPI program.

AN

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.

AN

The QAPI program shall at a minimum include:

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

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

1. 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;

2. Establishing mechanisms for detecting under-utilization and
ower-utilization of senices’ and

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

A QIC to provide oversight of QAPI functions;

B. 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 adwocates to actively improve the quality of care provided to
Enrollees;

C. Methods for addressing Department mandated performance
measures;

D. 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
Senices provided to Enrollees;

E. Methods to collect data, and monitor and ewvaluate for
improvements to physical health outcomes resulting from
behavioral health integration into the Enrollee’s owerall care;

F. 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
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stratification of findings (e.g., by Region, provider type, Enrollee
populations); and

G. 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, thereatfter,
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 resernes the
right to designate the required format and design for the QAPI Program
Plan.

AN

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

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

C. 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;

D. 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 owerall QAPI program;

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

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

G. 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, surey results, Grievances
and Appeals, performance measures, and EQRO findings, among other
information as identified by the Department or Contractor.
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19.4 Kentucky Healthcare Outcomes

Contract Requirement

Agree to
Comply

The Contractor's Quality Management and performance improvement
approach shall incorporate rigorous outcomes measurement against
relevant targets and benchmarks. All health goals, outcomes, and indicators
shall comply with Federal requirements established under 42 C.F.R. 438.240
(©) (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 owver 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,

Attachment X - Contract Compliance

Page 43 of 332



N\ WellCare

Attachment X - Contract Compliance Beyond Healthcare. A Better You.

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 inthe 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 achierement 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 dewvelop 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.

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

Contract Requirement Agree to
Comply
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
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(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 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)

. Agree to
Contract Requirement Comply
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 senices provided by the Contractor to Enrollees and Providers. Such
aspects of senice should include, but not be limited to availability,
accessibility, cultural competency of senices, 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.
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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 dewvelop 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:

AN

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;

3. Support dewelopment 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 intenentions 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
inwlved parties.

C.

As required by the Department, the Contractor shall implement an
additional PIP iffindings 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 lewels 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 havwe final decision and approval of required indicators and
data definitions of each;
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Implementation of intenentions to achieve improvement in the
access to and quality of care;

Evaluation of the effectiveness of the intenentions based on the
performance measures; and

Planning and initiation of activities for increasing or sustaining
improvement.

The Contractor shall be committed to ongoing collaboration for senice and
clinical care improvements through efforts such as development of best
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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 systeminterventions toimprove care and senvces,
and monitor the effectiveness of those intenentions.

AN

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 priorto 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 tothe
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 therelevant data and maintenance of the interventions that
resulted in improvement.

v

While undertaking a PIP, no specific payments shall be made directly or
indirectly to a provider or provider group as an inducement to reduce or
limit Medically Necessary senices furnished to an Enrollee.

v

19.7 Department for Public Health Initiatives

Contract Requirement

Agree to
Comply

The Contractor is encouraged to work with the Department for Public Health
to support efforts to improve public health outcomes and to support the
Department for Public Health’s key priorities, which include but are not
limited to diabetes, obesity, cardiovascular disease, lung cancer, and
substance use disorder. The Contractor is encouraged to work with the
Department for Public Health to identify opportunities for the Contractor to
collaborate and participate in initiatives such as, but not limited to, the
following: the Diabetes Self-Management Program and the Diabetes

v
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Prevention and Control Program, and the Tobacco Prevention and
Cessation Program.

19.8 Quality Management and Performance Improvement Monitoring and Evaluation

Contract Requirement

Agree to
Comply

The Contractor, through the QAPI program, shall monitor and evaluate
progress in improving the quality of health care and outcomes on an
ongoing basis and provide updates to the Department on progress during
quality meetings and at the Department’'s request on an ad hoc basis.
Health care needs such as preventive care, acute or chronic physical or
behavioral conditions, social determinants of health and high wolume, high
risk, and special health care needs populations shall be studied and
prioritized for performance measurement, performance improvement and/or
development of practice guidelines.

v

The Contractor's Quality Management and performance improvement
activities shall demonstrate the linkage of quality initiatives and projects to
findings from multiple quality evaluations, such as the EQR annual
evaluation, opportunities for improvement identified through performance
metrics (e.g., annual HEDIS™ indicators), results of consumer and provider
suneys, internal suneillance and monitoring, as well as any findings
identified by the Department or an accreditation body.

The Contractor shall use appropriate multidisciplinary teams to analyze and
address data or systems issues. The Contractor shall collaborate with
existing provider Quality Improvement activities and, to the extent possible,
align with those activities to reduce duplication and to maximize outcomes.

Providers shall be measured against practice guidelines and standards
adopted by the Quality Improvement Committee. Areas identified for
improvement shall be tracked and corrective actions taken as indicated. The
effectiveness of corrective actions shall be monitored until problem
resolution occurs. The Contractor shall perform reevaluations to ensure that
improvement is sustained.

The Contractor shall annually review and evaluate the owerall effectiveness
of the QAPI program to determine whether the program has demonstrated
improvement in the quality of care and senice provided to Enrollees. The
Contractor shall modify as necessary, the QAPI program, including Quality
Improvement policies and procedures; clinical care standards; practice
guidelines and patient protocols; utilization and accessto Covered Senices;
and treatment outcomes to meet the needs of Enrollees. The Contractor
shall prepare a written report to the Department, detailing the annual review
and shall include a review of completed and continuing QI activities that
address the quality of clinical care and senice; trending of measures to
assess performance in quality of clinical care and quality of senice; any
corrective actions implemented; corrective actions which are recommended
or in progress; and any modifications to the program. There shall be
evidence that QI activities have contributed to meaningful improvement in
the quality of clinical care and quality of senice, including preventive and
behavioral health care, provided to Enrollees. The Contractor shall submit
this report as specified by the Department. The Department shall give the
Contractor advance notice of the due date of the annual QAPI report. The
Department may require interim reports more frequently than annually to
demonstrate Contractor progress.
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19.9 Value-based Payment

Agree to
Comply
The Contractor shall collaborate with the Department and other MCOs to /
implement a Value-Based Payment (VBP) model that aligns incentives for

Enrollees, Providers, the Contractors, and the Commonwealth to achieve
the Medicaid program’s owverarching goals for improvement in quality and
healthcare outcomes. The impact of initiatives will be measured in terms of
access, outcomes, quality of care, and savings.

Contract Requirement

The Contractor shall work collaboratively with the Department and other /
MCOs to dewelop, implement, and execute the VBP model, for which the

Department has final approval on design. The Contractor shall provide
staffing, including Executive Team members such as the Chief Medical
Officer, to attend planning meetings on a schedule defined by the
Department and to provide expertise and input on the design, priorities, and
initiatives to implement the models. Initiatives shall include an approach to
incentivize Providers to participate, and to support Providers in learning
about opportunities under the model and their roles in achieving goals. The
Contractor may also implement strategies and incentives to encourage
Enrollees’ participation in addressing their own health needs which may in
turn support achievement of identified performance measures.

The Department will finalize performance measures and related targets that ‘/
the Contractor shall achieve under the VBP model based on the

Department’s goals for the Medicaid program to support achieved
healthcare outcomes and achieve savings. The Department will also
determine payment strategies for the Contractor's achievement lewels of the
required targets such as incentive payments and withholds. The Contractor
shall dewvelop initiatives it will implement to achieve the performance
measure targets. The Department may also specify required initiatives for
the Contractor and other contracted MCOs to implement, which may
coordinate with PIPs and focused studies. All contracted MCOs are
encouraged to collaborate on initiatives, interventions, and solutions to be
implemented.

The Department resenes the right to modify the performance measures /
during the Contract Term. For any performance measures, the Department

and the Contractor shall agree to the methodology for quantifying the
Contractor's success in achieving targets and related incentives.

When the VBP model is implemented, the Contractor shall review and \/
provide real-time information focused on the initiatives it is undertaking to

achieve required targets on a monthly and quarterly basis and submit
reports annually based on agreed upon reporting requirements. The
Contractor shall highlight status and progress of initiatives, as well as
successes and challenges. The Department will make the final decision as
to data and information to be reported to the Department by the Contractor.
The Contractor and the Department shall use findings to identify additional
opportunities for improvement to the model and need for modification of
priorities, measures, and targets.

19.10 Conduct of Surveys

. Agree to
Contract Requirement Comply
The Contractor shall conduct an annual survey of Enrollees’ and Providers’ /
satisfaction with the quality of senices provided and their degree of access
to senices. The Enrollee satisfaction survey requirement shall be satisfied
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by the Contractor participating in the Agency for Health Research and
Quality’s (AHRQ) current Consumer Assessment of Healthcare Providers
and Systems survwey (“CAHPS”) for Medicaid Adults and Children with a
separate sample and suney for CHIP Enrollees, administered by an NCQA
certified survey vendor. The Contractor shall provide a copy of the current
CAHPS suney tool to the Department. Annually, the Contractor shall
assess the need for conducting special surveys to support
quality/performance improvement initiatives that target subpopulations
perspective and experience with access, treatment and senices. To meet
the provider satisfaction survwey requirement, the Contractor shall submit to
the Department for review and approval the Contractor's provider
satisfaction survey tool within thirty (30) Days of signing the Contract,
annually and prior to any revisions.

The Department shall review and approve any suney instruments and shall /
provide a written response to the Contractor within thirty (30) DayS of
receipt. The Contractor shall provide the Department a copy of all survey
results. A description of the methodology to be used conducting surweys,
the targeted audience, the number and percentage of stakeholders,
Providers or Enrollees to be suneyed, response rates, and a sample surey
instrument, shall be submitted to the Department along with the findings and
interventions conducted or planned. All surey results must be reported to
the Department, and upon request, disclosed to Enrollees.

19.11 Quality Rating System

Contract Requirement Agree to
Comply
The Department shall monitor for CMS dewelopment of a Medicaid /
Managed Care Quality Rating System to determine whether it will adopt
the CMS system or dewelop its own. The Department shall implement
CMS’s Medicaid Managed Care Quality Rating System or dewvelop its own
within three (3) years of the date of a final notice published in the Federal
Register. When implemented, the Contractor shall comply with
requirements specified by the Department.
20.0 UTILIZATION MANAGEMENT
. Agree to
Contract Requirement Comply
The Contractor may establish measures that are designed to maintain /
quality of senices and control costs and are consistent with its

responsibilities to Enrollees; may place appropriate limits on a senice on
the basis of criteria applied under the Medicaid State Plan, and applicable
regulations, such as Medical Necessity; and place appropriate limits on a
senice for utilization control, provided the senices furnished can
reasonably be expected to achieve their purpose, senices supporting
individuals with ongoing or chronic conditions or who require long-term
senices and supports are authorized in amanner that reflects the Enrollee’s
ongoing need for such senices and supports, and Family Planning
Senvices are provided in amanner that protects and enables the Enrollee’s
freedom to choose the method of family planning.

Attachment X - Contract Compliance Page 50 of 332



Attachment X - Contract Compliance

20.1 Utilization Management Program

N\ WellCare

Beyond Healthcare. A Better You.

Contract Requirement

Agree to
Comply

The Contractor shall implement a Utilization Management (UM) Program
that meets the requirements set forth in this section and that is documented
in aplan as defined in KRS 304.17A- 600. The UM program, processes and
timeframes shall be in accordance with 42 C.F.R. 456, 42

C.F.R. 431, 42 C.F.R. 438. If the Contractor utilizes a private review agent,
as defined in KRS 304.17A-600, the agent shall comply with all applicable
requirements of KRS 304.17A-600 to 304.17A-633, as applicable. The
Medical Director and Behavioral Health Director shall supenise the UM
Program and shall be accessible and available for consultation as needed.

v

The Contractor shall implement innovative and effective Utilization
Management processes to ensure a high quality, clinically appropriate yet
highly efficient and cost-effective delivery system. The Contractor shall
continually evaluate the cost and quality of medical senices delivered by
Providers. The Contractor shall apply objective and evidence-based criteria
that take the individual Enrollee’s circumstances when determining the
Medical Necessity of health care senices.

The Contractor shall have a written plan for the UM program that details the
program structure and, if delegated, includes a clear definition of authority
and accountability for all activities between the Contractor and entities to
which the Contractor delegates UM activities. The UM Program and Review
Plan shall comply with KRS 304.17A-600 and include the following
information, at a minimum:

AN

A. Scope of the program;

B. The processes and information sources used to determine senice
cowerage;

C. List which senices require PCP Referral; which senices require
Prior Authorization and how requests for initial and continuing
senices are processed;

D. Written policies and procedures to evaluate Medical Necessity, the
criteria used, information sources, timeframes and the process
used to review, approve, or deny the provision of senices, as
needed, including those specific to the EPSDT program;

E. Policies and procedures to evaluate discharge criteria, site of
senices, lewels of care, triage decisions and cultural competence
of care delivery;

F. Written policies and procedures for monitoring to ensure clinically
appropriate owerall continuity of care;

G. Written policies to ensure the coordination of senvices:

1. Between settings of care, including appropriate Discharge
Planning for short-term and long-term hospital and institutional
stays;

2. With the senices the Enrollee receives from any other MCO;

3. Withthe senices the Enrollee receives in FFS; and
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4. With the senices the Enrollee receives from community and
social support providers.

H. Written policies and procedures that explain how Prior
Authorization data shall be incorporated into the Contractor's
owerall Quality Improvement Plan;

I. Education plan for UM Program staff in the application of related
policies and use of designated criteria in making UM decisions;

J.  Written policies and procedures for complying with the Mental
Health Parity And Addiction Equity Act (MHPAEA);

K. Mechanisms to identify or detect under-utilization and over-
utilization of senices; and

L. Description of evaluation approach of Enrollee satisfaction (using
the CAHPs survey) and Provider satisfaction with the UM program
as part of its satisfaction suneys, and how the Contractor will use
results.

Nothing in this section shall prohibit or impede the Contractor from applying
a person-centric clinical decision that may vary from the written Utilization
Management Policies and Procedures in so far as that decision is
accompanied by the clinical rationale for such a decision.

Network Providers may participate in UM activities to the extent that there is
not a conflict of interest. The Contractor shall have UM Policies and
Procedures that define when such a conflict may exist and remedies.

The Contractor shall include in each Subcontract that, consistent with 42
C.F.R. Sections 438.6(h) and 422.208, compensation to individuals or
entities that conduct UM activities is not structured so as to provide
incentives for the individual or entity to deny, limit, or discontinue Medically
Necessary senices to an Enrollee.

The Contractor shall submit the UM Program description to the Department
for approval within thirty (30) Days of signing the Contract annually and at
any time when making material revisions.

The Contractor shall evaluate the UM program annually, including an
assessment of the effectiveness in improving clinical and senice outcomes.
The evaluation shall include assessment of UM activities conducted by
Subcontractors. The UM program evaluation along with any changes to the
UM program as a result of the evaluation findings, will be reviewed and
approved annually by the Contractor's Medical Director and Behavioral
Health Director prior to submission to the Department. The Contractor shall
provide findings of the evaluation to the Department, including a discussion
of changes, if any, the Contractor plans to make to the program to address
challenges or increase effectiveness.
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20.2 Utilization Management Committee

Contract Requirement

Agree to
Comply

The Contractor shall establish an internal UM Committee, including
Kentucky-based provider representation, that focuses on owersight of
clinical senice delivery trends across itsmembership, including evaluating
utilization, patterns of care, and key utilization indicators. The Contractor’'s
Medical Director shall chair or co-chair the UM Committee report findings to
the QI Committee. The UM Committee shall review, at a minimum:

v
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A. The need for and approval of any changes in UM policies, standards,
and procedures, including approval and implementation of clinical
guidelines, and approving and monitoring the UM program
description and work plan.

v

B. Grievances and Appeals (including expedited Appeals and State
Fair Hearings) related to UM activities to determine any needed
policy changes.

v

20.3 Clinical Practice Guidelines

Contract Requirement

Agree to
Comply

The Contractor shall dewelop or adopt practice guidelines that are
disseminated to Providers, and, upon request, to Enrollees and Potential
Enrollees. The guidelines shall be based on valid and reliable
medical/behavioral health evidence or consensus of health professionals;
consider the needs of Enrollees; deweloped or adopted in consultation with
contracting health professionals, and reviewed and updated periodically.

v

20.4 Medical Necessity Criteria

Contract Requirement

Agree to
Comply

The Contractor shall have a comprehensive UM Program that reviews
senices for Medical Necessity and clinical appropriateness, and that
monitors and evaluates on an ongoing basis the appropriateness of care
and senices for physical and behavioral health. The Contractor shall
comply with federal and state regulations when selecting Medical Necessity
criteria. The Contractor shall adopt Interqual or MCG (Milliman) as the
primary medical/surgical criteria for Medical Necessity except that the
Contractor shall utilize the American Society of Addiction Medicine (ASAM)
for substance use. If Interqual or MCG does not cover a Behavioral Health
Senice, the Contractor shall adopt the following standardized tools for
Medical Necessity determinations:

v

A. For adults: Level of Care Utilization System (LOCUS)

B. For children: Child and Adolescent Senice Intensity Instrument
(CASI) or the Child and Adolescent Needs and Strengths Scale
(CANS); for young children; Early Childhood Senice Intensity
Instrument (ECSII)

AN

If itis determined that a Medical Necessity criteria named in this section is
not available or is not specifically addressed for a senice or for a specific
population, the Contractor shall submit its proposed Medical Necessity
criteria to the Department for approval subject to Section 4.4 “Approval of
Department.” CMS recognized guidelines, LCDs and NCDs, may be
utilized by all MCOs when other criteria do not specifically address the
provider request. There must be written policies for applying the criteria
based on an assessment of the local delivery system. The Department may
also, at its discretion, require the use of other criteria it creates or identifies
for senices or populations not otherwise covered by the named criteria in
this section. Criteria must be based on established scientific evidence which
should be specifically referenced in documentation, and strive toincorporate
local factors such as Kentucky’s demography, epidemiology or provider
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network attributes. The Contractor shall implement such criteria within
ninety (90) Days of receipt of notice from the Department.

The Contractor's Medical Necessity criteria will be transparent and meet all
relative documentation requirements as required by the Department, the
Kentucky Department of Insurance, CMS or other relevant regulatory
agencies. Criteria shall be readily available for review by DMS or the public
by request and on the Contractor's website.

The Contractor and Subcontractors responsible for senice authorization
decisions shall have in place written policies, procedures and mechanisms
to ensure consistent application of review criteria for the processing of
requests for initial and continuing authorization of senices. The written
clinical criteria and protocols shall provide for mechanisms to obtain all
necessary information, including pertinent clinical information, and
consultation with the attending physician or other health care provider as
appropriate.

The Contractor shall have a review body that includes representation by
Kentucky licensed health care professionals that review Medical Necessity
criteria at least annually. The Contractor shall annually attest to the criteria
being used by the Contractor and Subcontractors for Medical Necessity
decisions.

The Contractor shall resubmit criteria approved under a prior contract, if
applicable, to the Department for review and approval to ensure compliance
with the requirements of this Contract.

v

20.5 Service Authorization

Contract Requirement

Agree to
Comply

The Contractor may place limits on a senice in accordance with federal
regulations and requirements of this Contract as set forth in this section and
Section 30.1 “Medicaid Covered Services.” Such limitations and
authorization requirements shall be included inthe UM Program description
as set forth in Section 20.0 “Utilization Management”. The Contractor
shall submit requests to implement new or change existing authorization
requirements to the Department for review and approval prior to
implementation of the change.

v

In accordance with KRS 205.5591, the Contractor shall not require the
following specific to telehealth senices:

A. Require Prior Authorization, medical review, or administrative
clearance for telehealth that would not be required if a senice
were provided in person;

B. Demonstration that it is necessary to provide senices to an
Enrollee through telehealth; and

C. Restrict or deny coverage of telehealth based solely on the
communication technology or application used to deliver the
telehealth senices.

For the processing of requests for initial and continuing authorizations of
senices, the Contractor shall consult with the requesting Provider for
medical senices when appropriate. Decisions to deny a Senice
Authorization Request or to authorize a senice in an amount, duration, or
scope that is less than requested, shall be made by a physician who has
appropriate clinical expertise in treating the Enrollee’s medical or
behavioral condition or disease. The clinical reason for the Denial, in whole
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or in part, specific to the Enrollee shall be cited. Physician consultants from
appropriate  medical, surgical and psychiatric specialties shall be
accessible and available for consultation as needed.

The Department shall provide a common Prior Authorization Form for all /
Contractors and Subcontractors as applicable to utilize for a Provider to

initiate the Prior Authorization process. The Contractor shall give the
Provider the option touse the common form or the Contractor specific form.
The Contractor’'s Prior Authorization process shall be fully automated and
comply with provsions of this Contract. The Contractor's Prior
Authorization requirements shall comply with all state and federal
requirements including but not limited to the requirements for parity in
mental health and substance use disorder benefits in 42 C.F.R.
438.910(d).

20.6 Service Review and Authorization Timeframes

Agree to

Contract Requirement Comply

The Contractor shall make Prior Authorization determinations in a timely and /
consistent manner so that Enrollees with comparable medical needs receive
comparable and consistent levels, amounts, and duration of senices as
supported by the Enrollee’s medical condition, records, and previous
affirmative cowerage decisions. Unless otherwise specified, the Contractor
shall meet, and shall require Subcontractors to meet, the following timelines
for conduct of Medical Necessity and senice authorization reviews:

A. Complete the review process for a standard Prior Authorization ‘/
request within two (2) Business Days of receiving the request. The
timeframe for a standard authorization request may be extended
up to fourteen (14) Days if the Provider or Enrollee requests an
extension, or if the Contractor justifies, in writing, to the
Department a need for additional information and how the
extension is in the Enrollee’s best interest.

B. For cases in which a Provider indicates, or the Contractor \/
determines, that following the standard timeframe could seriously
jeopardize the Enrollee’s life or health or ability to attain, maintain,
or regain maximum function, complete an expedited authorization
decision within twenty-four (24) hours and provide notice as
expeditiously as the Enrollee’s health condition requires;

C. A request for authorization or preauthorization for treatment of an /
Enrollee with a diagnosis of substance use disorder shall be
considered an Expedited Authorization Request by the provider
and the Contractor;

D. Complete post-senice (retrospective) review requests within /
fourteen (14) Days or, if the Enrollee or the Provider requests an
extension or the Contractor justifies in writing to the Department a
need for additional information and how the extension is in the
Enrollee’s interest, may extend up to an additional 14 Days.

E. Upon request of an Enrollee or Provider, provide written \/
confirmation of the Contractor's decision within three (3) Business
Days of providing notification of a decision if the initial decision was
not in writing. The written confirmation shall be written in
accordance with Enrollee Rights and Responsibilities.
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Contract Requirement

Agree to
Comply

The Contractor shall provide the Enrollee written notice that meets the
language and formatting requirements for Enrollee materials, of any
Adwerse Benefit Determination (not limited to senice authorization actions)
within the timeframes for each type of Adwverse Benefit Determination
pursuant to 42 C.F.R. 438.210(d) and in compliance with 42 C.F.R. 438.404
and other provisions of this Contract. The notice must explain:

v

A

The Adverse Benefit Determination the Contractor has made or
intends to make;

The reason(s) for the Adverse Benefit Determination in clear, non-
technical language that is understandable by a layperson;

Specific and detailed information as to why the senice did not meet
Medical Necessity, if the action related to a Denial, in whole or in
part, of a senice is due to a lack of Medical Necessity;

The federal or state regulation supporting the action, if applicable;

The right to be provided upon request and free of charge,
reasonable access to and copies of all documents, records, and
other information relevant to the Enrollee’s Adverse Benefit
Determination, including Medical Necessity criteria, and any
processes, strategies, or evidentiary standards used in setting
cowerage limits;
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The Enrollee’s right to Appeal including information on exhausting
the Contractor's one level of Appeal as required by 42 C.F.R.
438.402(b);

Procedures for exercising Enrollee’s rights to Appeal or file a
Grievance;

Circumstances under which the Appeal process can be expedited
and how to request it;

The Enrollee’s rights to have benefits continue pending the
resolution of the Appeal, how torequest that benefits be continued,
and the circumstances under which the Enrollee may be required
to pay the costs of these senices;

The Enrollee’s right to request a State Fair Hearing after receiving
notice that the Adverse Benefit Determination is upheld;

Notices to Enrollees shall:

A. Be available in English, Spanish, and each Prevalent Non-English
Language;

B. Be available in alternative formats for persons with special needs;
and

C. Be easily understood in language and format.

The Contractor shall give notice as follows at a minimum:
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A. Within ten (10) Days of an Adwerse Benefit Determination when
the Adverse Benefit Determination is a termination, suspension or
reduction of a covered senice authorized by the Department, its
agent or Contractor, except the period of advanced notice is
shortened to five (5) Days if Enrollee Fraud or Abuse has been
determined.

AN

B. By the date of the Adwerse Benefit Determination for the following
situations:

1. In the death of an Enrollee;

2. A signed written Enrollee statement requesting senice
termination or giving information requiring termination or
reduction of senices (where he or she understands that this
will be the result of supplying that information);

3. The Enrollee’s admission to an institution where he or she is
ineligible for further senvices;

4. The Enrollee’s address is unknown and mail directed to him or
her has no forwarding address;

5. The Enrollee has been accepted for Medicaid senices outside
of Kentucky;

6. The Enrollee’s physician prescribes the change in the level of
medical care;

7. An adwerse determination made with regard to the
preadmission screening requirements for nursing facility
admissions;

8. The safety or health of individuals in the facility would be
endangered, the Enrollee’s health improves sufficiently toallow
a more immediate transfer or discharge, an immediate transfer
or discharge is required by the Enrollee’s urgent medical
needs, or an Enrollee has not resided in a nursing facility for
thirty (30) Days.

C. On the date of the Adwerse Benefit Determination when the
Adwerse Benefit Determination is a Denial of payment.

AN N NN NI NN

D. As expeditiously as the Enrollee’s health condition requires and
within State-established timeframes. If the Contractor extends the
timeframe for an appeal or expedited appeal, and the extension was
not at the request of the Enrollee, the Contractor shall make
reasonable efforts to give the Enrollee prompt oral notice of the
delay; give the Enrollee written notice within two (2) Days, of the
reason for the decision to extend the timeframe and inform the
Enrollee of the right to file a Grievance if he or she disagrees with
that decision; and resolve the appeal as expeditiously as the
Enrollee’s health condition requires and no later than the date the
extension expires.

ANIRN

E. For expedited authorization decisions, provide notice as /
expeditiously as the Enrollee’s health condition requires and no
later than two (2) Business Days after receipt of the request for
senice.
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F. On the date that the timeframes expire when senice authorization \/
decisions are not reached within the timeframes for either standard

or expedited senice authorizations. An untimely senice
authorization constitutes a Denial and is thus an Adverse Benefit
Determination.

As set forth in KRS 205.534, upon the request of a Medicaid Provider, /
provide at no cost to the provider, all documents, records, and other

information relevant to an adverse payment or coverage determination, the
Contractor shall inform a Medicaid Provider of the determination with
sufficient detail of the reason(s) therefore and the Provider's right to request
and receive at no cost to the Provider, all documents, records, and other
information related to the determination

20.8 Court-Ordered Evaluations and Services

Contract Requirement AEIEE 18
Comply
In the event an Enrollee requires Medicaid covered Senices ordered by a /
State or federal court, the Contractor shall fully comply with all court orders

while maintaining appropriate UM practices. See Appendix | “Covered
Services” for additional requirements.

The Contractor shall maintain and operate aformalized Discharge Planning

Program that includes a comprehensive evaluation of the Enrollee’s health /
needs and identification of the senices and supplies required to facilitate
appropriate care following discharge from an institutional clinical setting.

21.0 MONITORING AND OVERSIGHT

Monitoring Requirements

Contract Requirement Al
Comply
The Department is responsible for monitoring and owersight of the /
Contractor for compliance with the provisions of this Contract and applicable

federal and State laws and regulations. The Department and its
representatives will conduct ongoing monitoring and owersight through
activities such as but not limited to the following:

1. Tracking and/or auditing or reviewing Contractor activties,
materials, and records dewveloped under the Contract, which may
include periodic medical audits and audits or review of Appeals,
enroliments, disenrollments, termination of providers, utilization
and financial records;

2. Reviewing management systems and procedures;

3. Conducting periodic reviews of the Contractor’'s Provider Network
to confirm adequacy and to ensure that providers excluded from
Medicaid participation are excluded from the Contractors Provider
Network;

4. Reviewing Contractor reports for progress, successes, trends, and
challenges or problems;

5. Conducting random inspections of Contractor and Subcontractor
facilities; and

6. Providing feedback to the Contractor about findings, and
requiring corrective actions, as determined necessary by the
Department.

ANENENERNEN
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The Contractor shall fully cooperate with monitoring and oversight activities.

The Contractor shall participate in scheduled meetings, respond to /
Department inquiries and findings from monitoring and owersight activities,
respond to requests for corrective action plans, provide reports on the
timeline required by and as requested by the Department, among other
activities as deemed necessary by the Department. See Section 37.0
“Contractor Reporting Requirements.” Cooperation in Contract
monitoring and provision of documents during Contract monitoring shall be
at no additional cost to the Department.

The Contractor is responsible for the faithful performance of the Contract /
and shall have internal monitoring procedures and processes to ensure

compliance. The Contractor shall provide owersight of its Subcontract(s) and
shall havwe internal monitoring procedures and processes to ensure
Subcontractor compliance. The Contractor shall ensure that all
Subcontractor(s) work for the purpose of fulfilling a Contractor's obligation
under this Contract.

21.1 External Quality Review

Agree to
Comply
Section 1902(a)(30)(c) of Title XIX of the Social Security Act, requires the
Commonwealth to acquire an independent external review body for the /
purpose of performing an annual review of the quality of senices provided
by an MCO under contract with the Commonwealth, including the evaluation
of quality outcomes and timeliness of access to senices. Requirements
relating to the External Quality Review (EQR) are further defined and
described under 42 C.F.R. 438, Subpart E. The results of EQR are made
available, upon request, to specified groups and to interested stakeholders.
The Contractor shall provide information tothe EQRO as requested to fulfill
the requirements of the mandatory and optional activities required in 42
C.F.R. Part 438.

The Contractor shall cooperate and participate in EQR activities in /
accordance with protocols identified under 42 C.F.R. 438, Subpart E. These

protocols guide the independent external review of quality outcomes and
timeliness of and access to senices provided by a Contractor providing
Medicaid senices.

In an effort to awid duplication, the Department may also use, in place of /
such audit, information obtained about the Contractor from a Medicare or
private accreditation review in accordance with 42 C.F.R. 438.360.

Contract Requirement

21.2 EQR Administrative Reviews

Contract Requirement A i
Comply
The Contractor shall assist the EQRO in completing all Contractor reviews /
and evaluations in accordance with established protocols previously

described. The Contractor shall assist the Department and the EQRO in
identification of Provider and Enrollee information required to carry out
annual, external independent reviews of the quality outcomes, and
timeliness of on-site or off- site medical chart reviews. Timely notification of
Providers and Subcontractors of any necessary medical chart review shall
be the responsibility of the Contractor.
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21.3 EQR Performance

Contract Requirement AQJTEE 1
Comply
If during the conduct of an EQR by an EQRO acting on behalf of the /
Department, an adwerse quality finding or deficiency is identified, the

Contractor shall respond to and correct the finding or deficiency in a timely
manner in accordance with guidelines established by the Department and
EQRO. The Contractor shall:

A. Assign a staff person(s) to conduct follow-up concerning review
findings;

B. Inform the Contractor's Quality Improvement Committee of the
final findings and inwlve the committee in the dewelopment,
implementation and monitoring of the corrective action plan;

C. Submit a corrective action plan in writing to the EQRO and
Department within ten (10) Business Days that addresses the
measures the Contractor intends to take to resolve the finding. The
Contractor’'s final resolution of all potential quality concerns shall
be completed within six (6) months of the Contractor's notification;

D. Demonstrate how the results of the EQR are incorporated into the
Contractor's owerall Quality Improvement Plan and demonstrate
progressive and measurable improvement during the term of this
Contract; and

E. If Contractor disagrees with the EQRO’s findings, submit its
position to the Commissioner of the Department whose decision is
final.

ANEER NN VA

22.0 ENROLLEE SERVICES

Required Functions

Agree to
Comply
The Contractor shall have an Enrollee Senices function that includes a call \/
center which is staffed and available by telephone Monday through Friday

7:00 am to 7:00 pm Eastern Time (ET). The call center shall meet the
current American Accreditation Health Care Commission/URAC- designed
Health Call Center Standard (HCC) for call center abandonment rate,
blockage rate and average speed of answer for all Contractor programs with
the exception of behavioral health which is addressed in Section 33.6
“Behavioral Health Services Hotline.”

Contract Requirement

If a Contractor has separate telephone lines for different Medicaid /
populations, the Contractor shall report performance for each individual line
separately.

The Contractor shall also provide access to medical advice and direction /
through a centralized toll- free call-in system, available twenty-four (24)

hours a day, seven (7) days a week nationwide. The twenty-four/seven
(24/7) call-in system shall be staffed by appropriately trained medical
personnel. For the purposes of meeting this requirement, trained medical
professionals are defined as physicians, physician assistants, licensed
practical nurses, and registered nurses.

The Contractor shall self-report their prior month performance in the three /
(3) areas listed abowve, call center abandonment rate, blockage rate and

average speed of answer, for their Enrollee senices and twenty-four/seven
(24/7) hour toll-free medical call-in system to the Department.
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Appropriate foreign language and/or oral interpreters shall be provided by \/
the Contractor and available free of charge and as necessary to ensure

availability of effective communication regarding treatment, medical history,
or health education and otherwise comply with 42 C.F.R. 438.10(d).
Enrollee written materials shall be provided and printed in English, Spanish,
and each Prevalent Non-English Language. Oral interpretation shall be
provided for all non-English languages. The Contractor staff shall be able to
respond to the special communication needs of the disabled, blind, deaf,
and aged, and effectively interpersonally relate with economically and
ethnically diverse populations. The Contractor shall provide ongoing training
to its staff and Providers on matters related to meeting the needs of
economically disadvantaged and culturally diverse individuals.

The Contractor shall require thatall Senvice Locations meet the requirements
of the Americans with Disabilities Act, Commonwealth and local
requirements pertaining to adequate space, supplies, sanitation, and fire
and safety procedures applicable to health care facilities. The Contractor
shall cooperate with the Cabinet for Health and Family Senices’
independent ombudsman program, including providing immediate access
to an Enrollee’s records when written Enrollee consent is provided.

AN

The Contractor's Enrollee Senvices function shall also be responsible for:

A. Ensuring that Enrollees are informed of their rights and
responsibilities;

B. Ensuring each Enrollee is free to exercise his or her rights
without the Contractor or its Providers treating the Enrollee
adwersely;

C. Guaranteeing each Enrollee’s right to receive information on
available treatment options and alternatives, presented in a
manner appropriate to the Enrollee’s condition and ability to
understand,;

D. Collecting updated demographic information for Enrollees,
including address, phone numbers, etc.;

E. Monitoring the selection and assignment process of PCPs;

F. Identifying, investigating, and resolving Enrollee Grievances about
health care senvices;

G. Assisting Enrollees with filing formal Appeals regarding plan
determinations;

H. Providing each Enrollee with an identification card that identifies
the Enrollee as a participant with the Contractor, unless
otherwise approved by the Department;

I.  Explaining rights and responsibilities to Enrollees or to those who
are unclear about their rights or responsibilities including
reporting of suspected Fraud and Abuse;

J. Explaining Contractor's rights and responsibilities, including the
responsibility to ensure minimal waiting periods for scheduled
Enrollee office \isits and telephone requests, and awiding undue
pressure to select specific Providers or senices;

NN N NN N NN S

K. Providing within five (5) Business Days of the Contractor being
notified of the enrollment of a new Enrollee, by a method that will
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not take more than three (3) Days to reach the Enrollee, and
whenever requested by the Enrollee, guardian or authorized
representative, an Enrollee Handbook and information on how to
access senices; (alternate notification methods shall be available
for persons who have reading difficulties or visual impairments);

L. Explaining or answering any questions regarding the Enrollee
Handbook;

M. Facilitating the selection of or explaining the process to select or
change PCPs through telephone or face-to-face contact where
appropriate. The Contractor shall assist Enrollees to make the
most appropriate PCP selection based on previous or current PCP
relationship, providers of other family Enrollees, medical history,
language needs, provider location and other factors that are
important to the Enrollee. The Contractor shall notify Enrollees
within thirty (30) Days prior to the effective date of woluntary
termination (or if Provider notifies Contractor less than thirty (30)
Days prior to the effective date, as soon as Contractor receives
notice), and within fifteen (15) Days prior to the effective date of
involuntary termination if their PCP leaves the Program and assist
Enrollees in selecting a new PCP;

ANIRN

N. Facilitating direct access to specialized providers in the
circumstances of:

1. Enrollees with long-term, complex health conditions;

2. Aged, blind, deaf, or disabled persons; and

3. Enrollees who have been identified as having special
healthcare needs and who require a course of treatment or
regular healthcare monitoring. This access can be achieved
through referrals from the PCP or by the specialty physician
being permitted to serve as the PCP.

O. Arranging for and assisting with scheduling EPSDT Senivces in
conformance with federal law governing EPSDT for persons under
the age of twenty-one (21) years;

P. Providing Enrollees with information or referring to support
senices offered outside the Contractor's Network such as WIC,
child nutrition, elderly and child abuse, parenting skills, stress
control, exercise, smoking cessation, weight loss, behavioral
health and substance abuse;

Facilitating direct access to primary care vision services; primary
dental and oral surgery services, and evaluations by
orthodontists and prosthodontists; women’s health specialists;
voluntary family planning; maternity care for Enrollees under
age eighteen (18); childhood immunizations; sexually
transmitted disease screening, evaluation and treatment;
tuberculosis screening, evaluation and treatment; and testing
for HIV, HIV-related conditions and other communicable
diseases; all as further described in Appendix | “Covered
Services” of this Contract;
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Q. Facilitating access to Behavioral Health Senices and ‘/
pharmaceutical services;
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Facilitating access to the senices of public health departments,
Community Mental Health Centers (CMHCs), Rural Health Clinics
(RHCs), Federally Qualified Health Centers (FQHCs), the Office
for Children with Special Health Care Needs and charitable care
providers, such as Shriner's Hospital for Children;

Assisting Enrollees in making appointments with Providers and
obtaining senices. When the Contractor is unable to meet the
accessibility standards for accessto PCPs or referrals to specialty
providers, the Enrollee Senices staff function shall document and
refer such problems to the designated Enrollee Senices Manager
for resolution;

AN

Assisting Enrollees in obtaining transportation for both emergency
and appropriate non- emergency situations;

Handling, recording and tracking Enrollee Grievances properly
and timely and acting as an advocate to ensure Enrollees receive
adequate representation when seeking an expedited Appeal;

V.

Facilitating access to Enrollee Health Education Programs;

Assisting Enrolleesin completing the Health Risk Assessment (HRA)

as outlined in Appendix | “Covered Services” upon any
telephone contact; and referring Enrollees to the appropriate
areasto learn how to access the health education and
prevention opportunities available to them including referral to
the Population Health Management (PHM) Program; and

ANIANER NN

. The Enrollee Senices staff shall be responsible for making an

annual report to management about any changes needed in
Enrollee senices functions to improve either the quality of care
provided or the method of delivery. A copy of the report shall be
provided to the Department.

AN

22.1 Enrollee Handbook

Contract Requirement

Agree to
Comply

The Contractor shall publish an Enrollee Handbook and make the handbook
available to Enrollees upon enrollment, to be delivered to the Enrollee within
five (5) Business Days of Contractor’'s notification of Enrollee’s enrollment.

AN

With the exception of a new Enrollee assigned to the Contractor, the
Contractor is in compliance with this requirement if the Enrollee’s handbook

is:
A. Mailed within five (5) Business Days by a method that will not take /
more than three (3) Days to reach the Enrollee;
B. Provided by email after obtaining the Enrollee’s agreement to receive /
the information by email;
C. Posted on the Contractor's website and the Contractor advises /

the Enrollee in paper or electronic form that the information is
available on the internet and includes the internet address,
provided that Enrollee’s with disabilities who cannot access this
information online are provided auxiliary aids and senices upon
request at no cost; or
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D. Provided by any other method that can reasonably be expected
to result in the Enrollee receiving that information.

For any new Enrollee assigned to the Contractor, the Contractor shall mail
a hard copy of the Enrollee Handbook within five (5) Business Days of
notification of the assignment.

ANERN

The Enrollee Handbook shall be available in English, Spanish, and each
Prevalent Non-English Language. The Enrollee Handbook shall be
available in a hardcopy format as well as an electronic format online. The
electronic format shall be readily accessible, placed in a location on the
website that is prominent and easily accessible, can be electronically
retained and printed. The information shall be available in paper form
without charge upon request within five (5) Business Days.

AN

The Enrollee Handbook shall follow the model Enrollee Handbook provided
to the Contractor by the Department after Contract execution. The
handbook shall meet the requirements of 42 CFR 438.10(c)(4)(ii), 42 CFR
438.10, and 42 CFR 438.62(b)(3).

The handbook shall be written at the sixth (6!") grade reading comprehension
level and shall include at a minimum the following information:

A. Information as required by the Department in the model Enrollee
Handbook;

B. The Contractor's Network of Primary Care Providers, including a
list of the names, telephone numbers, and senice site addresses
of PCPs available in the network listing. The network listing may
be combined with the Enrollee Handbook or distributed as a
stand-alone document;

C. How to access a list of Network Providers for Covered Senices in
paper form, upon request, or electronic form containing
information required in 42 C.F.R. 438.10(h);

D. Any restrictions on an Enrollee’s freedom of choice among Network
Providers;

E. The procedures for selecting a PCP and scheduling an initial health
appointment or requesting a change of PCP and specialists;
reasons for which a request may be denied; and reasons a
Provider may request a change;

ANERNEEEANENA R

F. The availability of oral interpretation senices for all languages, written
translations in English, Spanish, and each Prevalent Non-English
Language as well as for the top fifteen (15) non- English languages as
released by the U.S. Department of Health and Human Senices, Office

for Civil Rights, alternative formats, and other auxiliary aids
and services as well as how to access those services;

G. The name of the Contractor and address and telephone number from
which it conducts its business; the hours of business; and the Enrollee

Senvices telephone number and twenty- four/seven (24/7) toll-free
medical call-in system;

AN

AN

H. A list of all available Covered Senices, an explanation of any senice
limitations or exclusions from cowerage, including those due to moral
or religious objections, and a notice stating that the Contractor shall be
liable only for those senices authorized by the Contractor;

I. Enrollee rights and responsibilities including reporting suspected /
Fraud and Abuse and the elements specified in 42 C.F.R. 438.100;

AN
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Procedures for obtaining Emergency Care and non-emergency care
after hours, what constitutes an Emergency Medical Condition, the fact
that a Prior Authorization is not required for Emergency Senices and
the right to use any hospital or other setting for Emergency Care. For a
life-threatening situation, instruct Enrollees to use the Emergency
Medical Senices available or to activate Emergency Medical Senices
by dialing 911,

AN

Procedures for obtaining transportation for both emergency and non-
emergency situations;

Information on the availability of maternity, family planning and
sexually transmitted disease senices and methods of accessing
those senices;

Procedures for arranging EPSDT for persons under the age of
twenty-one (21) years;

Procedures for obtaining access to Long Term Care Senices;

Procedures for notifying the Department for Community Based
Senices (DCBS) of family size changes, births, address changes,
death notifications;

A list of direct access senices that may be accessed without the
authorization of a PCP;

Information about how to access care before a PCP is assigned or
chosen;

An Enrollee’s right to obtain a second opinion in or out of the
Contractor's Provider network and information on obtaining second
opinions related to surgical procedures, complex and/or chronic
conditions;

Procedures for obtaining Covered Senices from non-Network
Providers;

Procedures and timelines for filing a Grievance or Appeal. This

shall include the title, address and telephone number of the
person responsible for processing and resolving
Grievances and Appeals, the availability of assistance in
the filing process, the right of the Enrollee to a State Fair
Hearing and that benefits will continue while under appeal
if MCO decisionis to reduce or terminate services;
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T. Information about the Cabinet for Health and Family Senvices’
independent ombudsman program for Enrollees;

U. Information on the availability of, and procedures for obtaining
behavioral health/substance abuse health senices;

V. Information on the availability of health education senvces;

W. Any cost sharing imposed;

X.

How to exercise an advance directive;

AN NENEN
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Y. Information deemed mandatory by the Department; and

AA. The availability of Population Health Management (PHM) Program
senices provided by the Contractor.

The Contractor's Quality and Access Committee shall review and approve
the Enrollee Handbook. The Contractor shall review the Enrollee Handbook
at least annually for updates as necessary to maintain accuracy, particularly
with regard to the list of participating providers, Covered Senices and any
senice not cowered by the Contractor because of moral or religious
objections. The Department may also request updates to the Enrollee
Handbook at any time to address issues such as changes in state or federal
regulations. The Contractor shall communicate any changes to Enrollees in
written form as least thirty (30) Days before the intended effective date of
thechange. Revision dates shall be added to the Enrollee Handbook so that
it is evident which version is the most current.

NN S

The Contractor shall submit its Enrollee Handbook, and any subsequent /
changes throughout the Contract Term, to the Department for review and

approval. Changes shall be approved by the Department prior to printing or
distribution. The Department has the authority to review the Contractor's
Enrollee Handbook at any time.

22.2 Enrollee Education and Outreach

Agree to
Comply
The Contractor shall develop, administer, implement, monitor and evaluate /
an Enrollee and community education and outreach program that

incorporates information on the benefits and senices of the Contractor's
Program to its Enrollees. The Outreach Program shall encourage Enrollees
and community partners to use the information provided to best utilize
senices and benefits.

Contract Requirement

Creative methods should be used to reach Contractor's Enrollees and ‘/
community partners. These must include but not be limited to collaborations

with schools, homeless centers, youth senice centers, family resource
centers, public health departments, school-based health clinics, chamber of
commerce, faith-based organizations, and other appropriate sites.

The Contractor shall submit an annual outreach plan to the Department for /
review and approval subject to Section 4.4 “Approval of Department.” The

plan shall include the frequency of activities, the staff person responsible for
the activities and how the activities will be documented and evaluated for
effectiveness and need for change.

22.3 Cultural Consideration and Competency

Agree to
Comply
The Contractor shall participate in the Department’s effort to promote the

delivery of senices in a culturally competent manner to all Enrollees, /
including those with limited English proficiency and diverse cultural and
ethnic backgrounds, disabilities and regardless of gender, sexual orientation
or gender identity. The Contractor shall address the special health care
needs of its Enrollees needing culturally sensitive senices. The Contractor
shall conduct ongoing training of staff in the areas of cultural competency
dewelopment, cultural sensitivity, and unconscious bias. The Contractor shall

Contract Requirement
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incorporate in policies, administration and senice practice the values of the
following: recognizing the Enrollee’s beliefs; addressing cultural differences
in a competent manner; fostering in staff and Providers attitudes and
interpersonal communication styles which respect Enrollee’s cultural
background. The Contractor shall communicate such policies to
Subcontractors and include requirements in Subcontracts to ensure
Subcontractor implementation of such policies

22.4 Outreach to Homeless Persons

Contract Requirement

Agree to
Comply

The Contractor shall assess the homeless population by implementing and
maintaining a customized outreach plan for Homeless Persons population,
including victims of domestic violence. The plan shall include:

A. Utilizing existing community resources such as shelters and clinics;
and

B. Face-to-face encounters.

The Contractor shall not differentiate senices for Enrollees who are
homeless. Victims of domestic violence should be a target for outreach as
they are frequently homeless. Assistance with transportation to access
health care may be provided via bus tokens, taxi wouchers or other
arrangements when applicable.

AN

22.5 Enrollee Information Materials

Contract Requirement

Agree to
Comply

All written materials provided to Enrollees that are critical to obtaining
senices, including, at a minimum, Marketing materials, new Enrollee
information, provider directories, handbooks, Denial and termination
notices, and grievance and appeal information shall comply with 42 C.F.R.
438.10(d) and 45 C.F.R. 92 unless otherwise specifically addressed in this
Contract. The information shall at a minimum:

AN

A. Be written at a sixth (6!") -grade reading level determined by Flesch-
Kincaid and use easily understood language and format;

B. Be published in at least a twelve (12) point font size, and available in
large print in a font size no smaller than eighteen (18) point, except
font size requirements shall not apply to Enrollee Identification Cards;

C. Comply with the Americans with Disabilities Act of 1990 (Public Law
USC 101-336).

D. Be available through auxiliary aids and senvices, upon request of the
Enrollee at no cost;

E. Be available in alternative formats, upon request of the Enrollee at no
cost;

F. Be available in English, Spanish, and each Prevalent Non-English
Language;

G. Be provided through oral interpretation senices for any language;
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Include taglines in the top fifteen (15) non-English languages as
released by the U.S. Department of Health and Human Senices Office

of Civl Rights, as well as large print, explaining the availability of

written translation or oral interpretation and the toll-free telephone

number of the Contractor's entity providing those senices and how to

request senices.

v

Written materials provided to Enrollees, including forms used to notify
Enrollees of Contractor actions and decisions, with the exception of written
materials unique to individual Enrollees, unless otherwise required by the
Department shall be submitted to the Department for review and, approval
prior to publication and distribution to Enrollees such approval by the
Department shall be subject to Section 4.4 “Approval of Department.”

v

22.6 Information Materials Requirements

Contract Requirement

Agree to
Comply

The Contractor shall notify all Enrollees of their right to request and obtain
the information listed herein at least once a year and within a reasonable
time after the Contractor receives from the Department notice of the
Enrollee's Enrollment. Any change in the information listed herein shall be
communicated at least thirty (30) Days before the intended effective date of

the change.

v

A.

Names, locations, telephone numbers of, and non-English
languages spoken by, Providers in the Contractor's Network,
including identification of Providers that are not accepting new
patients. This includes, at a minimum, information on PCPs,
specialists, and hospitals;

Any restrictions on the Enrollee's freedom of choice among network
Providers;

Any changes in Covered Senvices by the Contractor due to moral or
religious objections and how to obtain the senvce;

Enrollee rights and protections, as specified in 42 C.F.R. §438.100:

Information on the right to file grievances and Appeals and
procedures as provided in 42 C.F.R. §8438.400 through 438.424
and 907 KAR 17:010, including: requirements and timeframes for
filing a grievance or Appeal; availability of assistance in the filing
process; toll-free numbers that the Enrollee can use to file a
grievance or an Appeal by phone; that when requested benefits can
continue during the grievance or Appeal; and that the Enrollee may
be required to pay the cost of senices furnished while the Appeal is
pending, if the final decision is adverse to the Enrollee;

NN X

Information on a State fair hearing including the right to hearing;
method for obtaining a hearing; and rules that govern representation
at the hearing;

The amount, duration, and scope of benefits available under the
Contract in sufficient detail to ensure that Enrollees understand the
benefits to which they are entitled,;

Procedures for obtaining benefits, including authorization
requirements;

The extent to which, and how, Enrollees may obtain benefits,
including Family Planning Senices, from Out-of-Network Providers;

ANENERNERN
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J. The extent to which, and how, after-hours and emergency cowerage
are provided, including:

What constitutes Emergency Medical Condition, Emergency
Services, and Post- Stabilization Services, with reference
to the definitions in 42 C.F.R. 8438.114(a) and 907 KAR

3:130;
1. The fact that Prior Authorization is not required for Emergency
Senvces;

2. The process and procedures for obtaining Emergency Senices,
including use of the 911- telephone system;

3. The locations of any emergency settings and other locations at
which providers and hospitals furnish Emergency Senices and
Post-Stabilization Services covered under the Contract;

4. The fact that, subject to the provisions of this section, the Enrollee
has a right to use any hospital or other setting for Emergency Care.

K. The post-stabilization care senices rules set forth at 42 C.F.R.
§422.113(c);

L. The Contractor's policy on referrals for Specialty Care and for other
benefits not furnished by the Enrollee's PCP;

M. Cost sharing, if any;

N. How and where to access any benefits that are available under the
State plan but are not covered under the Contract;

O. Any Appeal rights made available to Providers to challenge the
failure of the Contractor to cover a senice;

P. Advance directives, as set forth in 42 C.F.R. 8438.6(i)(2);

Q. Upon request, information on the structure and operation of the
Contractor and physician incentive plans; and

R. An Enrollee’s right to request and receive a copy of his or her
Medical Records and request that the records be amended or
corrected.
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22.7 Advance Medical Directives

Contract Requirement

Agree to
Comply

The Contractor shall comply with laws relating to Advance Medical
Directives pursuant to KRS 311.621 - 311.643 and 42 C.F.R. Part 489,
Subpart | and 42 C.F.R. 422.128, and 438.10 Advance Medical Directives,
including living wills or durable powers of attorney for health care, allow
adult Enrollees to initiate directions about their future medical care in those
circumstances where Enrollees are unable to make their own health care
decisions. The Contractor shall, at a minimum, provide written information
on Advance Medical Directives to all Enrollees and shall notify all Enrollees
of any changes in the rules and regulations gowverning Advance Medical
Directives within ninety (90) Days of the change and provide information to
its PCPs ia the Provider Manual and Enrollee Senices staff on informing

v
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Enrollees about Advance Medical Directives. PCPs have the responsibility
to discuss Advance Medical Directives with adult Enrollees at the first
medical appointment and chart that discussion in the Medical Record of the
Enrollee.

22.8 Enrollee Rights and Responsibilities

Contract Requirement

Agree to
Comply

The Contractor shall havwe written policies and procedures that are in
compliance with Title VI of the Civil Rights Act of 1964 as implemented by
regulations at 45 C.F.R. part 80; the Age Discrimination Act of 1975 as
implemented by regulations at 45 C.F.R. part 91; the Rehabilitation Act of
1973; Title IX of the Education Amendments of 1972; Titles Il and Il of the
Americans with Disabilities Act; Section 1557 of the ACA and 42 C.F.R.
438.100, and designed to protect the rights of Enrollees and enumerate the
responsibilities of each Enrollee. A written description of the rights and
responsibilities of Enrollees shall be included in the Enrollee information
materials provided to new Enrollees. The Contractor shall provide a copy of
these policies and procedures to all of the Contractor's Network Providers
to whom Enrollees may be referred. In addition, the Contractor shall provide
these policies and procedures to any Out-of-Network Provider upon request
from the Provider.

v

The Contractor’'s written policies and procedures that are designed to protect
the rights of Enrollees, in accordance with federal and state law, shall
include, without limitation, the right to:

A. Respect, dignity, privacy, confidentiality, accessibility and
nondiscrimination;

B. A reasonable opportunity to choose a PCP and to change to another
Provider in areasonable manner;

C. Consent for or refusal of treatment and active participation in
decision choices;

D. Ask questions and receive complete information relating to the
Enrollee’s medical condition and treatment options, including
Specialty Care;

E. Voice Grievances and receive access to the Grievance process,
receive assistance in filing an Appeal, and request a State Fair
Hearing from the Contractor and/or the Department;

F. Timely access to care that does not have any communication or
physical access barriers;

G. Prepare Advance Medical Directives pursuant to KRS 311.621 to
KRS 311.643;

H. Assistance with Medical Records in accordance with applicable
federal and state laws;

I. Timely referral and access to medically indicated Specialty Care;

J. Be free from any form of restraint or seclusion used as a means of
coercion, discipline, convenience, or retaliation;

K. Receive information in accordance with 42 C.F.R. 438.10;
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L. Be furnished health care senices in accordance with 42 C.F.R. Part
438; and

M. Any American Indian enrolled with the Contractor eligible to receive
senices from a participating I/T/U provider or an I/T/U PCP shall be
allowed to receive senices from that provider if part of Contractor's
Network.

The Contractor shall also have policies addressing the responsibility of each
Enrollee to:

A. Become informed about Enrollee rights;

B. Abide by the Contractor's and Department’s policies and procedures;

C. Become informed about senice and treatment options;

D. Actively participate in personal health and care decisions, practice
healthy lifestyles;

E. Report suspected Fraud and Abuse; and

F. Keep appointments or call to cancel.

SINNNNNYN XX

22.9 Enrollee Choice of MCO

Contract Requirement

Agree to
Comply

The Department will enroll and disenroll eligible Enrollees in conformance
with this Contract. The Contractor is not allowed to induce or accept
Disenroliment from an Enrollee. The Contractor shall direct the Enrollee to
contact the Department for Enrollment or Disenrollment questions.

v

The Department makes no guarantees or representations to the Contractor
regarding the number of eligible Enrollees who may ultimately be enrolled
with the Contractor or the length of time any Enrollee may remain enrolled
with the Contractor.

v

The Department will electronically transmit to the Contractor new Enrollee
information monthly and will electronically transmit demographic changes
regarding Enrollees daily.

v

22.10 Identification Cards

Contract Requirement

Agree to
Comply

The Contractor shallissue an identification card for every Enrollee assigned
toit. The Identification card will also include the PCP, if applicable, and the
Enrollee’s Identification Number. If the same card is used for pharmacy
Claims processing, the card shall include the Claims processor information
as specified in Section 31.0 “Pharmacy Benefits.”

v
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23.0 ENROLLEE SELECTION OF PRIMARY CARE PROVIDER (PCP)
23.1 Enrollees Not Required to Have a PCP

. Agree to
Contract Requirement Comply
Dual Eligible Enrollees and Enrollees who are presumptively eligible, are not ‘/
required to have a Primary Care Provider (PCP).
23.2 Enrollee Choice of Primary Care Provider
Contract Requirement AQJTEE 1
Comply
Enrollees shall choose or have the Contractor selecta PCP for their medical /
home. The Contractor shall have two processes in place for Enrollees to

choose a PCP:

A. A process for Enrollees who have SSI cowerage but are not Dual ‘/
Eligible Enrollees; and

B. A process for other Enrollees. /

23.3 Enrollees without SSI

Contract Requirement Agree to
Comply
An Enrollee without SSI shall be offered an opportunity to: (1) choose a new /
PCP who is affiliated with the Contractor's Network or (2) stay with their

current PCP as long as such PCP is affiliated with the Contractor's Network.
Each Enrollee shall be allowed to choose his or her Primary Care Provider
from among all available Contractor Network Primary Care Providers and
specialists as is reasonable and appropriate for Enrollee.

The Contractor shall have procedures for sening Enrollees from the date of

notification of Enrollment, whether or not the Enrollee has selected a PCP. /
The Contractor shall send Enrollees a written explanation of the PCP
selection process within ten (10) Business Days of receiving Enroliment
notification from the Department, either as a part of the Enrollee Handbook
or by separate mailing. Enrollees will be asked to select a PCP by contacting
the Contractor's Enrollee Senices department with their selection. The
written communication shall include the timeframe for selection of a PCP,
an explanation of the process for assignment of a PCP if the Enrollee does
not select a PCP and information on where to call for assistance with the
selection process.

An Enrollee shall be allowed to select, from all available, but not less than
two (2) PCP in the Contractor's Network.

The Contractor shall assign the Enrollee to a PCP:

A. Who has historically provided senices tothe Enrollee, meets the
PCP criteria and participates in the Contractor's Network;

If there is no such PCP who has historically provided services, the
Contractor shall assign the Enrollee to a PCP, who participates
in the Contractor’s Network and is within thirty (30) Miles or
thirty (30) minutes from the Enrollee’s residence in accordance
with the accessibility standards set forth in Section 28.4

ANENEANEN
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“Provider Network Access and Adequacy.” The assignment
shall be based on the following:

1. The need of children and adolescents to be followed by pediatric or
adolescent specialists;

2. Any special medical needs, including pregnancy;

3. Any language needs made known to the Contractor; and

4. Area of residence and access to transportation.

The Contractor shall monitor and document in a quarterly report to the
Department the number of eligible individuals that are assigned a PCP. The
Contractor shall notify the Enrollee, in writing, of the PCP assignment,
including the Provider's name, and office telephone number. The Contractor
shall make available to the PCP a roster on the first day of each month of
Enrollees who have selected or been assigned to his/her care.

ANAANENENEN

If the Contractor assigns the Enrollee a PCP prior to offering the Enrollee
the process abowe for self-selection, then in the ewvent the Contractor
receives a request from the Enrollee within thirty

(30) Days for a reassignment, the reassignment shall be retroactively
effective to the date of the Enrollee’s assignment to the Contractor.

AN

23.4 Enrollees who have SSl and Non-Dual Eligibles

Contract Requirement

Agree to
Comply

An Enrollee who has SSI but is not a Dual Eligible Enrollee shall be offered
an opportunity to: (1) choose a new PCP who is affiliated with the
Contractor's Network or (2) stay with their current PCP as long as such PCP
is affiliated with the Contractor's Network. Each Enrollee shall be allowed to
choose his or her Primary Care Provider from among all available Contractor
Network Primary Care Providers and specialists as is reasonable and
appropriate for Enrollee.

v

The Contractor shall send Enrollees information regarding the requirement
to select a PCP, or one will be assigned to them according to the following:

A. Upon Enrollment, the Enrollee shall receive a letter requesting
them to select a PCP. This letter may be included in the Enrollee
Welcome Kit. After thirty (30) Days, if the Enrollee has not selected
a PCP, the Contractor shall send a second letter requesting the
Enrollee to select a PCP. If the Enrollee does not select a PCP
within thirty (30) Days of the second notice, the Contractor shall
send a third notice to the Enrollee.

v
v

B. At the end of the third thirty (30) Day period, if the Enrollee has
not selected a PCP, the Contractor shall select a PCP for the
Enrollee and send a card identifying the PCP selected for the
Enrollee and informing the Enrollee specifically that the Enrollee
can contact the Contractor and make a PCP change.

If the Contractor assigns the Enrollee a PCP prior to offering the Enrollee
the process abowe for self-selection, then in the event the Contractor
receives a request from the Enrollee for a PCP reassignment within thirty
(30) Days of the Auto-Assignment, the reassignment shall be retroactively
effective to the date of the Enrollee’s assignment to the Contractor.

Attachment X - Contract Compliance

Page 73 of 332



N\ WellCare

Attachment X - Contract Compliance Beyond Healthcare. A Better You.

23.5 Selection Procedures for Guardianship

Contract Requirement AQJTEE 1
Comply
DAIL staff are authorized to apply for Medicaid on behalf of guardianship /
clients (DAIL) through an expedited application process agreed on by the

Department and DAIL.

Adult guardianship clients may mowe frequently from one placement to

another. The parties agree that the following procedures will be used to /
determine the residence of these Enrollees for the purpose of maintaining a
PCP selection. In addition to a change in the county of residence, adult
guardianship clients may change PCP selections at any time.

For Enrollees who are in adult guardianship status, the county of residence

shall be where the Enrollee is living. Brief absences, such as for respite care /
or hospitalization, not to exceed one month, do not change the county of
residence.

23.6 Primary Care Provider (PCP) Changes

Contract Requirement Agree to
Comply
The Contractor shall havwe written policies and procedures for allowing /
Enrollees to select or be assigned to a new PCP when such a change is

mutually agreed to by the Contractor and Enrollee, when a PCP is terminated
from cowerage, or when a PCP change is as part of the resolution toan
Appeal. The Contractor shall allow Enrollees to select another PCP within
ten (10) Days of the approved change or the Contractor shall assign a PCP
to the Enrollee if a selection is not made within the time frame. Pursuant to
42 C.F.R. 438.52, for Enrollees in a designated rural area in which only the
Contractor provides senvices, the restrictions on changing PCPs cannot be
more restrictive than for Enrollee Disenroliment as outlined in Section 26.13
“Enrollee Request for Disenrollment.”

An Enrollee shall have the right to change the PCP ninety (90) Days after the

initial assignment and once a year regardless of reason, and at any time for /
any reason as approved by the Enrollee’s Contractor. The Enrollee may also
change the PCP if there has been a temporary loss of eligibility and this loss
caused the Enrollee to miss the annual opportunity, if Medicaid or Medicare
imposes sanctions on the PCP, or if the Enrollee and/or the PCP are no longer
located in the same Medicaid Region.

The Enrollee shall also have the right to change the PCP at any time for

cause. Good cause includes the Enrollee was denied access to needed \/
medical senices; the Enrollee received poor quality of care; and the Enrollee
does not have access to providers qualified to treat his or her health care
needs. If the Contractor approves the Enrollee’s request, the assignment will
occur no later than the first day of the second month following the month of
the request

PCPs shall have theright to request an Enrollee’s disenrollment from his/her

practice and to be reassigned to a new PCP in the following circumstances: /
incompatibility of the PCP/patient relationship; Enrollee has not utilized a
senice within one (1) year of enrollment in the PCP’s practice and the PCP
has documented unsuccessful contact attempts by mail and phone on at
least six (6) separate occasions during the year; or inability to meet the
medical needs of the Enrollee.

PCPs shall not hawe the right to request an Enrollee’s disenrollment from

their practice for the following: a change in the Enrollee’s health status or \/
need for treatment; an Enrollee’s utilization of medical senices; an Enrollee’s
diminished mental capacity; or, disruptive behavior that results from the
Enrollee’s special health care needs unless the behavior impairs the ability of
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the PCP to furnish senices to the Enrollee or others. Transfer requests shall
not be based on race, color, national origin, handicap, age or gender. The
Contractor shall have authority to approve all transfers.

The initial PCP shall serve until the new PCP begins sening the Enrollee,
barring ethical or legal issues. The Enrollee has the right to file a grievance
regarding such a transfer.

The PCP shall make the request for change to the Contractor in writing. The
Enrollee may request a PCP change in writing, face to face or via telephone.

v
v

24.0 ENROLLEE GRIEVANCES AND APPEALS

24.1 General Requirements

Contract Requirement

Agree to
Comply

The Contractor shall have an organized grievance system that shall include-
a grievance process, an Appeals process, and access for Enrollees to a
State Fair Hearing pursuant to KRS Chapter 13B and 42 C.F.R. 438 Subpart
F. The Department shall provide a standardized form for Contractors to
utilize for an Enrollee to begin the Contractor's grievance and Appeal
process.

v

24.2 Enrollee Grievance and Appeal Policies and Procedures

Contract Requirement

Agree to
Comply

The Contractor shall have a timely and organized Grievance and Appeal
Process with written policies and procedures for resolving Grievances filed
by Enrollees. The Grievance and Appeal Process shall address Enrollees’
oral and written grievances. The Grievance and Appeal Process shall be
approved in writing by the Department prior to implementation and shall be
conducted in compliance with the notice, timelines, rights and procedures
in 42 C.F.R. 438 subpart F, 907 KAR 17:010 and other applicable CMS and
Department requirements. If federal law and regulation and state law and
regulation conflict, federal law and regulation preempts unless the state has
been given specific discretion. Grievance and Appeal policies and
procedures shall include, but not be limited to:

v

A. Provide the Enrollee the opportunity to present evidence,
testimony and allegations of fact or law, in person as well as in
writing. The Contractor shall inform the Enrollee of the limited time
available for this sufficiently in advance of the resolution timeframe
for Appeals and expedited Appeals as specified in 42 C.F.R.
438.408(b) and (c);

Provide the Enrollee and the Enrollee’s representative the
Enrollee’s case file, including Medical Records, other
documents and records, and any new or additional
evidence considered, relied upon, or generated by the
Contractor, or at the direction of the Contractor, in
connection with the Appeal of the Adverse Benefit
Determination. This information shall be provided, upon
request, free of charge and sufficiently in advance of the
resolution timeframe for Appeals as specifiedin 42 C.F.R.
438.408(b) and (c);
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Take into account all comments, documents, records, and
other information submitted by the Enrollee or their
representative without regard to whether such information
was submitted or considered in the initial Adverse Benefit
Determination;

AN

B. Consider the Enrollee, the Enrollee’s representative, or the legal
representative of the Enrollee’s estate as parties to the Appeal;

C. A process for evaluating patterns of grievances for impact on the
formulation of policy and procedures, access and utilization;

D. Procedures for maintenance of records of grievances separate from
medical caserecords and in a manner which protects the confidentiality
of Enrollees who file a grievance or Appeal;

E. Ensure that a grievance or an Appeal is disposed of and notice given
as expeditiously as the Enrollee’s health condition requires but not to
exceed thirty (30) Days from its initiation. If the Contractor extends the
timeline for an Appeal not at the request of the Enrollee, the Contractor
shall make reasonable efforts to give the Enrollee prompt oral notice
of the delay and shall give the Enrollee written notice, within two (2)
Days, of the reason for the decision to extend the timeframe and inform
the Enrollee of the right to file another grievance if he or she disagrees
with that decision. Additionally, if the Contractor fails to resolve an
Appeal within this thirty (30) Day timeframe, the Enrollee is deemed to
have exhausted the Contractor's internal Appeal process and may
initiate a State Fair Hearing;

ANERNENERN

Ensure individuals and subordinates of individuals who make
decisions on grievances and Appeals were not involved in
any prior level of review;

AN

F. If the grievance or Appeal inwlves a Medical Necessity determination,
Denial or expedited resolution or clinical issue, ensure that the
grievance and Appeal is heard by health care professionals who have
the appropriate clinical expertise;

AN

G. Process for informing Enrollees, orally and/or in writing, about the
Contractor's Grievance and Appeal Process by making information
readily available at the Contractor's office, by distributing copies to
Enrollees upon Enroliment; and by providing it to all Subcontractors at
the time of contract or whenever changes are made to the Grievance
and Appeal Process;

AN

H. Provide assistance to Enrollees in filing a grievance if requested or
needed including, but not limited to, auxiliary aids and senices upon
request, such as providing interpreter senices and toll-free numbers
that have adequate TTY-TTD and interpreter capability;

I.  Include assurance that there will be no discrimination against an
Enrollee solely on the basis of the Enrollee filing a grievance or Appeal;

J. Include notification to Enrollees in the Enrollee Handbook regarding
how to access the Cabinet's ombudsmen’s office regarding
grievances, Appeals and hearings;

K. Provide oral or written notice of the resolution of the grievance in a
manner to ensure ease of understanding;
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L. Provide for an Appeal of a grievance decision if the Enrollee is not
satisfied with that decision;

M. Provide for continuation of senices, in accordance with 42 C.F.R.
438.420, while the Appeal is pending;

N. Provide expedited Appeals relating to matters which could seriously
jeopardize the Enrollee’s life, physical or mental health, or ability to
attain, maintain or regain maximum function;

O. Provide that oral inquiries seeking to appeal an Adwerse Benefit
Determination are treated as Appeals to establish the earliest possible
filing date for the Appeal and must be confirmed in writing;

P. Not require an Enrollee or an Enrollee’s representative to follow an oral
request for an expedited Appeal with a written request;

Inform the Enrollee of the limited time to present evidence and
allegations of fact or law in the case of an expedited
Appeal;

Q. Acknowledge receipt of each grievance and Appeal;

R. Provide written notice of the Appeal decision in a format and language
that, at a minimum, meet the standards described in 42 C.F.R. 438.10
and for notice of an expedited resolution, the Contractor shall also
make reasonable efforts to provide oral notice;

S. Provide for the right to request a hearing under KRS Chapter 13B;

T. Allows a Provider or arepresentative to file a grievance or Appeal on
the Enrollee’s behalf as provided in 907 KAR 17.010; and

U. Notifies the Enrollee that if a Senice Authorization Request is denied
and the Enrollee proceeds to receive the senice and Appeal the
Denial, if the Appeal is in the Contractor's favor, that the Enrollee may
be liable for the cost as allowed by 42 C.F.R. 438.420(d).

If the Contractor continues or reinstates the Enrollee's benefits while the
Appeal is pending, the benefits must be continued until one of the following
occurs:

A. The Enrollee withdraws the Appeal or request for a State Fair Hearing;

B. The Enrollee does not request a State Fair Hearing with continuation
of benefits within ten

C. A State Fair Hearing decision adverse to the Enrollee is made.

All grievance or Appeal files shall be maintained in a secure and designated
area and be accessible to the Department, its designee, or CMS upon
request, for review. Grievance or Appeal files shall be retained for ten (10)
years following the final decision by the Contractor, HSD, an administrative
law judge, judicial appeal, or closure of a file, whichever occurs later.

The Contractor shall have procedures for assuring that files contain
sufficient information, as outlined at 42 C.F.R. 438.416, to identify the
grievance or Appeal, the date it was received, the nature of the grievance
or Appeal, notice to the Enrollee of receipt of the grievance or Appeal, all
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correspondence between the Contractor and the Enrollee, the date the
grievance or Appeal is resolved, the resolution, the notices of final decision
to the Enrollee, and all other pertinent information. Documentation regarding
the grievance shall be made available to the Enrollee, if requested.

24.3 State Fair Hearings for Enrollees

Contract Requirement Agree to
Comply
An Enrollee shall exhaust the internal Appeal process with the Contractor \/
prior to requesting a State Fair Hearing. The Contractor, the Enrollee, or the

Enrollee’s representative or legal representative of the Enrollee’s estate
shall be parties to the hearing as provided in 907 KAR 17:010(5). An
Enrollee may request a State Fair Hearing if he or she is dissatisfied with an
Adwerse Benefit Determination that has been taken by the Contractor within
one hundred and twenty (120) Days of the final appeal decision by the
Contractor as provided for in 42 C.F.R. 438.408. An Enrollee may request
a State Fair Hearing for an Adverse Benefit Determination taken by the
Contractor that denies or limits an authorization of a requested senice or
reduces, suspends, or terminates a previously authorized senice. The
standard timeframe for reaching a decision in a State Fair Hearing is found
in KRS Chapter 13B.

Failure of the Contractor to comply with the State Fair Hearing requirements /
of the Commonwealth and federal Medicaid law in regard to an Adverse

Benefit Determination made by the Contractor or to appear and present
evidence shall result in an automatic ruling in favor of the Enrollee.

The Contractor shall authorize or provide the disputed senices promptly \/
and as expeditiously as the Enrollee's health condition requires, but not later

than seventy-two (72) hours from the date the Contractor receives notice
reversing the determination, if the senices were not furnished while the
Appeal was pending and the State Fair Hearing results in a decision to
reverse the Contractor's decision to deny, limit, or delay senices. The
Contractor shall pay for disputed senices received by the Enrollee while the
Appeal was pending and the State Fair Hearing reverses a decision to deny
authorization of the senvces.

The Department shall provide for an expedited State Fair Hearing within
three (3) Days of a request for an Appeal that meets the requirements of an \/
expedited appeal after a Denial by the Contractor.

25.0 MARKETING
25.1 Marketing Activities

Contract Requirement AL 1
Comply
The Contractor shall submit any Marketing plans and all Marketing materials /
related to the Medicaid managed care program to the Department and shall

obtain the written approval of the Department prior to implementing any
Marketing plan or arranging for the distribution of any Marketing materials to
potential Enrollees. The Contractor shall abide by the requirements in 42
C.F.R. 438.104 regarding Marketing activities. The Contractor shall
establish and at all times maintain a system ofcontrol over the content, form,
and method of dissemination of its Marketing and information materials or
any Marketing and information materials disseminated on its behalf or
through its Subcontractors. The Contractor shall provide Marketing
materials in English, Spanish, and each Prevalent Non-English Language.
The Marketing plan shall include methods and procedures to log and
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resolve Marketing Grievances. The Contractor shall conduct mass media
adwertising directed to Enrollees in the entire state pursuant to the Marketing

plan.
Marketing by mail, mass media adwertising and community oriented /
Marketing directed at potential Enrollees shall be allowed, subject to the

Department’s prior approval. The Contractor shall be responsible for all
costs of mailing, including labor costs.

Any Marketing materials referring to the Contactor must be approved in

writing by the Department prior to dissemination, including mailings sent /
only to Enrollees. The Contractor shall engage only in Marketing activities
that are pre-approved in writing by the Department. The Contractor shall
require its Subcontractors to submit any Marketing or information materials
which relates to this Contract prior to disseminating same. The Contractor
shall be responsible for submitting such Marketing or information materials
to the Department for approval. The Department shall have the same
approval authority over such Subcontractor materials as over Contractor
materials. The Contractor shall correct problems and errors subsequently
identified by the Department after notification by the Department. Any
approval required by Section 25.1 “Marketing Activities” shall be subject
to Section 4.4 “Approval of Department.”

The Contractor is responsible for ensuring any Enrollee gift card or value
added benefit meets the requirements of Social Security Act 81128A, the

Contract and any other applicable federal and state laws. Approval of these \/
benefits by the Department shall not be construed as superseding federal
or state law.

25.2 Marketing Rules

Contract Requirement Agree to
Comply
The Contractor shall abide by the requirements in 42 C.F.R. Section ‘/
438.104 regarding Marketing activities. Face to face Marketing by the

Contractor directed at Enrollees or potential Enrollees is strictly prohibited.
In developing Marketing materials such as written brochures, fact sheets,
and posters, the Contractor shall abide by the following rules:

No Marketing materials shall be disseminated through the /
Contractor’s Provider network. If the Contractor supplies
branded health education materialsto its Provider network,
distribution shall be limitedto the Contractor’s Enrollees and not
available tothose visiting the Provider’s facility. Such branded
health education materials shall not provide Enrollment or
Disenrollment information. Any violation of this section shall be
subject to the maximum sanction contained in Section 39.4
“Penalties for Failure to Correct;”

A. No fraudulent, misleading, or misrepresentative information shall be
used in the Marketing materials;

No offers of material or financial gain shall be made to
potential Enrollees as an inducement to select a particular
provider or use a product;

ANIRN

No offers of material or financial gain shall be made to any \/
person for the purpose of soliciting, referring or otherwise
facilitating the Enrollment of any Enrollee;
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No direct or indirect door-to-door, telephone, email, texting or other
cold-call Marketing activities;

All Marketing materials comply with information requirements of 42
C.F.R. 438.10; and

No materials shall contain any assertion or statement (whether written
or oral) that CMS, the federal government, the Commonwealth, or any
other similar entity endorses the Contractor.

not:

The following are inappropriate Marketing activities, and the Contractor shall

A

Provide cash to Enrollees or potential Enrollees, except for
stipends, in an amount approved by the Department and
reimbursement of expenses provided to Enrollees for participation
on committees or advisory groups;

Provide gifts or incentives to Enrollees or potential Enrollees unless
such gifts or incentives: are also provided to the general public; (1)
do not exceed ten dollars per individual gift or incentive; and (2) have
been pre-approved by the Department;

Provide gifts or incentives to Enrollees unless such gifts or
incentives: (1) are provided conditionally based on the Enrollee
receiving preventive care or other Cowvered Senices; (2) are not
in the form of cash or an instrument that may be conwerted easily
to cash; and (3) have been pre-approved by the Department;

Seek to influence a potential Enrollee’s Enrollment with the
Contractor in conjunction with the sale of any private insurance;

Induce providers or employees of the Department to rewveal
confidential information regarding Enrollees or otherwise use such
confidential information in a fraudulent manner; or

Threaten, coerce or make untruthful or misleading statements to
potential Enrollees or Enrollees regarding the merits of Enroliment
with the Contractor or any other plan.

AN NENEE VR NI N B NI NENRN

26.0 ENROLLEE ELIGIBILITY, ENROLLMENT AND DISENROLLMENT
26.1 Eligibility Determination

Contract Requirement

Agree to
Comply

The Department shall have the exclusive right to determine an individual’s
eligibility for the Medicaid Program and eligibility to become an Enrollee of
the Contractor. Such determination shall be final and is not subject to review
or Appeal by the Contractor. Nothing in this section prevents the Contractor
from providing the Department with information the Contractor believes
indicates that the Enrollee’s eligibility has changed.

26.2 Assignments of New Enrollees and Transition of MCOs

Contract Requirement

Agree to
Comply

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 effective January 1, 2021, with the
exception Enrollees who are required to be enrolled in the Kentucky SKY

v
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program. If an MCO currently contracting with the Managed Care Program
does not continue with the Managed Care Program, its membership shall
be reassigned as indicated below:

-Any new MCO will be assigned 100,000 Enrollees or an ewen
distribution of membership eligible to be reassigned (whichever is less)

-After assigning 100,000 Enrollees to each new MCO, the remaining
Enrollees will be assigned to all contracted MCOs using the
Department’s defined auto assignment process

-MCOs above maximum threshold of 33% of total MCO membership do
not receive Enrollees through the Department’s auto assignment
process

-There will be an Open Enrollment period after all membership
reassignment has occurred allowing freedom of choice to the Enrollee.

ANERNER NN

-All State and Federal statutes and regulation will apply

Due consideration shall be given to the following when making auto
assignments for Enrollees who do not select an MCO when enrolling:

A. Keeping the family together - Assign Enrollees of a family to the
same MCO;

B. Continuity of Care - Preserve the family’s pre-established
relationship with providers to the extent possible;

C. Robust MCO Competition - equitable distribution of the
participants among the MCOs.

NN NS

26.3 General Enrollment Provisions

Contract Requirement

Agree to
Comply

The Department shall notify the Contractor of the Enrollees to be enrolled
with the Contractor. The Contractor shall provide for a continuous open
enrollment period throughout the term of the Contract for newly eligible
Enrollees. The Contractor shall not discriminate against potential Enrollees
on the basis of an individual’s health status, need for health senices, race,
color, religion, sex, sexual orientation, gender identity, disability or national
origin, and shall not use any policy or practice that has the effect of
discriminating on the basis of an Enrollee’s health status, need for health
senices, race, color, religion, sex, sexual orientation, gender identity,
disability or national origin.

v

The Department shall be responsible for the Enrollment. The Department
shall develop an Enrollment packet to be sent to potential Enrollees. The
Contractor shall have an opportunity to revew and comment on the
information to be included in the Enrollment packet, and may be asked to
provide material for the Enrollment packet.

Enrollees, during the first ninety (90) Days after the effective date of initial
Enrollment, whether the Enrollee selected the Contractor or was assigned
through an automatic process, the Enrollee shall havwe the opportunity to
change their Contractor and once a year thereafter in accordance with 42
C.F.R. 438.
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Contract Requirement

Agree to
Comply

Each Enrollee shall be provided a Kentucky Medicaid Enrollee Identification
Card by the Contractor.

v

Within five (5) Business Days after receipt of notification of new Enrollee
Enrollment, the Contractor shall send a confirmation letter to the Enrollee by
a method that shall not take more than three (3) Days to reach the Enrollee.
The confirmation letter shall include at least the following information: the
effective date of Enrollment; Site and PCP contact information; how to obtain
referrals; the role of the Contractor; the benefits of preventive health care;
an oweniew of the Population Health Management (PHM) Program;
Enrollee identification card; copy of the Enrollee Handbook; and list of
Cowered Senvices. The identification card may be sent separately from the
confirmation letter as long as it is sent within five (5) Business Days after
receipt of notification of new Enrollee enroliment.

v

26.5 Enroliment Levels

Contract Requirement

Agree to
Comply

The Contractor shall accept all Enrollees, regardless of owerall plan
enrollment. Enroliment shall be without restriction and shall be in the order
in which potential Enrollees apply or are assigned. The Contractor shall
maintain staffing and senice delivery network necessary to adhere to
minimum standards for Covered Senvces.

v

Enrollees may wluntarily choose a Contractor. Enrollees who do not select
a Contractor shall be assigned to a Contractor by the Department. The
Department reserves the right to re-evaluate and modify the Auto-
Assignment algorithm anytime for any reason, provided howewer, the
Department shall provide written notice to Contractor of any modification of
the Auto-Assignment algorithm before the implementation of such
modification.

v

The Department may dewelop specific limitations regarding Enrollee
enrollment with the Contractor to take into consideration quality, cost,
competition and adwerse selection.

v

26.6 Enrollment Period

Contract Requirement

Agree to
Comply

Enrollment begins at 12:01 a.m. on the first day of the first (15!) calendar
month for which eligibility is indicated on the eligibility file (HIPAA 834)
transmitted to the Contractor, and shall remain until the Enrollee is
disenrolled in accordance with Disenrollment provisions of this Contract.
Applicable state and federal law determines Membership for newborns.
Membership begins on day of application for Enrollees who are presumptive
eligible.

v

The Contractor shall be responsible for the provision and costs of all
Cowvered Senices beginning on or after the beginning date of Enrollment. In
the event an Enrollee entering is receiving Medically Necessary Cowered
Senices the day before Enroliment, the Contractor shall be responsible for
the costs of continuation of such Medically Necessary Covered Senices,
without any form of prior approval and without regard to whether such

v
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senices are being provided within or outside the Contractor's Network until
such time as the Contractor can reasonably transfer the Enrollee to a
senice and/or Network Provider without impeding senice delivery that
might be harmful to the Enrollee’s health.

26.7 Enrollee Eligibility File (HIPAA 834)

Contract Requirement

Agree to
Comply

The Department shall electronically transmit to the Contractor a HIPAA 834
transaction file daily to indicate new, terminated and changed Enrollees and
a monthly listing of all Contractor's Enrollees. The Department shall submit
with the monthly HIPAA 834 transaction file, a reconciliation of Enrollment
information pursuant to policies and procedures determined by the
Department. The Department shall send the first Enrollment data to
Contractor in HIPAA 834 format.

v

All Enrollments and Disenroliments shall become effective on the dates
specified on the HIPAA 834 transaction files and shall sene as the basis
for Capitated Payments to the Contractor.

v

The Contractor shall be responsible for promptly notifying the Department of
Enrollees of whom it has knowledge were not included on the HIPAA 834
transaction file and shall have been enrolled with the Contractor. Should the
Contractor become aware of any changes in demographic information the
Contractor shall advise the Enrollee of the need to report information to the
appropriate source, i.e.the DCBS office or the Social Security Administration.
The Contractor shall not attempt to report these types of changes on behalf
of the Enrollee, but shall monitor the HIPAA 834 for appropriate changes. In
the ewvent that the change does not appear on the HIPAA 834 within sixty
(60) Days, Contractor shall report the conflicting information to the
Department. The Department shall evaluate and address the inconsistencies
as appropriate.

26.8 Persons Eligible for Enrollment and Retroactivity

Contract Requirement

Agree to
Comply

To be enrolled with a Contractor, the individual shall be eligible to receive
Medicaid assistance under one of the aid categories defined below:

Eligible Enrollee Categories

Temporary Assistance to Needy Families (TANF);

A. Children and family related;

B. Aged, blind, and disabled Medicaid only;

Pass through;

C. Powerty level pregnant women and children, including Presumptive
Eligibility;
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D. Aged, blind, and disabled receiving State Supplementation;

E. Aged, blind, and disabled receiving Supplemental Security Income
(SSl);

F. Under the age of twenty-one (21) years and in an inpatient psychiatric
facility;

G. Children under the age of eighteen (18) who are receiving adoption
assistance and have special needs;

H. Dual eligibles;

|.  Disabled Children;

Foster Care Children;

J. Adults ages nineteen (19) to sixty-four (64) with income under one
hundred thirty eight percent (138%) of the Federal Powerty Lewel; or

K. Former Foster Care Children up to age twenty-six (26).

Enrollees eligible to enroll with the Contractor will be enrolled beginning with
the first day of the application month with the exception of (1) newborns who
are enrolled beginning with their date of birth and (2) presumptively eligible
(PE) Enrollees who are eligible on their day of eligibility determination and
(3) unemployed parent program Enrollees who are enrolled beginning with
the date the definition of unemployment or underemployment in accordance
with 45 C.F.R. 233.100 is met. Presumptively Eligible Enrollees will be
added to the Contractor's Enrollee Listing Report with an Enrollment date
equal to the eligibility date described in (2) abowe.

ANIANIANE NE NE NE NE NE NN

The Contractor shall also be responsible for providing cowverage to
individuals who are retroactively determined eligible for Medicaid.
Retroactive Medicaid coverage is defined as a period of time up to three (3)
months prior to the application month. The Contractor shall cower all
Medically Necessary senices provided the Enrollee during the retroactive
coverage without a Prior Authorization. The Contractor shall allow a provider
to submit a Claim outside of the timely filing period when the provider is
notified after the end of the Contractor’s timely filing period of a retroactive
change in MCO by receipt of a recoupment letter, and the Contractor shall
not deny the Claim based on timely filing.

The Contractor is not responsible for retroactive coverage for SSI Enrollees

who are newly enrolled. The Department shall be responsible for previous /
months or years in situations where an individual appealed a SSI Denial, and
were subsequently approved as of the original application date and was not
already assigned to the Contractor.

AN

26.9 Newborn Infants

Contract Requirement Agree to
Comply
Newborn infants of non-presumptive eligible Enrollees shall be deemed ‘/
eligible for Medicaid and automatically enrolled with the Contractor as
individual Enrollees for sixty (60) Days. The hospital shall request

Attachment X - Contract Compliance Page 84 of 332



N\ WellCare

Attachment X - Contract Compliance Beyond Healthcare. A Better You.

Enrollment of a newborn at the time of birth, as set forth by the Department.
Deemed eligible newborns are auto enrolled in Medicaid and Enroliment is
coordinated within the Cabinet. The delivery hospital is required to enter the
birth record in the birth record system called KY CHILD (Kentucky’s
Certificate of Live Birth, Hearing, Immunization, and Lab Data). That
information is used to auto enroll the deemed eligible newborn within twenty-
four (24) hours of birth. The Contractor is required to use the newborn’s
Medicaid ID for any costs associated with child.

26.10 Dual Eligibles

Agree to

Contract Requirement Comply

The Contractor shall utilize the HIPAA 834 to identify Enrollees who are
Dual Eligible within the MMIS. The Contractor and Medicare Providers shall /
work together to coordinate the care for such Enrollees in order to reduce
over utilization and duplication of senices and cost.

26.11 Persons Ineligible for Enrollment

Agree to

Contract Requirement Comply

Enrollees who are not eligible to enroll in the Managed Care Program are
defined below:

INELIGIBLE ENROLLEE CATEGORIES

A. Individuals who shall spend down to meet eligibility income criteria;

B. Individuals currently Medicaid eligible and have been in a nursing
facility for more than thirty (30) Days*;

C. Individuals determined eligible for Medicaid due to a nursing
facility admission including those individuals eligible for
institutionalized hospice;

D. Individuals sened under the Supports for Community Living,
Michele P, home and community-based, or other 1915(c)
Medicaid waivers;

E. Qualified Medicare Beneficiaries (QMBs), specified low income
Medicare beneficiaries (SLMBs) or Qualified Disabled Working
Individuals (QDWIs);

F. Timed limited coverage for illegal aliens for Emergency Medical
Conditions;

G. Working Disabled Program;

H. Individuals in an intermediate care facility for individuals with
intellectual disabilities (ICF-IID);

I.  Individuals who are eligible for the Breast or Cenical Cancer
Treatment Program; and

J. Individuals otherwise eligible while incarcerated in a correction
facility.

ANANENENENE NN NENANANRN
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* The Contractor shall not be responsible for an Enrollee’s nursing facility
costs during the first thirty (30) Days; howewer, if an Enrollee is admitted to a
nursing facility, the Contractor shall be responsible for covering the costs of
health senices, exclusive of nursing facility costs, provided to the Enrollee
while in the nursing facility until the Enrollee is either discharged from the
nursing facility or disenrolled from the Contractor (effective as is
administratively feasible). Contractor costs may include those of physicians,
physician assistants, APRNs, or any other medical senices that are not
included in the nursing home facility per diem rate. In no event shall
Contractor be responsible for cowvering the costs of such health senices after
the Enrollee’s thirtieth (30th) Day in the nursing facility, and the monthly
Capitation Payment for such an Enrollee shall be prorated based upon the
days of eligibility. This also applies to an Enrollee receiving hospice senices
who is transferred into a nursing facility.

v

The Contractor shall not be responsible for 1915(c) Waiver Senices
furnished to its Enrollees.

26.12 Reenrollment

Contract Requirement

Agree to
Comply

An Enrollee whose eligibility is terminated because the Enrollee no longer
qualifies for medical assistance under one of the aid categories listed in
Section 26.8 “Persons Eligible for Enroliment and Retroactivity” or otherwise
becomes ineligible may apply for reenrollment in the same manner as an
initial Enrollment.

An Enrollee previously enrolled with the Contractor shall be automatically
reenrolled with the Contractor if eligibility for medical assistance is re-
established within two (2) months of losing eligibility. The Contractor shall be
given a new Enroliment date once an Enrollee has been reinstated.

Reenrollment that is more than two (2) months after losing eligibility shall be
treated as a new Enrollment for all purposes.

The Contractor shall provide reasonable modifications to the annual
redetermination process to beneficiaries with disabilities protected by 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; Section 504 of the Rehabilitation Act. The Contractor
shall provide reasonable modifications to the obligation to report a change
in circumstance for any beneficiary with a disability.

SN X

26.13 Enrollee Request for Disenroliment

Contract Requirement

Agree to
Comply

An Enrollee may request Disenrollment only with cause pursuant to 42
C.F.R. 438.56.

v

The Enrollee shall submit a written or oral request to request Disenroliment
to either the Contractor or the Department giving the reason(s) for the
request. If submitted to the Contractor, the Contractor shall transmit the
Enrollee’s request tothe Contract Compliance Officer of the Department. If
the Disenroliment request is not granted, the Enrollee may request a State
Fair Hearing. The Department shall notify all Enrollees of their Disenrollment
rights at least annually no less than sixty (60) Days before the start of each
Enrollment period.

v
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26.14 Contractor Request for Disenrollment

Agree to

Contract Requirement Comply

The Contractor shall recommend to the Department Disenrollment of an
Enrollee when the Enrollee pursuant to 42 C.F.R. 438.56:

A. s found guilty of Fraud in a court of law or administratively
determined to have committed Fraud related to the Medicaid
Program;

B. Is abusive or threatening as defined by and reported in Guidelines
for Preventing Workplace Violence for Health Care and Social
Senice Workers to either Contractor, Contractor's agents, or
providers;

C. Is admitted to a nursing facility for more than thirty-one (31) Days;

D. Is incarcerated in a correctional facility;

E. No longer qualifies for Medical Assistance under one of the aid
categories listed in Section 26.8 “Persons Eligible for Enrollment or
Retroactivity;” or

F. Cannot be located.

All requests by the Contractor for the Department to disenroll an Enrollee
shall be in writing and shall specify the basis for the request. If applicable,
the Contractor's request shall document that reasonable steps were taken
to educate the Enrollee regarding proper behavior, and that the Enrollee
refused to comply. The Contractor may not request Disenrollment of an
Enrollee based on an adwverse change in the Enrollee’s health, or because
of the Enrollee’s utilization of medical senices, diminished mental capacity,
or uncooperative or disruptive behavior resulting from his or her special
needs, except when his or her continued enrollment with the Contractor
seriously impairs the Contractor's ability to furnish senices to either this
particular Enrollee or other Enrollees.
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26.15 Effective Date of Disenrollment

. Agree to
Contract Requirement Comply
Disenrollment shall be effective on the first day of the calendar month for /
which the Disenroliment appears on the HIPAA 834 transaction file.
Requested Disenrollment shall be effective no later than the first (1st) day
of the second (2nd) month following the month the Enrollee or the
Contractor files the request. If the Department fails to make a determination
within the timeframes the Disenrollment shall be considered approved.
26.16 Continuity of Care upon Disenrollment
Contract Requirement Agree to
Comply
The Contractor shall take all reasonable and appropriate actions necessary /
to ensure the continuity of an Enrollee’s care upon Disenrollment. Such

actions shall include: assisting in the selection of a new Primary Care
Provider, cooperating with the new Primary Care Provider in transitioning
the Enrollee’s care, and making the Enrollee’s Medical Record available to
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the new the Primary Care Provider, in accordance with applicable state and
federal law. The Contractor shall be responsible for following the
Transition/Coordination of Care Plan contained in Appendix J
“Transition/Coordination of Care Plan” whenever an Enrollee is
transferred to another MCO.

26.17 Death Notification

Contract Requirement

Agree to
Comply

The Contractor shall notify the Department or Social Security Administration
in the appropriate county, within five (5) Business Days of receiving notice
of the death of any Enrollee.

v

26.18 Enrollee Address Verification

Contract Requirement

Agree to
Comply

The Department resenes the right to disenroll an Enrollee from the
Medicaid program if the Department is unable to contact the Enrollee by first
class mail and after the Contractor has been notified and is unable to
provide the Department with a valid address. The Enrollee shall remain
disenrolled until either the Department or the Contractor locates the Enrollee
and eligibility is reestablished.

v

27.0 PROVIDER SERVICES

27.1 Required Functions

Contract Requirement

Agree to
Comply

The Contractor shall maintain a Provider Senices function that is responsible
for the following senices and tasks:

A. Enrolling, credentialing and recredentialing of Providers and
coordination of these responsibilities with the Department’s
Credentialing Verification Organization(s) (CVOs) when contracted;

B. Providing Provider Senice representatives who respond to provider
requests and inquiries within two (2) Business Days of a request;

C. Performance review of Providers;

D. Establishing and operating a Provider Call Center;

E. Assisting Providers with:

1. Enrollee Enrollment status questions;

2. Prior Authorization and referral procedures, including consulting
with a requesting Provider on authorization decisions, when
appropriate;

3. Claims submissions and payments;
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4. Coordination of care for child and adult Enrollees with complex
and/or chronic conditions.

F. Handling, recording and tracking Provider Grievances and
Appeals properly and timely while ensuring no punitive action is
taken against a Provider who either requests an expedited
resolution or supports an Enrollee’s Appeal;

G. Dewloping, distributing, and maintaining a Provider manual;

H. Deweloping and maintaining provider senices webpages within the
Contractor’s website;

I.  Dewloping, conducting, and assuring Provider orientation and
ongoing education;

J.  Encouraging and coordinating the enroliment of Primary Care
Providers inthe Department for Public Health and the Department
for Medicaid Senices Vaccines for Children Program. This
program offers certain vaccines free of charge to Medicaid
Enrollees under the age of twenty- one (21) years. The Contractor
is responsible for reimbursement of the administration fee
associated with vaccines provided through the program; and

ANENENENEENAN

K. Providing necessary technical support to Providers who
experience unique problems with certain Enrollees in their
provision of senices.

AN

27.2 Provider Services Call Center

Contract Requirement

Agree to
Comply

The Contractor shall operate a toll-free provider call center that meets
standards as determined by the Department. The Contractor may decide
to use this toll-free line or operate separate toll-free lines for Claims
resolution and Utilization Management and Prior Authorization calls;
however, staffing shall be adequate to ensure qualified and timely
responses. Additionally, the Contractor shall operate phone lines as
defined in this Contract for pharmacy and Behavioral Health Senices.

Provider Senices shall be staffed, at a minimum, Monday through Friday
8:00 am —6:00 pm Eastern Standard Time, including federal holidays. Staff
members shall be available to speak with providers any time during open
hours. The Contractor shall have an automated system during non-
business hours with sufficient capacity for all callers to leave messages.
All messages shall be returned on the next Business Day.

The Contractor shall have policies and procedures for operation of the
provider call center that address staffing requirements and ratios,
orientation and education of call center staff, hours of operation,
performance standards, and methods the Contractor will implement to
monitor calls and comply with standards. For common topics, the
Contractor shall dewvelop scripts for use by call center staff in providing
consistent responses to provider inquiries.

The Contractor's call center systems shall have the capability to track and
report call management metrics. The Contractor shall meet the following
performance standards as measured by monthly averages for the Provider
Senices and pharmacy call centers:
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A. Call abandonment rate of less than five percent (5%);

B. Eighty percent (80%) of calls are answered by a live woice within
thirty (30) seconds, and the remaining twenty percent (20%) are
answered by a representative with an additional thirty (30) seconds.
“Answer” is defined as response to each caller who requests to
speak to a live representative;

C. Blocked call rate, or a call that was not allowed into the system,
that does not exceed one percent (1%);

D. Accurate response to call center phone inquiries by call center
representatives is ninety percent (90%) or higher; and

E. One hundred (100) percent of call center open inquiries are
resolved within seventy-two (72) hours.

Additionally, the Contractor shall ensure that voice messages left during non-
business hours are returned within one (1) Business Day.

Provider Senices staff shall be instructed to follow all contractually-required
provider relation functions including, policies, procedures and scope of
senices.
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27.3 Provider Services Website

Contract Requirement

Agree to
Comply

The Contractor shall provide and maintain a website that includes
webpages specifically for providers to use to access current program
information and provider specific information. The website shall have
an interactive function that allows for the following:

AN

A. Capabilities for providers to submit inquiries and receive
responses within one (1) Business Day of receipt; and

B. Capabilities for Providers to file grievances, Appeals, and
supporting documentation electronically in an encrypted format
which complies with Federal and State law and allows a Medicaid
provider to review the current status of a matter relating to a
grievance or an Appeal filed concerning a submitted Claim; and

C. Other portals, as determined by the Vendor (e.g., for processing
Claims).

The Contractor shall refer any inquiries to the Department that are not within
the Contractor's scope of senices.

The Contractor shall provide the following information on its Provider Senices
webpages, at a minimum:

A. Contact information for Contractor call center(s) and hotline(s);

B. Searchable Provider Manual;

C. Searchable Provider Directory;
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D. Current and clearly defined Prior Authorization requirements.

E. Pharmacy Preferred Drug List (PDL) and pharmacy conditions for
coverage and utilization limits;

F. Enrollee rights and responsibilities;

G. Information about KHIE;

H. What's New updates; and

I.  Links to other websites such as CHFS, DMS, and the CVO(s).

The Contractor shall review and update its website monthly or more
frequently as needed to ensure information is accurate and up to date. The
Contractor shall submit to the Department for prior approval all materials that
it will post on its website and screenshots for any webpage changes unless
otherwise agreed to in writing by both parties. Excluding upgrades which
support the ordinary operation, administration, and maintenance of the
website and as otherwise agreed upon by both parties, the Contractor shall
not modify the website prior to receipt of Department approval.
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27.4 Provider Manual and Communications

Contract Requirement

Agree to
Comply

The Contractor shall prepare and issue a Provider Manual(s), including any
necessary specialty manuals (e.g., Behavioral Health) to all network
Providers. For newly contracted Providers, the Contractor shall issue copies
of the Provider Manual(s) within five (5) Business Days from inclusion of the
Provider inthe network or provide online access to the Provider Manual and
any changes or updates. All Provider Manuals shall be available in hard
copy format upon request of the Provider and/or online.

The Contractor shall submit to the Department for approval the Provider
Manual, including any provided by a Subcontractor for direct senices, and
any updates to the Provider Manual, prior to publication and distribution to
Providers. Such approval is subject to Section 4.4 “Approval of
Department.”

The Provider Manual and updates shall serve as a source of information to
Providers regarding the following and other topics as identified by the
Contractor:

A. Provider rights and responsibilities;

B. Cowered Senices;

C. Enrollee rights and responsibilities and cost-sharing requirements;

D. Information for PCPs about Advance Medical Directives and their
responsibilities for informing Enrollees;
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E. Contractor's Policies and Procedures;

F. Information for accessing the Contractor and program materials
through the Contractor's call center(s), toll-free hotlines, and
website;

G. Provider credentialing and recredentialing;

H. Provider and Enrollee Grievances and Appeals process;

I.  Claims submission process and requirements;

J. Provider Program Integrity requirements and reporting suspected
Fraud and Abuse;

K. Utilization Management and Prior Authorization procedures;

L. Medicaid federal and state laws and regulations;

M. Oweniew of the QAPI program;

N. Oweniew of value-based payment (VBP) models, when
implemented; and

O. Standards for preventive health senices.

The Contractor shall prepare and issue provider communications as
necessary toinform providers about Contractor’'s policies, initiatives or other
information. The Department shall approve prior to distribution provider
communications only if they change or amend the way the Contractor
conducts business with the provider or when there are material changes to
the Medicaid managed care program (e.g., changes to federal and state
laws, provider notification of a rate change). Such approval is subject to
Section 4.4 “ Approval of Department.”
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27.5 Provider Orientation and Education

Contract Requirement

Agree to
Comply

The Contractor shall conduct initial orientation for all Providers within thirty
(30) Days after the Contractor places a newly contracted Provider on an
active status. The Contractor shall ensure that all Providers receive initial
and ongoing orientation to operate in full compliance with the Contract and
all applicable Federal and Commonwealth requirements. The Contractor
shall use reasonable efforts to ensure that all Providers receive targeted
education for specific issues identified by the Contractor and/or the
Department.

v

The Contractor shall dewelop and submit to the Department a Provider
orientation and education plan that includes orientation and education
methods, topics, and dates for completion of activities and educational
workshops or other types of training sessions. The Contractor shall submit
the plan to the Department within sixty (60) Days of contract execution,
when material changes are made, and annually.

v
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The Contractor shall ensure that Provider education includes:

A. Contractor coverage requirements for Medicaid senvices, including
information about Prior Authorization requirements, EPSDT
preventive health screening senices and EPSDT special senices;

B. Contractor policies and procedures, Contractor administrative
clinical practices, and updated information when modifications to
existing senices occur;

C. Medicaid policies and procedures, including state and federal
mandates and any new policies and procedures;

D. How to report suspected Fraud and Abuse, and annually
addressing Fraud, Waste, and Abuse with Providers;

E. Medicaid populations and eligibility;

F. Standards for preventive health senices;

G. Telehealth senices;

Special needs of Enrollees in general that affect access to and
delivery of services, including those Enrollees set forth in
Section 42.0 “Kentucky SKY Program”, if applicable;”

H. Advance Medical Directives;

I. Claims submission and payment requirements;

J. Special health/care management programs in which Enrollees
may enroll;

K. Provider role in Population Health Management (PHM) program;

L. Cultural sensitivity;

M. Responding to needs of Enrollees with SUD or behavioral health,
dewelopmental, intellectual and physical disabilities;

N. Integrated healthcare, addressing Social Determinants of Health,
and population health management initiatives;

O. Reporting of communicable disease;

P. The Contractor's QAPI program, the EQRO, and the Provider’s
role in impacting quality and healthcare outcomes, including
ongoing education about QAPI program findings and interpretation
of data when deemed necessary by the Contractor or Department;

Q. Medical records review; and;

R. Value-based payment.
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The Contractor shall develop, implement, and conduct ongoing educational
programs for the Kentucky Medicaid Pharmacy Provider community. These
educational initiatives shall include, but not be limited to:

A. Provider letters and bulletins;

B. PDL drug changes and distribution;

POS messaging;

Training sessions, webinars, quarterly newsletters, and other
training activities as requested by the Department;
C. Billing instructions and Claim resolution;

D. Website postings of the PDL; and

E. PA processes and procedures.

The Contractor shall maintain and make available upon request
enrollment or attendance rosters dated and signed by each attendee or
other written or electronic evidence of training of each Provider and
their staff.

NN NN NN NN X

27.6 Provider Educational Forums

Contract Requirement Al @
Comply
The Contractor shall participate in any Medicaid Provider Educational
Forums designated by the Department to be held throughout the State \/
as enhanced education efforts related to Medicaid managed care. The
Contractor shall remit to the Department Twenty Thousand ($20,000)
Dollars at the start of each fiscal year under this Contract to support this
outreach effort.
27.7 Provider Credentialing and Recredentialing

Contract Requirement ég:ﬁsl;[lo
The Contractor shall conduct Credentialing and Recredentialing in
compliance with National Committee for Quality Assurance standards /

(NCQA), KRS 205.560(12), 907 KAR 1:672 or other applicable state
regulations and federal law until such time that the Department contracts
with a Credentialing Verification Organization (CVO) to perform such
senices. The Contractor shall document the procedure it will implement,
which shall comply with the Department’s current policies and procedures,
for credentialing and recredentialing of providers with whom it contracts or
employs to treat Enrollees. Detailed documentation and scope of the
Credentialing and Recredentialing process is contained in Appendix J
“Credentialing Process.”

The Contractor shall complete the Credentialing or Recredentialing of a

Provider within ninety (90) Days of receipt of all relative information from the /
Provider, or within forty-five (45) Days if the Provider is providing substance
use disorder senices. The status of pending requests for credentialing or
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recredentialing shall be submitted as required in Appendix J K “Credentialing
Process.”

If the Contractor accepts the Medicaid enrollment application on behalf of
the provider, the Contractor shall use the format provided in Appendix J K
“Credentialing Process” to transmit the listed provider enrollment data
elements to the Department. The Contractor shall generate and
electronically submit a Provider Enrollment Cowversheet for each provider to
the Department.

v

The Contractor shall establish ongoing monitoring of provider sanctions,
complaints and quality issues between recredentialing cycles, and take
appropriate action.

The Contractor shall provide a credentialing process whereby the Provider
is only required to complete one credentialing process that applies to the
Contractor and any or all of its Subcontractors, if one credentialing process
meets NCQA requirements.

v
v

27.8 Transition to a Credentialing Verification Organization (CVO)

Contract Requirement

Agree to
Comply

In compliance with KRS 205.532, the Department will contract with one or
more CVOs to conduct enrollment, credentialing, and recredentialing
senices for the Medicaid managed care program. This section sets forth
requirements the Contractor must meet at such time that the CVO
contract(s) are effective and operational.

v

Each provider seeking to be enrolled in Medicaid and credentialed with the
Department and the Contractor shall submit a single credentialing
application to the designated CVO or organization meeting the requirements
of KRS 205.532(1)(c)2, if applicable. The Contractor shall comply with and
take all necessary actions to implement the requirements of 2018 Ky.Acts
Ch. 69 and all other applicable Federal and State laws.

AN

The Contractor shall work with any identified CVO designated by the
Department. The Contractor shall haw a documented process that
addresses the following at a minimum:

A. Referral of providers to the CVO to complete credentialing prior to
contracting with the Contractor, and to provide information to
Network Providers about the re-credentialing process.

B. Methods for receiving \erified credentialing packets from the
CVO;

C. Determining whether the Contractor will contract with the provider
within thirty (30) Days of receipt of the verified credentialing packet
from the CVO;

D. Within ten (10) Days of an executed contract with a provder,
ensuring that any of the Contractor's internal processing systems
are updated to include the accepted provider contractor and the
provider as a participating provider;

E. Notifying the provider if additional time beyond the required ten
(10) Days is needed to load and configure the provider contract,
which time shall not exceed an additional fifteen (15) Days;

F.  Working with the CVO as needed when are-evaluation of provider
documentation is determined as necessary to maintain
participation status.

G. Meeting with the Department and/or the CVO monthly during
implementation activities, quarterly during ongoing operations, or
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at a different frequency as requested by the Department,
Contractor, or CVO about the credentialing process.

The Contractor shall accept provider credentialing and verified information
from the Department, or the Department’s contracted CVO, and shall not
request a provider to submit additional credentialing information without the
Department’s written prior approval. The Contractor is not prohibited from
collecting additional information to inform the Contractor's contracting
process.

Nothing in this section requires the Contractor to contract with a provider if
the Contractor and provider do not agree on the terms and conditions for
participation.

A provider's Claims become eligible for payment as of the date of the
provider's Credentialing Application Date. The Contractor shall not require
a provider to Appeal or resubmit any Clean Claim submitted during the time
period between the provider's Credentialing Application Date and the
Contractor's completion of its credentialing process.

ANERN

A university hospital, as defined in KRS 205.639, may perform the activities
of a CVO for its employed physicians, residents, and mid-level practitioners
where such activities are delineated in the hospital's contract with the
Contractor. The provisions of KRS 205.532 (3), (4), (5), and (6) with regard
to payment and timely action on a credentialing application shall apply to a
credentialing application that has been werified through a university
hospital.

27.9 Provider Maintenance of Medical Records

Contract Requirement

Agree to
Comply

The Contractor shall require Providers to maintain Enrollee Medical
Records on paper or in an electronic format. Enrollee Medical Records shall
be maintained timely, legible, current, detailed and organized to permit
effective and confidential patient care and quality review. Complete Medical
Records include, but are not limited to, medical charts, prescription files,
hospital records, provider specialist reports, consultant and other health
care professionals’ findings, appointment records, and other documentation
sufficient to disclose the quantity, quality, appropriateness, and timeliness
of senices provided under the Contract. The Medical Record shall be
signed by the provider of senvce.

v

The Enrollee’s Medical Record is the property of the Provider who generates
the record. However, the Contractor shall require that each Enrollee or
his/her representative is entitled to one free copy of his/her Medical Record.
Additional copies shall be made available to Enrollees at cost. Medical
records shall generally be preserved and maintained by the Provider for a
minimum of five (5) years unless federal requirements mandate a longer
retention period (i.e., immunization and tuberculosis records are required to
be kept for a person’s lifetime).

The Contractor shall ensure that the PCP maintains a primary Medical
Record for each Enrollee, which contains sufficient medical information from
all providers inwlved in the Enrollee’s care, to ensure continuity of care.
The medical chart organization and documentation shall, at a minimum,
require the following:

A. Enrollee/patient identification information, on each page;

B. Personal/biographical data, including date of birth, age, gender,
marital status, race or ethnicity, mailing address, home and work
addresses and telephone numbers, employer, school, nhame and

AN
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telephone numbers (if no phone contact name and number) of
emergency contacts, consent forms, identify language spoken and
guardianship information;

C. Date of data entry and date of Encounter;

D. Provider identification by name;

E. Allergies, adwerse reactions and any known allergies shall be
noted in a prominent location;

F. Past medical history, including serious accidents, operations,
illnesses. For children, past medical history includes prenatal care
and birth information, operations, and childhood illnesses (i.e.,
documentation of chickenpox);

G. Identification of current problems;

H. The consultation, laboratory, and radiology reports filed in the
Medical Record shall contain the ordering provider's initials or
other documentation indicating review;

I. Documentation of immunizations pursuant to 902 KAR 2:060;

J. ldentification and history of nicotine, alcohol use or substance
abuse;

K. Documentation of reportable diseases and conditions to the local
health department sening the jurisdiction in which the patient
resides or Department for Public Health pursuant to 902 KAR
2:020;

L. Follow-up visits provided secondary to reports of emergency room
care;

M. Hospital discharge summaries;

N. Advanced Medical Directives, for adults;

O. All written Denials of senice and the reason for the Denial; and

P. Record legibility to at least a peer of the writer. Any record judged
illegible by one reviewer shall be evaluated by another reviewer.

An Enrollee’s Medical Record shall include the following minimal detail for
individual clinical Encounters:

A. History and physical examination for presenting complaints
containing relevant psychological and social conditions affecting
the patient’'s medical/behavioral health, including mental health,
and substance abuse status;

B. Unresolved problems, referrals and results from diagnostic tests
including results and/or status of preventive screening senices
(EPSDT) are addressed from previous wisits;

C. Plan of treatment including:
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1. Medication history, medications prescribed, including the
strength, amount, directions for use and refills;

2. Therapies and other prescribed regimen; and

3. Follow-up plans including consultation, referrals and directions,
including time to return.

An Enrollee’s Medical Record shall include at a minimum for hospitals and
mental hospitals:

A. Identification of the Enrollee;

B. Physician name;

C. Date of admission and dates of application for and authorization of
Medicaid benefits if application is made after admission; the plan of
care (as required under 42 C.F.R. 456.172 (mental hospitals) or 42
C.F.R. 456.70 (hospitals);

D. Initial and subsequent continued stay review dates (described under
42 C.F.R. 456.233 and 42 C.F.R. 465.234 (for mental hospitals) and
42 C.F.R. 456.128 and 42 C.F.R. 456.133 (for hospitals);

E. Reasons and plan for continued stay if applicable;

F. Other supporting material appropriate to include;

G. For non-mental hospitals only:

1. Date of operating room reservation; and

2. Justification of emergency admission if applicable.
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27.10 Provider Grievances and Appeals
Contract Requirement AEIEE 18
Comply
The Contractor shall havwe in place a provider grievance and appeals /
process, distinct from that offered to Enrollees. The Contractor shall process

provider grievances and appeals promptly, consistently, fairly, and in
compliance with state and federal law and Department requirements. The
Contractor shall submit its Provider Grievances and Appeals Policy and
Procedures to the Department for review ninety (90) Days after Contract
execution. The Contractor shall submit changes to the Policy and
Procedures to the Department for review prior to implementation of such
changes.

The Contractor shall allow for Providers to have the right tofile an
internal appeal with the Contractor regarding Denial of the following:

A. A health care senice;

AN
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B. Claim for reimbursement;

C. Provider payment;

D. Contractual issues.

Appeals received from Providers that are on the Enrollee’s behalf for denied
senices with requisite consent of the Enrollee are deemed Enrollee
appeals and not subject to this Section. See Section

24.0 “Enrollee Grievances and Appeals” for requirements for Enrollee
appeals.

The Contractor's Provider Grievance and Appeals Policy and Procedures
shall include the following, at a minimum:

A. A grievance process for providers to submit complaints or disputes
for which remedial action is not requested to the Contractor and that
requires use of a standard Department provided Provider Grievance
Form by the Contractor to initiate its Provider grievance process;

B. An appeals process for providers to raise challenges to specific
Contractor decisions that includes:

ANENEEANE AR

1. A committee to review and make decisions on provider
appeals. The committee must consist of at least three (3)
qualified individuals who were not inwlved in the original
decision, action, or inaction giving rise to the right to appeal;

2. Written notification to the Provider regarding a Denial;

3. Right to request an external third party review of Contractor
decisions after the internal process has been exhausted.

C. Requirements for recording all grievances and appeals filed by a
provider to include the date filed, type of issue, identification and
contact of the individual filing the grievance or appeal, identification
of the individual recording the grievance or appeal, disposition of the
grievance or appeal, corrective action required and date resolved,;

D. Requirements that any form of correspondence with the provider
about the appeal be directed t0 the designee who filed the
appeal.

E. Process for ongoing review and monitoring of types of grievances
and appeals submitted and their resolutions for use in determining if
additional provider education or changes to MCO operations is
necessary to address trends;

The Contractor shall resolve Provider grievances or appeals and provide
written notification of the resolution that is received by the Provider within
thirty (30) Days. If the grievance or appeal is not resolved within thirty (30)
Days, the Contractor shall request a fourteen (14) Day extension from the
Provider. If the Provider requests the extension, the extension shall be
approved by the Contractor. The Contractor shall ensure that there is no
discrimination against a Provider solely on the grounds that the Provider
filed an Appeal or is making an informal Grievance. The Contractor shall
submit Provider Grievances and Appeals reports as required in Appendix
D “Reporting Requirements and Reporting Deliverables.”
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A Provider who has exhausted the Contractor's internal appeal process

shall have a right to a final Denial, in whole or in part, by the Contractor to /
an external independent third party in accordance with applicable state
laws and regulations including Denials, in whole or in part, inwlving
Emergency Senices. The Contractor shall provide written notification to the
Provider of its right to file an appeal. A Provider shall have a right to Appeal
a final decision by an external independent third party to the Cabinet for
Health and Family Senices Division of Administrative Hearings for a
hearing in accordance with applicable state laws and regulation. If the
Provider prevails, in whole or in part, the Contractor shall comply with any
Final Order within sixty (60) Days unless the Final Order designates a
different timeframe

27.11 Other Related Processes

Contract Requirement Agree to
Comply
The Contractor shall provide information specified in 42 C.F.R.
438.10(g)(2)(X1) about the Enrollee Grievance and Appeal System to all /
senice providers and Subcontractors at the time they enter into a contract.
27.12 Release for Ethical Reasons
Contract Requirement Al
Comply
The Contractor shall not require Providers to perform any treatment or /
procedure that is contrary to the Provider's conscience, religious beliefs, or

ethical principles in accordance with 42 C.F.R. 438.102.

The Contractor shall have a referral process in place for situations where a

Provider declines to perform a senice because of ethical reasons. The /
Enrollee shall be referred to another Provider licensed, certified or
accredited to provide care for the individual senice, or assigned to another
PCP licensed, certified or accredited to provide care appropriate to the
Enrollee’s medical condition.

A release for ethical reasons only applies to Contractor's Network ‘/
Providers; it does not apply to the Contractor.

The Contractor shall not prohibit or restrict a Provider from advising an
Enrollee about his or her health status, medical care or treatment,
regardless of whether benefits for such care are provided under the
Contract, if the Provider is acting within the lawful scope of practice.

28.0 PROVIDER NETWORK

28.1 General Provisions

Contract Requirement Agree to
Comply
The Contractor shall develop a robust Provider Network that is adequate to /
deliver Cowered Senices as described in this Contract to meet the

healthcare needs of all Enrollees. The Contractor shall demonstrate that its
Provider Network meets the Department’s availability and access
requirements set forth in Section 28.0 “Provider Network,” to ensure
adequate and appropriate provision of senices to Enrollees in urban and
non-urban areas and which may include the use of telehealth when
appropriate to the condition and needs of the Enrollee. The Contractor shall
also demonstrate the extent to which it has included Network Providers who
have traditionally provided a significant level of care to Medicaid Enrollees.
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The Contractor's Provider Network shall support the Department’s quality
and health outcomes goals and requirements. The Department may
request information about value-based payment arrangements the
Contractor includes in its provider contracts. The Contractor shall have
Network Providers of sufficient types, numbers, specialties, and sub-
specialties to ensure quality and access to health care senices.

v

The Contractor shall develop a Provider Network that complies with KRS
304.17A-515, 42 C.F.R. 438.206 and other state and federal regulations
as applicable. When establishing and maintaining a Provider Network, the
Contractor shall consider the anticipated Medicaid enrollment; the
expected utilization of senices given the characteristics and health care
needs of the specific Medicaid populations enrolled with the Contractor;
the numbers and types (their training, experience, and specialization) of
Providers required to provide the necessary Medicaid senices; the
numbers of Network Providers who are not accepting new Medicaid
patients; and the geographic location of Network Providers and its
Enrollees, considering distance, travel time, the means of transportation
ordinarily used by its Enrollees, and whether the location provides physical
access for its Enrollees with disabilities.

v

28.2 Network Providers to Be Contracted

Contract Requirement

Agree to
Comply

The Contractor shall develop and maintain a Provider Network that includes
providers from throughout the Kentucky provider community and may
include providers in bordering states as described in this subsection. The
Contractor shall comply with the any willing provider statute as described in
907 KAR 1:672 or as amended and KRS 304.17A-270.

v

The Contractor shall contract with providers who are willing to meet the
terms and conditions for participation established by the Contractor,
including, but not limited to the following provider types:

A. Hospitals and ambulatory surgical centers

B. Physicians, advanced practice registered nurses, physician
assistants, and family planning providers

C. Free standing birthing centers, primary care centers, local health
departments, home health agencies, Federally Qualified Health
Centers (FQHCs), Rural Health Clinics (RHC), and private duty
nursing agencies

D. Behavioral health and substance abuse providers

E. Opticians, optometrists, audiologists, hearing aid vendors, and
speech language pathologists

F. Physical therapists, occupational therapists, and chiropractors

G. Dentists

H. Pharmacies and durable medical equipment suppliers
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. Podiatrists

J. Renal dialysis clinics

K. Transportation providers

L. Laboratory and radiology providers

M. Individuals and clinics providing Early and Periodic Screening,
Diagnosis, and Treatment (EPSDT) senices and EPSDT Special
Senices

The Contractor may also contract with other providers that meet the
credentialing requirements to the extent necessary to provide Cowered
Senices to Enrollees. Enrollment forms shall include those used by the
Kentucky Medicaid Program as pertains to the provider type. The Contractor
shall use such enrollment forms as required by the Department. When the
Department’s contracted CVO(s) are operational, the Contractor shall also
coordinate with the CVO(s), as determined appropriate, to conduct this
process.

NSNS

28.2.1 Hospitals

Contract Requirement ég:r?p?l;[/o
The Contractor shall have a comprehensive network of hospitals such that
they are available and geographically accessible to all Enrollees. This /
includes, but is not limited to acute care, rehabilitation, psychiatric, and
tertiary care facilities, as well as facilities with neo-natal, intensive care, burn,
and trauma units. The Contractor shall also include in its Network all Critical
Access Hospitals (CAHs). The Contractor shall contract with at least one (1)
Teaching Hospital

28.2.2 Primary Care Providers
Contract Requirement Hee @
Comply

The Contractor shall have an adequate number of accessible Primary Care /
Providers (PCPs) in its network, including family practice and general

practice physicians, internists, obstetricians and gynecologists, and
pediatricians. Primary care physician residents may function as PCPs. The
PCP shall serve as the Enrollee's initial and most important point of contact
with the Contractor. This role requires aresponsibility to both the Contractor
and the Enrollee. Although PCPs are given this responsibility, the
Contractor shall retain the ultimate responsibility for monitoring PCP actions
to ensure they comply with the Contractor and Department policies.
Specialty providers may serve as PCPs under certain circumstances,

depending on the Enrollee’s needs, including for an Enrollee who has a /
gynecological or obstetrical health care need, a disability, or chronic illness.
The decision to utilize a specialist as the PCP shall be based on agreement
among the Enrollee or family, the specialist, and the Contractor's medical
director. The Enrollee has the right to Appeal such a decision in the formal
Appeals process.
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The Contractor shall monitor a PCP’s actions to ensure he/she complies
with the Contractor's and Department’s policies including but not limited to

the following:
A. Maintaining continuity of the Enrollee’s health care
B. Making referrals for Specialty Care and other Medically
Necessary senices, both in and out of network, if such
senices are not available within the Contractor's Network
C. Maintaining a current Medical Record for the Enrollee, including

documentation of all PCP and Specialty Care senices;

Discussing Advance Medical Directives with all Enrollees as
appropriate;

Providing primary and preventative care, recommending or
arranging for all necessary preventive health care, including
EPSDT for persons under the age of twenty-one (21) years;

Documenting all care rendered in a complete and accurate
Medical Record that meets or exceeds the Department’'s
specifications;

. Arranging and referring Enrollees when clinically appropriate, to

behavioral health providers; and

Maintaining formalized relationships with other PCPs to refer their
Enrollees for after-hours care, during certain days, for certain
senices, or other reasons to extend the hours of senice of their
practice. The PCP remains solely responsible for the PCP
functions (A) through (G) abowe.

The Contractor shall ensure that the following acceptable after-hours
phone arrangements are implemented by PCPs in the Contractor's
Network and that the unacceptable arrangements are not implemented:

A.

Acceptable:

1. Office phone is answered after hours by an answering senice
that can contact the PCP or another designated medical
practitioner and the PCP or designee is available to return the
call within a maximum of thirty (30) minutes;

2. Office phone is answered after hours by a recording directing
the Enrollee to call another number to reach the PCP or
another medical practitioner whom the Provider has
designated to return the call within a maximum of thirty (30)
minutes; and

3. Office phone is transferred after office hours to another
location where someone shall answer the phone and be able
to contact the PCP or another designated medical practitioner
within a maximum of thirty (30) minutes.

NN NN N NN NN

B.

Unacceptable:

1. Office phone is only answered during office hours;

2. Office phone is answered after hours by a recording that tells
Enrollees to leave a message;

3. Office phone is answered after hours by a recording that
directs Enrollees to go to the emergency room for any
senices needed; and

4. Returning after-hours calls outside of thirty (30) minutes
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28.2.3 Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs)

Contract Requirement

Agree to
Comply

The Contractor shall contract with at least one (1) FQHC and one (1) RHC
for each Medicaid Region where available.

v

If the Contractor is not able to reach agreement on terms and conditions
with these providers, it shall submit to the Department, for approval,
documentation which supports that adequate senices and senvice sites as
required in this Contract shall be provided to meet the needs of its
Enrollees without contracting with these specified providers. Such approval
is subject to Section 4.4 “Approval of Department.”

v

28.2.4 Department for Public Health

Contract Requirement

Agree to
Comply

The Department for Public Health contracts with the local health
departments and serves an important role in promoting population health
and the provision of safety net senices in the Commonwealth. The
Contractor shall offer a participation agreement to the Department for
Public Health for local health department sernices. Such participation
agreement shall include, but not be limited to, the following provisions:

v

A. Cowerage ofthe Preventive Health Package pursuant to 907 KAR
1:360; and

B. Provide reimbursement atrates commensurate with those provided
under Medicare.

If the Contractor is not able to reach agreement on terms and conditions
with these specified providers, it shall submit to the Department for
approval, documentation which describes the good faith contracting
attempts and supports that adequate senices and senice sites as required
in this Contract shall be provided to meet the needs of its Enrollees without
contracting with these specified providers. Such approval is subject to
Section 4.4 “ Approval of Department.”

NN

28.2.5 Family Planning Services

Contract Requirement

Agree to
Comply

The Contractor shall contract with Network Providers who are qualified by
experience and training to provide Family Planning Senvices.

v

28.2.6 Behavioral Health and Substance Use Disorders

Contract Requirement

Agree to
Comply

The Contractor shall maintain a comprehensive network of behavioral
health and substance abuse providers to provide out-patient (including
intensive  home senices), intensive out-patient, substance abuse
residential, Case Management, mobile crisis, residential crisis stabilization,
assertive community treatment, and peer support senices, including:

v

A. Psychiatrists, Psychologists, and Licensed Clinical Social Workers;

v
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B. Licensed Professional Clinical Counselors, Licensed Marriage and
Family Therapists, Licensed Psychological Practitioners, and
Licensed Clinical Alcohol and Drug Counselors;

C. Targeted Case Managers and Certified Family, Youth and Peer
Support Providers;

Behavioral Health Multi-Specialty Groups and Behavioral
Health Services Organizations;
D. Chemical Dependency Treatment Centers;

Psychiatric Residential Treatment Facilities (PRTFs) and
Residential Crisis Stabilization Units;
E. Community Mental Health Centers (CMHCs);

F. Multi-Therapy Agencies providing physical, speech and occupational
therapies, which include Comprehensive Outpatient Rehabilitation
Facilities, Special Health Clinics, Mobile Health Senices,
Rehabilitation Agencies and Adult Day Health Centers; and

AN NI NI N NENENEN

G. Other independently licensed behavioral health professionals.

28.2.7 Dental Providers

Contract Requirement Agree to
Comply
The Contractor shall enroll providers of dental senices in accordance with /
907 KAR 1:026.
28.2.8 Clinical Laboratory Improvement Amendments (CLIA) Requirements
. Agree to
Contract Requirement Comply
The Contractor shall maintain a comprehensive network of independent /
and other laboratories that ensures laboratories are accessible to all
Enrollees.
Providers performing laboratory tests are required to be certified under the /
CLIA. The Department will continue to update the provider file with CLIA
information from the CASPER/QIES file provided by CMS for all appropriate
providers. This will make laboratory certification information available tothe
Contractor on the Medicaid provider file.
28.2.9 Pharmacies
Contract Requirement Al
Comply
The Contractor shall maintain a comprehensive network of pharmacies
that ensures pharmacies are available and geographically accessible to all \/
Enrollees.
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Contract Requirement

Agree to
Comply

The Contractor may use telehealth as atool for facilitating access to needed
senices in a clinically appropriate manner that are not available within the
Contractor's Provider Network and in accordance with KRS 205.559 and
KRS 205.5591.

v

Telehealth providers must be licensed in Kentucky to receive reimbursement
for telehealth senices under Medicaid.

The Contractor shall not:

A. Require a Medicaid provider to be physically present with an
Enrollee, unless the provider determines that it is Medically
Necessary to perform those senices in person;

B. Require a Medicaid provider to be employed by another
provider or agency to provide telehealth senices that would
not be required if that senice were provided in person;

C. Require a Provider to be part of a telehealth network.

The Contractor shall have and implement policies and procedures that
follow all federal and state security and procedure guidelines. The policies
and procedures shall incorporate the Department’s policies and procedures
for the proper use and security for telehealth, including but not limited to
confidentiality and data integrity, privacy and security, informed consent,
privileging and credentialing, reimbursement, and technology.

ANENERNER NI NN

The Contractor may leverage telehealth in its Request for Exception to the
Department’s network adequacy standards, as appropriate and approved by
the Department. The Contractor may not consider access to telehealth
providers for meeting network adequacy standards, unless approved by the
Department as part of an exception to network requirements.

AN

28.2.11 Transportation Services

Contract Requirement

Agree to
Comply

The Department contracts with the Kentucky Transportation Cabinet, Office
of Transportation Delivery to provide non-emergency medical transportation
(NEMT) senices to select Medicaid Enrollees. NEMT senices do not
include emergency ambulance and non-emergency ambulance stretcher
senices. The Contractor shall contract with providers of transportation of an
emergency nature, including emergency ambulance and ambulance
stretcher senvices.

v

28.2.12 Charitable Providers

Contract Requirement

Agree to
Comply

The Contractor may include any charitable providers that sene Enrollees
within a Medicaid Region, provided that such providers meet credentialing
standards.

v
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Contract Requirement

Agree to
Comply

The Contractor may include providers located within fifty (50) Miles of the
Kentucky border. Border providers may be in Missouri, lllinois, Indiana, Ohio,
West Virginia, Virginia, and Tennessee. Border providers that the Contractor
includes in its network must be enrolled in Kentucky Medicaid and have a
signed agreement with the Contractor. The Contractor shall follow all
Kentucky Medicaid enrollment rules when contracting bordering state
providers.

v

28.2.14 Out-of-Network Providers

Contract Requirement

Agree to
Comply

If the Contractor is unable to provide within its network necessary Cowvered
Senices, it shall timely and adequately cover these senices out of network
for the Enrollee for as long as Contractor is unable to provide the senices
in accordance with 42 C.F.R. 438.206.

v

The Department will provide the Contractor with an expedited enrollment
process to assign provider numbers for providers not already enrolled in
Medicaid for emergency situations only.

v

28.3 Additional Network Providers Requirements

Contract Requirement

Agree to
Comply

The Contractor shall attempt to contract with the following providers:

A. Teaching Hospitals;

B. The Office for Children with Special Health Care Needs;

C. Community Mental Health Centers; and

D. Pediatric Prescribed Extended Care Providers.

If the Contractor is not able to reach agreement on terms and conditions
with these specified providers, it shall submit to the Department for
approval, documentation which describes the good faith contracting
attempts and supports that adequate senices and senice sites as required
in this Contract shall be provided to meet the needs of its Enrollees without
contracting with these specified providers. Such approval is subject to
Section 4.4 “ Approval of Department.”

ENIANE NI NI NN

The Contractor must offer participation agreements with currently enrolled
Medicaid providers who hawe received electronic health record incentive
funds who are willing to meet the terms and conditions for participation
established by the Contractor.

AN
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Contract Requirement

Agree to
Comply

The Contractor shall meet the Provider Network access and adequacy
standards consistent with KRS 304.17A-515 and established by the
Department as described in this section, unless otherwise approved by the
Department in accordance with the requirements set forth in Section 28.0
“Provider Network.” Any exceptions shall be justified and documented by
the Contractor in accordance with Section 28.9 “Exceptions to Provider
Network.” Significant changes in Contractor's Network composition that
reduce Enrollee access to senices may be grounds for Contract
termination.

v

The Department may amend these standards as deemed appropriate
throughout the Contract Term. The Contractor shall comply with modified
standards as directed, but with no less than a ninety (90) Day prior notice
unless other timing is required by federal or state regulation.

The Contractor shall make awvailable and accessible facilities, Senice
Locations, and personnel sufficient to provide Cowvered Senices consistent
with the requirements specified in this subsection.

Consistent with KRS 304.17A-515, the Contractor shall have a Provider
Network that meets the following accessibility requirements:

A. For urban areas, a Provider Network that is available to all
Enrollees within thirty (30) Miles or thirty (30) minutes of each
Enrollee’s place of residence or work, to the extent that senices are
available;

B. For areas other than urban areas, a Provider Network that makes
available PCP senices, hospital senices, and pharmacy senices
within thirty (30) minutes or thirty (30) Miles of each Enrollee's place
of residence or work, to the extent those senices are available. All
other providers shall be available to all Enrollees within fifty (50)
minutes or fifty (50) Miles of each Enrollee's place of residence or
work, tothe extent those senices are available.

N NN N S

In addition, the Contractor shall meet the following as required by the
Department:

A. Enrollee to PCPs ratios shall not exceed 1500:1 FTE Provider for
children under twenty-one (21) and adults;

B. Specific to wluntary family planning, counseling and medical
senices as soon as possible within a maximum of thirty (30) Days.
If not possible to provide complete medical senices to Enrollees
less than eighteen (18) years of age on short notice, counseling
and a medical appointment as immediately as possible and within
ten (10) Days;

NN S

C. Appointment and wait times shall not exceed thirty (30) Days from
date of an Enrollee’s request for routine and preventive senices
and forty-eight (48) hours for Urgent Care:

1. PCPs for both adults and pediatrics;

2. Specialists designated by the Department including sufficient
adult specialists to meet the needs of Enrollees twenty-one (21)
years of age and older and pediatric specialists to meet the
needs of Enrollees under age twenty-one (21);

General and pediatric dental senices;

General \ision senices; and

5. Laboratory and radiology senices.

= @
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D. If either the Contractor or a Provider (including Behavioral Health)
requires a referral before making an appointment for Specialty
Care, any such appointment shall be made within thirty
(30) Days for routine care or forty-eight (48) hours for Urgent Care;

E. Emergency medical and Behavioral Health Senices shall be made
available and accessible to Enrollees twenty-four (24) hours a day,
seven (7) days a week. Urgent care senices by any provider in
the Contractor's Network shall be made available and accessible
within forty-eight (48) hours of request; and

F. Immediate treatment for any Emergency Medical or Behavioral
Health Senices by a health provider that is most suitable for the
type of injury, illness, or condition, regardless of whether the facility
is in Contractor's Network.

The Contractor shall monitor usage of Emergency Rooms in each Medicaid
Region by Enrollees for non-emergent \isits, and provide sufficient alternate
sites for twenty-four (24) hour care and appropriate incentives to Enrollees
to reduce unnecessary Emergency Room visits.

The Contractor shall develop and provide GeoAccess reports to the
Department in accordance with Appendix D “Reporting Requirements
and Reporting Deliverables” and as directed by the Department. The
Contractor shall utilize the most recent GeoAccess program versions
available and update periodically and on a timeline defined by the
Department. The Contractor shall use GeoCoder software along with the
GeoAccess application package.

NN N XN X

The Contractor shall only include in its Geographic Access data reports
those Providers that operate a Full-Time Provider location. For purposes of
this requirement, a Full-Time Provider location is defined as a location
operating for sixteen (16) or more hours in an office location each week. For
Providers who have more than one (1) office, the Contractor must indicate
each location by a separate record in the Provider file and divide the capacity
of the Provider by the number of locations. For example, if the Provider
capacity is one hundred fifty (150), and the Provider has two (2) offices, each
office would have a capacity of seventy five (75). The “individual capacity”
option should be used when reporting PCPs.

AN

For calculating distance (Miles), the Contractor shall use the maximums for
the amount of time it takes an Enrollee using usual travel means in a direct
route to travel from place of residence or work to the Provider's location. The
Department recognizes that when using NEMT senices, transportation may
not always follow direct routes due to multiple passengers.

v

28.5 Provider Network Plan

Contract Requirement

Agree to
Comply

The Contractor shall develop and submit to the Department a Provider
Network Plan that demonstrates the Contractor's capacity to sene its
anticipated enrollment in consideration of all required provider types and in
accordance with Section 28.4 “Provider Network Access and
Adequacy,” Commonwealth and federal law, and the terms of the Contract.
The Contractor shall submit to the Department for approval the Provider
Network Plan with ongoing updates as follows:

v

A. Thirty (30) Days after Contract Execution;

v
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B. Annually;

C.

Within thirty (30) Days of a significant change in the Contractor's
Provider network that impacts network adequacy or the ability to
provide senices in a Medicaid Region (e.g., addition or loss of a
large provider group); and

D. Atother times as requested by the Department during Readiness

Review and throughout the Contract Term.

The Provider Network Plan shall address the following at a minimum:

A. Owerall approach, including:
Activities to establish and maintain a Provider Network that meets

the standards set forth in Section 28.4 “Provider Network

Access and Adequacy,” including a description of the Provider

Network and factors and criteria the Contractor used to select

Providers and build the Provider Network (e.g., objective quality

standards);

1. Process and methodology to understand the distribution of
Enrollee health care needs against available Providers and
Provider capacity to serve those needs;

2. Methods to ensure that the Provider Network addresses the
needs of all Enrollees, including those with limited English
proficiency or illiteracy;

3. Methods to ensure that Network Providers provide physical
access, reasonable accommodations, and accessible
equipment for Enrollees with physical or mental disabilities;

4. Methods to support and sustain Network Providers, including
hospitals, in Non-urban and other traditionally underserved
areas;

5. A quantifiable and measurable process for monitoring and
assuring the sufficiency of the Provider Network to meet the
health care needs of all Enrollees on an ongoing basis;

6. Methods the Contractor will implement when it or its Network
Providers fail to comply with Section 28.4 “Provider Network
Access and Adequacy;” and

7. Methods the Contractor will use to analyze access to specific
provider types upon request of the Department

SN N XX

Quality assurance standards, consistent with the Department’s
Quality Strategy and requirements, which must be adequate to
identify, evaluate, and remedy problems relating to access,
continuing care, and quality care;

C. Demonstration of level of compliance with the following:

1. Appropriate range of preventive, primary care, and specialty
senices, that is adequate for the anticipated number of
Enrollees by Medicaid Region;

2. A Provider Network that is sufficient in number, mix, and
geographic distribution to meet the needs of the anticipated
number of Medicaid Enrollees in the Medicaid Region.

D. Documentation to support information in the Provider Network Plan

(e.g., GeoAccess reports showing geographical location by
provider type in relationship to Enrollees’ locations and other data
as agreed upon with the Department).
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Contract Requirement

Agree to
Comply

The Contractor shall offer to contract with providers in writing. All Network
Provider contracts shall include the standard provisions set forth in
Appendix C “Required Standard Provisions for Network Provider
Contracts.” Neither the Contractor nor its Subcontractors shall require a
Provider to participate exclusively with its network to provide Cowered
Senvices under this Contract as such would violate the requirement of 42
C.F.R. Part 438 to provide Enrollees with continuity of care and choice.

v

The Contractor shall ensure that all Network Providers have knowingly and
willfully agreed to participate in the Contractor's Network. The Contractor
shall not acquire established networks without contacting each individual
provider to ensure knowledge of the requirements of this Contract and the
provider's complete understanding and agreement to fulfill all terms of the
Provider Network Contract. The Department reseres the right to confirm
and validate, through both the collection of information and documentation
from the Contractor and onsite \isits to Providers, the existence of a direct
relationship between the Contractor and the Providers.

v

The Contractor shall not require practitioners, as a condition of contracting,
to agree to participate or accept other products offered by the Contractor
nor shall the Contractor automatically enroll the provider in any other
product offered by the Contractor.

Providers shall meet the credentialing standards described in Section 27.7
“Provider Credentialing and Recredentialing” of this Contract and be
eligible to enroll with the Kentucky Medicaid Program. A provider joining the
Contractor's Network shall meet the Medicaid provider enrollment
requirements set forth in the Kentucky Administrative Regulations and in the
Medicaid policy and procedures manual for fee-for-service providers of the
appropriate provider type. The Contractor is responsible for confirming all
Network Providers are credentialed and enrolled in the Kentucky Medicaid
Program. The Contractor may include Providers inits Provider Network who
do not provide senvices to the Medicaid fee-for-service population; however,
such Providers must be enrolled with the Kentucky Medicaid program.

The Contractor shall have written policies and procedures regarding the
selection and retention of the Contractor's Provider Network. The policies
and procedures shall not discriminate against Providers who senice high-
risk populations or who specialize in conditions that require costly treatment
or based upon that Provider's licensure or certification. The Contractor shall
ensure that no incentive is provided, monetary or otherwise, to Providers for
withholding Medically Necessary senices from Enrollees.

The Contractor shall also make reasonable efforts to recruit providers based
on Enrollee requests. When Enrollees ask to receive senices from a
provider not currently enrolled in the Contractor's Network, the Contractor
shall contact that provider to determine an interest in enrolling and
willingness to meet the Contractor's terms and conditions.

The Contractor shall send all newly contracted Providers a written network
participation welcome letter that includes a contract effective date for which
Providers are approved to begin providing medical senices to Enrollees.
The welcome letter shall also provide orientation information as set forth in
Section 27.5 “Provider Orientation and Education.”

The Contractor shall provide written notice to providers not accepted
into the Provider Network along with the reasons for the non-
acceptance. A provider cannot enroll or continue participation in the
Contractor's Provider Network if the provider has active sanctions
imposed by Medicare, Medicaid or SCHIP, if required licenses and
certifications are not current, if money is owed to the Medicaid Program,
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or ifthe Office of the Attorney General has an active Fraud investigation
involving the provider or the provider otherwise fails to satisfactorily
complete the credentialing process. The Contractor shall obtain access
to the National Practitioner Database as part of its credentialing
process to erify the Provider's eligibility for network participation.
Federal Financial Participation is not available for amounts expended
for providers excluded by Medicare, Medicaid, or SCHIP, except for
Emergency Medical Senices.

28.7 Medicaid Providers Files

Contract Requirement

Agree to
Comply

The Department will provide the Contractor with access to the Department’s
Medicaid provider master file either by direct on-line inquiry access, by
electronic file transfer, or by means of an extract deweloped by the
Department. The Contractor shall use the Medicaid provider master file to
obtain the ten (10)-digit provider number assigned to a medical provider by
the Kentucky Medicaid Program, the provider's status with the Medicaid
program, CLIA certification, and other information. The Contractor shall use
the Medicaid provider number as the provider identifier when transmitting
information or communicating about any provider to the Department or its
Fiscal Agent. The Contractor shall transmit a file of provider data specified
in this Contract for all credentialed Network Providers on a monthly basis
and when any information changes.

v

28.8 Providers Not Participating in Medicaid Fee-for-Service

Contract Requirement

Agree to
Comply

A provider is not required to participate in the Kentucky Medicaid Fee-for-
Senice Program as a condition of participation with the Contractor's
Provider Network but must be enrolled in the Kentucky Medicaid Program.
If a potential provider has not had a Medicaid number assigned, the provider
shall apply for enrollment with the Department and meet the Medicaid
provider enrollment requirements set forth in the Kentucky Administrative
Regulations and in the Medicaid policy and procedures manual for fee-for-
senice providers of the appropriate provider type. Upon request of a
provider, the Contractor shall provide support to the provider in submission
of required materials to the Department for processing of the enrollment.
When the Contractor has submitted the required data in the transmission of
the provider file indicating inclusion in the Contractor's Network, The
Department will enter the provider number on the master provider file and
the transmitted data will be loaded to the provider file. The Contractor will
receive a report within two (2) weeks of transactions being accepted,
suspended or denied.

v

All documentation regarding a provider's qualifications and senices
provided shall be available for review by the Department or its agents when
needed for the enrollment process at the Contractor's offices during
business hours upon reasonable advance notice.
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Contract Requirement

Agree to
Comply

Network adequacy measures the Contractor's ability to deliver the Cowered
Senices required under the terms of the Contract by providing reasonable
access to a sufficient number of primary care, specialty, and other types of
providers. Recognizing conditions exist in the Commonwealth that may
create challenges in meeting network adequacy requirements (e.g.,
workforce shortages for specific provider types in specific counties, not all
counties in Kentucky have a PCP or hospital, etc.), the Department will
permit the Contractor to request exceptions to Provider Network
reguirements.

v

The Department will grant exceptions based on the evidence presented by
the Contractor and exceptions granted will generally be time limited. The
Contractor shall partner with the Department and other contracted MCOs to
understand the health needs of Kentucky and to dewelop innovative
solutions to dewelop or foster provider capacity or otherwise meet the
healthcare needs of Enrollees and the requirements of this Contract.

AN

In accordance with 42 CFR 438.68(d)(1), the Contractor may request
Department approval for an exception to meeting Provider Network
adequacy standards in a specific Region for a specific provider type.
Requests must be made in writing and include the following:

A. Description of the Region(s) and specific provider type(s) for
which the exception is being made;

B. Justification for the exception request;

C. Description of the Contractor’s efforts to negotiate with providers
in good faith, including detailed information about providers who
have been contacted, challenges in contracting, and ongoing
efforts to contract;

D. Description of how the Contractor will provide adequate senices
to meet the needs of Medicaid Enrollees for the specific Region
and provider type; and

E. A detailed plan to address Enrollees’ needs and to remedy the
Provider Network deficiency, including an estimated timeline to
close the network gap.

The Department will review the exception request and respond as set forth
in Section 4.4 “ Approval of Department.” The Department’s response will
request additional information or issue a decision of approval or Denial
based on the evidence presented by the Contractor and other information
as identified by the Department. If approved, the Department will include in
its notice to the Contractor a specified timeframe for which the approval is
granted. The Contractor shall provide updates on implementation of its plan
to remedy the network deficiency on a frequency and in the detail required
by the Department in the approval notice.

AN NI NEER NI NI NEERN

Forty-five (45) Days before an exception is set to expire, the Contractor shall
submit a new request for the exception or inform the Department the
exception is no longer needed. Should the Department receive information
at any time to question the exception, the Department may deem the
Contractor to be out of compliance.

AN
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Contract Requirement

Agree to
Comply

A.

The Contractor shall terminate from participation any Provider who (i)
engages in an activity that violates any law or regulation and results in
suspension, termination, or exclusion from the Medicare, Medicaid, or
KCHIP program; (i) has a license, certification, or accreditation
terminated, revoked or suspended; (iii) has medical staff privileges at
any hospital terminated, rewked or suspended; or (iv) engages in
behavior that is a danger to the health, safety or welfare of Enrollees.

The Department reserves the right to direct the Contractor to terminate
or modify any Provider agreement when the Department determines itto
be inthe bestinterest of the Commonwealth. The Department shall notify
the Contractor of suspension, termination, and exclusion actions taken
against Medicaid providers by the Kentucky Medicaid program within
three (3) Business Days via e-mail. The Contractor shall terminate the
Provider effective upon receipt of notice by the Department.

v

The Contractor shall notify the Department via e-mail of a Provider
termination from the Contractor's Network within three (3) Business
Days for any of the following reasons:

1. Adwerse Medicare Action;

2. Adwerse Action on Professional License;

3. Deceased;

Professional License Surrender; or
4. Other State Medicaid Adverse Action.

The Contractor may terminate from participation any Provider who
materially breaches the Provider Agreement with the Contractor and
fails to timely and adequately cure such breach in accordance with the
terms of the Provider Agreement. The Contractor shall notify the
Department via e-mail of such a Provider termination within three (3)
Business Days.

When a Provider elects to terminate its contract with the Contractor, the
Contractor shall notify the Department \via e-mail of such a Provider
termination within three (3) Business Days of the contract termination
date.

The Contractor shall survey all Providers who choose to exit the
network and use results of Provider exit suneys to improve Provider
retention and recruitment. The Contractor shall provide the
Department with the Provider exit survwey template for review and
approval prior to use and for any subsequent changes. The Contractor
shall provide the Department with suney results upon request.

Contractor notifications to the Department about a Provider termination
shall contain the reason, a brief description of the Provider's actions and/or
applicable information leading to termination, the NPI, Medicaid ID, Entity
Name, Provider Type (two digit) and complete mailing address. The
Contractor shall send the e-mail notification to the DMS Commissioner's
Office, Division of Program Quality and Outcomes, and the Division of
Program Integrity, and any applicable designee(s). The Contractor
notification to the Department shall provide assurances of how the
Contractor will maintain network adequacy and access to care despite the
Provider termination.

For any terminations, the Contractor shall notify Enrollees who have
received a service from the terminating Provider within the previous six (6)
months. Such notice shall be mailed within fifteen
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(15) Days of the action taken if it is a PCP and within thirty (30) Days for
any other Provider. As applicable, the notice shall include:

A If the terminated provider was a contracted PCP, information about
selecting or being Auto- Assigned to a new PCP and how the
Contractor will assist the Enrollee to transition care to the newly
assigned PCP;

v

B. If the terminated provider was a specialist, information about how the
Contractor will assist the Enrollee to transition care to another /
specialist.
28.11 Provider Electronic Transmission of Data

Contract Requirement

Agree to
Comply

The Contractor shall submit information, including any additions or changes
to the Provider Network, to demonstrate thatthe Contractor has an adequate
network that meets the Department’s standards as set forth in Section 28.4
“Provider Network Access and Adequacy.” Appendix L “MCO Provider
Network File Layout” contains thefile layouts, data element definitions, and
other information relevant to maintenance of the provider file by Contractor.
The Contractor shall work collaboratively with the Department to ensure that
the Contractor’s file and submitted data complies with the requirements of
this Contract. Additionally, the Contractor shall notify the Department, in
writing, of any anticipated network changes that may impact Provider
Network standards as defined herein.

v

The Contractor shall update this information to reflect changes in the
Contractor's Provider Network monthly. Unless the request is as a result of
a determination under Section 28.13 “Monitoring Compliance with
Network Adequacy and Access Requirements” that the Contractor is not
in compliance with the access standards, the Contractor shall have thirty
(30) Days to produce documentation on changes to its Network.

Encounter Records containing provider numbers that are not on the
Medicaid master provider file will not be accepted.

v

28.12 Maintaining Current Provider Network Information for Enrollees

Contract Requirement

Agree to
Comply

In addition to providing changes to the Provider Network to the Department,
the Contractor shall ensure that all changes to the Provider Network,
including updates to the Provider Directory maintained on the Contractor's
website, are communicated to Enrollees within fifteen (15) Days of the
change if itis a PCP and within thirty (30) Days of the change for any other
Provider. The Contractor shall update a paper Provider Directory at least
monthly.

v

In accordance with 42 C.F.R. 438.10(h), the Provider Directory shall include
the following for physicians, hospitals, pharmacies, and behavioral health
providers:

Provider's name and any group affiliation;
A. Street address(es);
Telephone number(s);

B. Website URL, as appropriate;
C. Specialty(ies), as appropriate;
D. Whether the Provider is accepting new Enrollees;

v
v
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E. Provider's cultural and linguistic capabilities including languages
(including American Sign Language) offered by the Provider or a
skilled medical interpreter at the Provider's office, and whether the
Provider has completed cultural competence training; and

F. Whether the Provider's office/facility has accommodations for
people with physical disabilities including offices, exam rooms,
and equipment.

G. Information for Providers with telehealth capabilities and presentation

sites.
28.13 Monitoring Compliance with Network Adequacy and Access Requirements
. Agree to
Contract Requirement Comply

The Contractor shall monitor Provider compliance with access
requirements, including but not limited to appointment and wait time
standards set forth in Section 28.4 “Provider Network Access and
Adequacy” and take corrective action for failure to comply. The Contractor
shall conduct monitoring such as surweys and office \sits to monitor
compliance with appointment waiting time standards and shall report
findings and corrective actions to the Department in accordance with
Section 37.0 “Contractor Reporting Requirements.”

v

The Department will monitor the Contractor's compliance with Provider
Network requirements and standards on an ongoing basis. The Department
will use data from the Contractor’'s monthly provider file, Geographic Access
data reports, enrollment data, and other required Contractor reporting to
verify compliance with the Provider Network requirements. The Department
will monitor that the Contractor has a sufficient number and distribution of
Providers for each provider type. The Department or its Agent may also
periodically phone Providers to confirm the Provider is contracted with the
Contractor. The Department will also monitor data such as provder
satisfaction suney findings, complaints and appeals data for indications that
problems exist with access to Providers. Providers in the Contractor's
Network who are not accepting Enrollees shall not be included in
assessment of network adequacy and access.

If at any time, the Contractor or the Department determine that the
Contractor's Provider Network is not adequate to comply with the standards
specified in Section 28.4 “ Provider Network Access and Adequacy” for
ninety-five percent (95%) of its Enrollees, the Contractor or Department
shall notify the other and within fifteen (15) Business Days the Contractor
shall submit a corrective action plan to remedy the deficiency.

AN

Corrective action plans for lack of network adequacy shall include, at a
minimum, the following:

A. A summary of the deficiency, including provider type, number of
additional full-time equivalent (FTE) providers needed to resolve
the deficiency, and the Medicaid Region(s) in which the deficiency
exists;

B. Specific actions and a timeline by which the Contractor anticipates
addressing the deficiency;

C. Alistof providers with name, location, and expected date of provider
agreement execution with whom the Contractor is currently
negotiating a provider agreement and, the number of FTEs that will
be addressed by contracting with the provider;
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D. Ifthe Contractor is not in negotiations with providers to help resolve
the deficiency, a detailed account of attempts to secure an
agreement with each provider that would resolve the deficiency.
This shall include the provider name(s), address(es), date(s)
contacted, and a detailed explanation as to why the Contractor is
unable to secure an agreement (e.g., lack of provider willingness
to participate in the Medicaid program, provider prefers to limit
access to practice, rate requests, etc.);

E. Alisting of Out-of-Network Providers, including name and location,
who are being used to provide the deficient specialty provider
senices and the rates the Contractor is currently paying these Out-
of-Network Providers;

AN

F. Documentation of how these arrangements are communicated to
the Enrollee; and

G. Documentation of how these arrangements are communicated to
the PCPs.

The Contractor shall also develop and maintain a contingency plan in the
event that a large Provider of senices collapses or is otherwise unable to
provide needed senvices.

The Department will review all corrective action plans and contingency plans
and determine, based on the actions proposed by the Contractor, available
data, and the supply of providers available to Medicaid Enrollees, whether
the plan will be accepted. See Section 39.3 “Requirement of Corrective
Action.”

ENER NI NI NN

29.0 PROVIDER PAYMENT PROVISIONS

29.1 Claims Payments

Contract Requirement AEIEE 1D
Comply
The Contractor shall accept only the uniform Claim forms submitted from
providers that hawe been approved by the Department and completed /
according to Department guidelines. The Contractor shall accept Claims
submitted directly to the Contractor by the Provider. The Contractor shall
ensure that payments are made to the appropriate provider.
29.2 Prompt Payment of Claims
Contract Requirement Hee @
Comply
In accordance with 42 C.F.R. 447.46, the Contractor shall comply with the
timely Claims payment requirements of 42 C.F.R. 447.45. The Contractor /

shall consider timely claims filing to be within three-hundred sixty five (365)
Days of the date of senice. The Contractor shall implement Claims payment
procedures that ensure ninety percent (90%) of all Provider Claims,
including to I/T/Us, for which no further written information or substantiation
is required in order to make payment are paid or denied within thirty (30)
Days of the date of receipt of such Claims and that ninety-nine percent
(99%) of all Claims are processed within ninety (90) Days of the date of
receipt of such Claims. In addition, the Contractor shall comply with the
Prompt-Pay statute, codified within KRS 304.17A-700-730, as may be
amended, and KRS 205.593, and KRS 304.14-135 and KRS 304.99- 123,
as may be amended. The Contractor shall provide to each Medicaid
Provider the opportunity for an in-person meeting with a representative of
the Contractor on any Clean Claim that remains unpaid in violation of KRS
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304.17A-700 to 304.17A-730; and on any Claim that remains unpaid for
forty-five (45) Days or more after the date on which the Claim is received by
the Contractor and that individually, or in the aggregate, exceeds twenty five
hundred dollars ($2,500.00).

The Contractor shall reprocess Claims that are incorrectly paid or denied in
error, in compliance with KRS 304.17A-708. The Contractor shall not
require a Medicaid Provider to rebill or resubmit such a Claim to obtain
correct payment, and no Claim shall be denied for timely filing if the Claim
was timely submitted.

The date of receipt is the date the MCO receives the Claim, as indicated by
its date stamp on the Claim or other notation as appropriate to the medium
used tofile a Claim and the date ofpayment is the date of the check or other
form of payment.

The Contractor shall notify the requesting provider of any decision to deny
a Claim or to authorize a senice in an amount, duration, or scope that is
less than requested. Notifications shall include reason for the Denial, and
contact information for submission of Claims denied because a
Subcontractor should havwe been billed. This information shall also be
provided in the denying entity is a Subcontractor.

Any conflict between federal law and Commonwealth law will default to the
federal law unless the Commonwealth requirements are stricter.

v

29.3 Payment to Out-of-Network Providers

Contract Requirement

Agree to
Comply

The Contractor shall reimburse Out-of-Network Providers in accordance
with Section 29.1 “Claims Payments” for the following Covered Senices:

A. Specialty care for which the Contractor has approved an
authorization for the Enrollee to receive senices from an Out-of-
Network Provider;

B. Emergency Care that could not be provided by the Contractor's
Network Provider because the time to reach the Contractor's
Network Provider would have resulted in risk of serious damage to
the Enrollee’s health;

C. Senices provided for family planning;

D. Senices for children in Foster Care, if applicable; and

E. Pharmacy senices.

The abowe listed Cowvered Senices shall be reimbursed at no more than
one hundred percent (100%) of the Medicaid fee schedule/rate unless the
Cowvered Senice falls under the EPSDT benefit.

NN NN NN

29.4 Paymentto Providers for Serving Dual Eligible Enrollees

Contract Requirement

Agree to
Comply

The Contractor shall coordinate benefits for Dual Eligible Enrollees by
paying the lesser amount of:

v
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A. The Contractor’'s allowed amount minus the Medicare payment, or

B. The Medicare co-insurance and deductible up to Contractor’s
allowed amount.

In the event that Medicaid does not have a price for codes included on a
crossover Claim then the entire Medicare coinsurance and deductible shall
be paid by the Contractor. The Contractor shall further assist Dual Eligible
Enrollees in coordination of benefits required under Section 4.3
“Delegations of Authority.”

NN S

29.5 Payment of Federally Qualified Health Centers (“FQHC”) and Rural Health Clinics (“ RHC")

Contract Requirement Agree to
Comply
The Contractor is responsible to reimburse, by making payments directly to /
FQHCs and RHCs, no less than the amount established under Kentucky’s

prospective payment system (PPS) rate for the federally certified facilities.
The Contractor shall report to the Department within forty-five (45) Days of /
the end of each quarter the total amount paid to each FQHC and RHC per

month. The report shall include the provider number, name, total number of
paid Claims per month, total amount paid by Contractor, and any
adjustments. If the Contractor fails to submit the information within the
required timeframe, there shall be a penalty of fivre hundred dollars ($500)
per day until the information is received.

29.6 Office for Children with Special Health Care Needs

Contract Requirement ég:r?p?l;[/o
The Care Management and Care Coordination needs of the medically /
complex children seniced by the Office for Children with Special Health
Care Needs, here after referred to as “the Office”, must be recognized by
the Contractor in that a special payment rate shall be developed for the
Office by a process of negotiation between the Contractor and the Office.

The rate to be established shall be not less than seventy-eight percent (78%)
of the Medicaid allowable costbased on the most recent available costreport
of the Office and shall be subject to negotiation at annual intervals.
29.7 Payment of Teaching Hospitals
Contract Requirement ég:ﬁ;;o

In establishing payments for Teaching Hospitals in the Contractor's
Network, the Contractor shall recognize total costs for graduate medical ‘/
education at state owned or operated Teaching Hospitals, including
adjustments required by KRS 205.565.

29.8 Intensity Operating Allowance

. Agree to
Contract Requirement Comply
The Department and the Contractor acknowledge and agree that Contractor /
is subject to the legislatively mandated intensity operating allowance and
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hospital rate increase. The Contractor shall receive Capitation Payments
that reflect these mandated items. (See 907 KAR 10:830)

29.9 Urban Trauma

Contract Requirement

Agree to
Comply

The Contractor shall agree that payment for Urban Trauma Center amount
is contingent upon the Commonwealth's receipt of the necessary state
matching funds from the Urban Trauma Provider to support such payment
and shall so do in a manner necessary to meet all federal requirements
governing such transactions. (See 907 KAR 10:830)

v

29.10 Critical Access Hospitals

Contract Requirement

Agree to
Comply

The Contractor shall reimburse Critical Access Hospitals at rates that are at
least equal to those established by CMS for Medicare reimbursement to a
Critical Access Hospital in accordance with 907 KAR 10:815.

v

29.11 Supplemental Payments including State Directed Payments

Contract Requirement

Agree to
Comply

The Department and Contractor recognize the Department’s desire to
provide enhanced reimbursement to provider entities through
supplemental payments in order to presene the ability of the provider
entities to provide essential senices to Commonwealth residents.

v

Supplemental payments in addition to adjudicated Claims payments are
made to a number of specified provider entities. Those categories of
providers receiving supplemental payments are as follows:

A. Intensity Operating Allowance for Pediatric Teaching hospitals;

B. A State Designated Urban Trauma Center;

C. State Owned or Operated University Teaching Hospital Faculty;
and

D. Psychiatric Access Supplement to a Designated Psychiatric
Hospital.

Descriptions of these payments are found in other sections of the Contract.
State owned or operated university Teaching Hospitals include a hospital
operated by a related party organization as defined in 42 C.F.R. 413.17,
which is operated as part of an approved School of Medicine or Dentistry.

Supplemental payments will be made in accordance with 42 C.F.R.
438.6(d). The Department will make payments to the Contractor, through
the monthly Capitation Payment in accordance with Appendix A
“Capitation Payment Rates” for the supplemental payments the
Contractor shall pay the specified providers. The Department will notify the
Contractor of the amount of the monthly supplemental payment. Contractor
shall make monthly supplemental payments to the specified providers on or
before the last Business Day of the month of senice for which Capitation is
paid. Six (6) months following the end of this Contract, the Department or
its designee will reconcile the supplemental payments between the
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Department and the Contractor based on Total Enrollee Months during the
Contract period. The Department will make a final supplemental payment
or recoup payments from the Contractor as determined by the
reconciliation. The Contractor shall pay any additional funds due the
specified providers or recoup from the providers based on the Department’s
determination.

The Contractor agrees, upon the request of the Department, to submit to
the Department Claims- level cost data for payment werification purposes.
Contractor will work with the Department to ensure that information is
provided to allow for provider entities to remit the state matching portion of
the payments to the Department, as applicable.

v

The Contractor agrees upon the request of the Department to participate in
other State Directed Payment programs as defined in 42 CFR 438.6(c) as
they are implemented.

v

29.12 Independence of Provider Reimbursement Rates and Methodologies

Contract Requirement

Agree to
Comply

Unless explicitly stated elsewhere in this Contract, the Department does not
direct the Contractor's expenditures for senices provided under this
Contract, and reimbursement rates and methodologies for senices provided
under this Contract are at the sole discretion of the Contractor.

v

29.13 Notice to Providers on Change of Reimbursement

Contract Requirement

Agree to
Comply

The Contractor shall give at least thirty (30) Days written notice to Providers
prior to any change in payment structure or reimbursement amount. The written
notice must contain clear and detailed information about the change. The
changes shall not be retroactive.

v

30.0 COVERED SERVICES

30.1 Medicaid Covered Services

Contract Requirement

Agree to
Comply

The Contractor shall provide Cowvered Senices in an amount, duration, and
scope that is no less than the amount, duration, and scope furnished
Medicaid recipients under fee-for-service program, and for Enrollees under
the age of twenty-one (21) as set forth in 42 C.F.R. 441 Subpart B; that are
reasonably expected to achieve the purpose for which the senices are
fumished; enables the Enrollee to achieve age-appropriate growth and
dewelopment; and enables the Enrollee to attain, maintain, or regain
functional capacity. The Contractor shall not arbitrarily deny or reduce the
amount, duration, or scope of a required senice solely because of the
diagnosis, type of illness, or condition.

v

The Contractor shall provide, or arrange for the provision of Cowered
Senices to Enrollees in accordance with the state Medicaid plan, state
regulations, and policies and procedures applicable to each category of
Cowvered Senices.

The Contractor shall ensure that the care of new Enrollees is not disrupted
or interrupted. The Contractor shall ensure continuity of care for new
Enrollees receiving health care under fee for senice prior to Enrollment in
the Plan. Appendix | “Covered Services” shall sene as a summary of
currently Cowered Senices that the Contractor shall be responsible for
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providing to Enrollees. However, it is not intended, nor shall it sere as a
substitute for the more detailed information relating to Covered Senices
which is contained in the State Medicaid Plan, applicable administrative
regulations gowverning Kentucky Medicaid senices and individual Medicaid
program senices manuals incorporated by reference in the administrative
regulations.

After the Execution Date, to the extent a new or expanded Cowvered Senice

is added by the Department to Contractor's responsibilities under this \/
Contract, (“New Cowered Senice”) the financial impact of such New
Cowered Senice will be evaluated from an actuarial perspective by the
Department, and Capitation Rates to be paid to Contractor hereunder will
be adjusted, if necessary, accordingly to Sections 11.2 “Rate
Adjustments” and40.3 “Amendments” The determination that a Covered
Senice is a New Cowvered Senice is at the discretion of the Department. At
least ninety (90) Days before the effective date of the addition of a New
Cowered Senice, the Department will provide written notice to Contractor of
any such New Cowered Senice and any adjustment to the Capitation Rates
herein as a result of such New Cowvered Senvice. This notice shall include:
(i) an explanation of the New Cowered Senice; (ii) the amount of any
adjustment to Capitation Rates herein as a result of such New Cowered
Senice; and (iii) the methodology for any such adjustment.

The Contractor may provide, or arrange to provide, senices in addition to

the senices described abowe provided quality and access are not \/
diminished, the senices are Medically Necessary health senices and cost-
effective. The cost for these additional senices shall not be included in the
Capitation Rate. The Contractor shall notify and obtain approval from
Department for any new senices prior to implementation. The Contractor
shall notify the Department by submitting a proposed plan for additional
senices and specify the level of senices in the proposal.

For any Medicaid senice provided by the Contractor that requires the

completion of a specific form (e.g., hospice, sterilization, hysterectomy, or /
abortion), the form shall be completed according to the appropriate
Kentucky Administrative Regulation (KAR). The Contractor shall require its
Subcontractor or Provider to retain the form in the event of audit and a copy
shall be submitted to the Department upon request.

The Contractor shall not prohibit or restrict a Provider from advising an /
Enrollee about his or her health status, medical care, or treatment,
regardless of whether benefits for such care are provided under the
Contract, if the Provider is acting within the lawful scope of practice.

If the Contractor is unable to provide within its network necessary Covered /
Senices, it shalltimely and adequately cower these senices out of network
for the Enrollee for as long as Contractor is unable to provide the senices
in accordance with 42 C.F.R. 438.206. The Contractor shall coordinate with
Out-of-Network Providers with respect to payment. The Contractor will
ensure that cost to the Enrollee is no greater than it would be if the senices
were provided within the Contractor's Network.

An Enrollee who has received Prior Authorization from the Contractor for

referral to a specialist physician or for inpatient care shall be allowed to /
choose from among all the available specialists and hospitals within the
Contractor's Network, to the extent reasonable and appropriate.
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30.2 Direct Access Services

Contract Requirement AQJTEE 1
Comply
The Contractor shall make Cowered Senices available and accessible to /
Enrollees as specified in this Contract. The Contractor shall routinely

evaluate Out-of-Network utilization and shall contact high volume providers
to determine if they are qualified and interested in enrolling in the
Contractor's Network. If so, the Contractor shall enroll the provider as soon
as the necessary procedures have been completed. When an Enrollee
wishes to receive a direct access senice or receives a direct access senice
from an Out-of-Network Prowvider, the Contractor shall contactthe provider
to determine if it is qualified and interested in enrolling in the network. If so,
the Contractor shall enroll the provider as soon as the necessary enroliment
procedures have been completed.

The Contractor shall ensure direct access and may not restrict the choice of
a qualified provider by an Enrollee for the following senices within the
Contractor's Network:

A. Primary care vision senices, including the fitting of eye-glasses,
provided by ophthalmologists, optometrists and opticians;

B. Primary care dental and oral surgery senices and evaluations by
orthodontists and prosthodontists;

C. Voluntary family planning in accordance with federal and state
laws and judicial opinion;

D. Maternity care for Enrollees under eighteen (18) years of age;

Immunizations to Enrollees under twenty-one (21) years of
age;

E. Sexually transmitted disease screening, evaluation and treatment;

F. Tuberculosis screening, evaluation and treatment

G. Testing for Human Immunodeficiency Virus (HIV), HIV-related
conditions, and other communicable diseases as defined by 902
KAR 2:020;

H. Chiropractic services

I. For Enrollees with special health care needs determined through
an assessment to need a course of treatment or regular care
monitoring, allow Enrollees to directly access a specialist as
appropriate for the Enrollee’s condition and identified needs; and

J.  Women'’s health specialists.

The Contractor shall ensure direct access and may not restrict the
Enrollee’s access to senices in accordance with 42 C.F.R. 438 and
applicable state statutes and regulations.
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Contract Requirement

Agree to
Comply

At the Enrollee’s request, the Contractor shall provide for a second opinion
related to surgical procedures and diagnosis and treatment of complex
and/or chronic conditions, within the Contractor's Network, or arrange for
the Enrollee to obtain a second opinion outside the network without cost to
the Enrollee. The Contractor shall inform the Enrollee, in writing, at the time
of Enroliment of the Enrollee’s right to request a second opinion.

v

30.4 Telehealth

Contract Requirement

Agree to
Comply

Cowered Senices shall be delivered via telehealth according to Kentucky
regulations and statutes.

v

30.5 Billing Enrollees for Covered Services

Contract Requirement

Agree to
Comply

The Contractor and its Providers and Subcontractors shall not bill an
Enrollee for Medically Necessary Covered Senvices with the exception of
applicable co-pays or other cost sharing requirements provided under this
Contract. Any Provider who knowingly and willfully bills an Enrollee for a
Medicaid Covered Senice shall be guilty of a felony and upon conviction
shall be fined, imprisoned, or both, as defined in Section 1128B(d)(1) 42
U.S.C. 1320a-7b of the Social Security Act. This provision shall remain in
effect even if the Contractor becomes insolvent.

v

Howewer, if an Enrollee agrees in advance in writing to pay for a Non-
Medicaid covered senvice, then the Contractor, the Contractor's Provider, or
Contractor's Subcontractor may bill the Enrollee. The standard release form
signed by the Enrollee at the time of senices does not relieve the
Contractor, Providers and Subcontractors from the prohibition against billing
a Medicaid Enrollee in the absence of a knowing assumption of liability for
a Non-Medicaid Cowered Senice. The form or other type of
acknowledgement relevant to Medicaid Enrollee liability must specifically
state the senices or procedures that are not covered by Medicaid.

30.6 Referrals for Services Not Covered by Contractor

Contract Requirement

Agree to
Comply

When it is necessary for an Enrollee to receive a Medicaid senice that is
outside the scope of the Covered Senices provided by the Contractor, the
Contractor shall refer the Enrollee to a provider enrolled in the Medicaid fee-
for-senice program. The Contractor shall havwe written policies and
procedures for the referral of Enrollees for Non-Covered Senices that shall
provide for the transition to a qualified health care provider and, where
necessary, assistance to Enrollees in obtaining a new Primary Care
Provider. The Contractor shall submit any desired changes to the
established written referral policies and procedures to the Department for
review and approval subject to Section 4.4 “ Approval of Department.”

v
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30.7 Interface with State Behavioral Health Agency
Contract Requirement AQJTEE 1
Comply
A The Contractor's Behavioral Health Director or designee shall meet
with the Department and DBHDID no less than quarterly to discuss /
State Mental Health Authority and Single State (substance abuse)
Agency (SSA) protocols, rules and regulations including but not limited
to:
1. Serious Mental lliness (SMI) and Serious Emotional
Disturbance (SED) operating definitions;
2. Other priority populations;
3. Targeted Case Management, Community Support
Associate, and Peer Support provider certification training
and process;
4. Satisfaction survey requirements;
5. Priority training topics (e.g., trauma-informed care, suicide
prevention, co-occurring disorders, evidence-based
practices);
6. Behavioral health Senices hotline; and
7. Behavioral health crisis senices (referrals; emergency, urgent
and routine care).
B. The Contractor shall coordinate:

1. Enrollee education process for individuals with Serious
Mental llinesses (SMI) and children and youth with serious
emotional disturbances (SED) with the Department.
Contractor will provide the Department and DBHDID with
proposed materials and protocols.

2. With the Department, DBHDID and CMHCs a process for
integrating Behavioral Health Senices’ hotlines with
processes planned by the Contractor to meet system
requirements.

3. Withthe Department on establishing collaborative agreements
with state operated or state contracted psychiatric hospitals, as
well as with other Department facilities that individuals with co-
occurring behavioral health and dewlopmental and
intellectual disabilities (DID) use.

30.8 Provider-Preventable Diseases

Contract Requirement

Agree to
Comply

The Contractor shall not pay a Provider for provider-preventable conditions
that meet the following criteria:

A. s identified in the State Medicaid plan;

B. Has been found by the Department, based upon a review of medical
literature by qualified professionals, to be reasonably preventable
through the application of procedures supported by evidence-based
guidelines;

C. Has a negative consequence for the Enrollee;

D. Is auditable; and
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E. Includes, at a minimum, wrong surgical or other invasive procedure
performed on a patient; surgical or other invasive procedure /
performed on the wrong body part; surgical or other invasive
procedure performed on the wrong patient
The Contractor shall require all Providers to report provider-preventable
conditions associated with Claims for payment or Enrollee treatments for /
which payment would otherwise be made. The Contractor shall report all
identified provider-preventable conditions in a form or frequency as
specified by the Department.

30.9 Mental Health Parity

Contract Requirement ég:ﬁ;&o
The Contractor and its providers must comply with the Mental Health Parity
and Addiction Equity Act of 2008 and 42 C.F.R. 438 Subpart K, including /
the requirements that treatment limitations applicable to mental health or
substance use disorder benefits are no more restrictive than the
predominant treatment limitations applied to substantially all medical and
surgical benefits covered by the Contractor and there are no separate
treatment limitations that are applicable only with respect to mental health
or substance use disorder benefits.

30.10 Institutions for Mental Disease (IMD) Expansion

Contract Requirement ég:r?;;[/o
In accordance with 42 C.F.R. 438.3(e)(2), the Contractor may cover
senices or settings in lieu of senices or settings covered under the State \/

Plan, including an inpatient stay in an IMD for psychiatric or substance use
disorder, for Enrollees aged twenty-one (21) through sixty-four (64) for a
short term stay up to the number of days permitted by CMS.

A. The senices and settings will be reimbursable and subject to the
requirements of 42 C.F.R. Part 438.

B. Per 42 C.F.R. 438.3(e)(2)(ii), the Contractor may not require an
Enrollee toreceive senices in an IMD.

C. The Contractor shall track the number of days of the Enrollee’s
stay in an IMD during a calendar month. If the Enrollee’s stay
exceeds fiteen (15) Days in a given month, the Contractor shall
notify the Department within five (5) Business Days.

AR N NN

D. The Enrollee will remain in the Contractor's plan. For months
when the Enrollee’s stay exceeds fifteen (15) Days, the
Contractor will receive a pro-rated Capitation Payment for the
days the Enrollee is not in the IMD. The rate to be paid for the
days in the IMD shall be at the Contractor's negotiated rate
between the Contractor and the provider.

31. PHARMACY BENEFITS

Contract Requirement Al
Comply
This section provides requirements specifically related to the Contractor’s /
administration of pharmacy benefits and related pharmacy senices

including but not limited to Claims processing, pharmacy provider
payments, Preferred Drug List (PDL) dewvelopment, Prior Authorization
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reviews and appeals, maximum allowable cost schedule dewelopment,
Prospective Drug Utilization Reviews, Retrospective Drug Utilization
Reviews, physician administered drug list, and provision of pharmacy
utilization data and reports.

31.1 Pharmacy General Requirements

Contract Requirement

Agree to
Comply

The Contractor shall administer pharmacy benefits and related pharmacy
senices either directly or through a pharmacy benefit manager or
administrator or the like Subcontractor in accordance with this section, other
requirements specified in this Contract, and in accordance with all applicable
State and Federal laws and regulations.

v

31.2 Covered Outpatient Drugs

Contract Requirement

Agree to
Comply

A. The Contractor shall ensure access to all Medically Necessary covered
outpatient drugs consistent with Section 1927 of the SSA and as
amended regardless of the Contractor's PDL status of the cowered
outpatient drug.

v

B. The Contractor may only exclude drug categories permitted
under Section 1927(d) of the SSA.

C. The Contractor's PDL cannot be more restrictive than the FFS
cowerage of outpatient drugs

D. Only drugs included in the Medicaid Drug Rebate Program
(MDRP) shall be considered by the Department during the
capitation rate setting process.

AN

31.3 Physician Administered Drugs

Contract Requirement

Agree to
Comply

A. The Contractor shall develop and maintain the physician administered
drug list.

v

B. The Contractor shall be responsible for reimbursement of physician
administered drugs and biologics

v

C. Claims for drug products obtained and/or administered in an
office/clinic or other non- institutional setting and processed via
Contractor's medical benefit shall contain a valid eleven (11)-digit
National Drug Code (NDC) and other necessary information such as
a Healthcare Common Procedure Coding System (HCPCS) codes
and appropriate billable units for the actual drug and quantity
administered.

v
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Contract Requirement

Agree to
Comply

The Contractor is permitted to maintain a PDL and the Contractor may
utilize Prior Authorization and other appropriate Utilization Management
mechanisms in a manner set forth in the Act, the Code of Federal
Regulations, and this Contract. The Contractor's PDL shall follow the
general and minimum requirements herein:

v

A. The PDL shall:

1. Only exclude cowerage of drugs or drug categories as
permitted under Section 1927(d) of the SSA as amended.

2. Be deweloped under the advisement of a Pharmacy and
Therapeutics Committee.

3. Not be constructed for the sole purpose to deny cowerage of
any Medicaid covered outpatient drug.

4. Bereviewed such that all represented therapeutic classes are
reviewed at a minimum on an annual basis.

5. Drugs and/or drug formulations that are new to market must be
reviewed within seventy- five (75) days of market availability.

v

B. If the PDL prefers generic equivalents, Contractor shall provide a
brand name exception process for prescribers to pursue when
brand name products are requested by the prescriber due to
Medical Necessity.

C. The Contractor shall publish and make available the PDL as follows:

1. Provide a hard copy of the PDL upon the request of an Enrollee
or a Provider.

2. Provide an electronic copy to Providers and Enrollees on the
Contractor's web site in a format as specified in 42 C.F.R.
438.10. It shall include the PDL status (preferred, non-
preferred), an indication if Prior Authorization is required, and
information necessary to initiate a request for Prior
Authorization or access to a non-preferred drug.

3. Update the PDL no less than quarterly throughout the year and
shall reflect changes such as, new drugs, the status of a drug
(preferred/non-preferred) and an indicator if Prior Authorization
is required

D. If DMS, at any point through the duration of this contract, elects to
mowve to a single uniform PDL for all Medicaid beneficiaries, the
Contractor must abide by the discretion of DMS to the extent of the
PDL and its implementation to its members.

v

31.5 Alignment of Clinical Criteria and Pharmacy Based Programs and Initiatives

Contract Requirement

Agree to
Comply

The Contractor shall, when and as directed by the Department, align with
Department sponsored clinical criteria, pharmacy based programs and
other initiatives.

v

A. The Contractor shall align its criteria and processes and comply
with such requirements no later than thirty (30) Days after written
notification is sent tothe Contractor from the Department

v

B. Any systemsor policy and process changes required to implement
new alignment requirements shall be made at no cost to the
Department.

v
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Contract Requirement

Agree to
Comply

A. The Department shall have the ability to set, create, or approve,
and may change at any time for any reason, reimbursement rates
between the Contractor or a pharmacy benefit manager or
administrator or the like Subcontractor and a pharmacy Provider, or
an entity which contracts on behalf of a pharmacy.

v

B. Reimbursement rates shall include dispensing fees which take into
account applicable CMS guidance and any DMS requirements.

v

C. The Contractor shall require its pharmacy benefit manager or
administrator or the like subcontracted by the Contractor to notify
the Department directly or through the Contractor no less than
thirty (30) Days in advance of any proposed change of over five
percent (5%) in the product reimbursement rates for a pharmacy
Provider licensed in the state.

v

D. The Department may disallow such a change by notifying the
Contractor at any time prior to the implementation date of the
change. If the Department disallows the proposed change, the
Contractor shall require its subcontracted pharmacy benefit
manager or administrator or the like to reprocess all affected
Claims without undue delay at the old reimbursement rate.

E. Beginning on the Effective Date of this Contract and pursuant to
18 RS HB 200, Medicaid Benefits, section (16), the Contractor shall
comply and ensure that any Subcontractor engaged to reimburse
for drug products through POS/retail Claims complies with all
dispensing fee requirements set by this Contract. The Contractor
shall or shall cause and ensure its subcontracted agent or entity to
pay an additional dispensing fee of two dollars ($2.00) without
reduction of any kind or for any reason. This additional dispensing
fee amount shall be in addition to the dispensing fee remitted to
pharmacies for POS/retail Claims as calculated or determined by
contractual provisions negotiated directly with the dispensing
pharmacy or any entity who contracts on behalf of the dispensing
pharmacy whether negotiated by the Contractor, any
subcontracted pharmacy benefit manager or administrator or the
like.

31.7 Pharmacy and Therapeutics Committee

Contract Requirement

Agree to
Comply

The Contractor shall utilize a P&T committee that as part of its composition
includes at least one (1) Kentucky licensed physician and one (1) Kentucky
licensed pharmacist who currently provides senices to Kentucky Medicaid
recipients. The P&T shall meet at least quarterly and make recommendations
to the Contractor for changes to the PDL.

v
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31.8 Pharmacy Claims Payment Administration

Contract Requirement AQJTEE 1
Comply
The Contractor shall: \/
A. Ensure the Point of Sale (POS) system satisfies the following /
functional and informational requirements:
1. Provide POS function for Claims submissions by pharmacies
twenty-four (24) hours per day, seven (7) Days per week,
except for Department-approved, scheduled downtime.
2. Provide the ability to apply an Internal Control Number (ICN)
to each Claim and its supporting documentation, regardless
of submission format, to tracking Claims, conduct research,
perform reconciliations, and for audit purposes.
3. Ensure the system is capable of adding, changing, or
removing  Claim adjudication processing rules to
accommodate State and Federal required changes to the
pharmacy program within thirty (30) Days, unless otherwise
approved.
B. Process, adjudicate, and pay pharmacy Claims, including voids and /
full or partial adjustments, via an online, real-time POS system by:
1. Using the specified current National Council for Prescription
Drug Program (NCPDP) format. Required updates to this
format shall be implemented at no cost to the Department;
2. ldentifying and denying Claims that contain invalid Provider
numbers including where the Taxonomy/National Provider
Identifier (NPI) or Provider number is missing or is invalid.
3. Identifying any liable third party, and ensuring that Medicaid
is the appropriate payer of last resort. The term "pay" means
either send the Provider cash or cash equivalent in full
satisfaction of the clean Claim, or give the Provider a credit
against any outstanding balance owed by that Provider to the
Contractor.
4. The term “clean Claim” means a properly completed paper or
electronic Claim submitted in compliance with NCPDP
standards and approved for payment.
5. Resubmission of a Claim with further information and/or
documentation shall constitute a new Claim for purposes of
establishing the time frame for Claims processing.
6. Contractor shall pay the Claim or advise the Provider that the
Claim submitted is denied and specify all reasons for the
Denial
C. The Contractor shall provide the ability to process Claims on batch /
electronic media and paper Claims submitted directly for
processing. Paper Claims may include, but not limited to, those
submitted in situations when an Enrollee has to visit an out-of-
network pharmacy in an emergency. Paper Claims shall be
submitted on the NCPDP Universal Claim Form wersion The
Contractor shall:
1. Process and adjudicate paper Claims within ten (10) Days of
receipt;
2. Assign ICNs to all batch Claims within twenty-four (24) hours
of receipt;
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3. Maintain electronic backup of batch Claims for the duration of
the Contract; and

4. Adjudicate electronic batch Claims through the same
processing logic as the POS Claims.

D. The Contractor shall notify the Department in writing no later than /
one (1) Day from discovery of any POS processing and/or Claims
adjudication issue that is or has the potential to significantly impact
processing time for Claims submissions, Claims adjudication,
Claims adjudication accuracy, and/or continuity of Enrollee drug
therapy. A significant impact means for this purpose a threshold of
one hundred (100) or more Enrollees’ Claims are impacted by the
issue. Notification shall be followed by a written explanation of the
root cause and corrective and future preventive action.

E. The Contractor shall establish a unique Medicaid-specific /
Processor Identification (BIN)/Issuer Identification Number (lIN),
Processor Control Number (PCN), and Group Number
combination for POS pharmacy Claims processing, to ensure
Medicaid Claims are not the same as Contractor's commercial
and/or Medicare Part D business lines. The BIN/IIN and PCN
number shall appear on all Enrollees’ identification cards along
with the toll free phone number for pharmacy provider assistance
as well as Enrollee assistance.

31.9 Drug Utilization Review (DUR) Program

Contract Requirement Agree to
Comply
The Contractor shall operate a drug utilization review (DUR) program that /
complies with the requirements described in Section 1927(g) of the Social

Security Act and 42 C.F.R. Part 456, Subpart K.

As part of its DUR activities, the Contractor shall work collaboratively with /
the Department on related pharmacy initiatives such as the universal policy
implementations, the pharmacy lock-in program, buprenorphine provider
programs, and other initiatives as identified by DMS.

The Contractor shall provide a detailed description of its drug utilization /
review program activities to the Department on an annual basis. The actual

date shall be determined by the Department and in sufficient time to gather
the information necessary to comply with and time submit the CMS Annual
DUR report. The Contractor shall provide all data necessary for appropriate
CMS Annual DUR Report submissions including, but not limited to,
completing the Contractor's portion of the actual annual report template
furnished by CMS and within the requested timeframe. At the request of
DMS, quarterly written reports of DUR activities shall be provided to the

Department.
All Managed Care Organizations (MCOs) contracted with the Kentucky /
Department for Medicaid Senices will have drug utilization review

provisions as outlined in Section 1004 of the Substance Use-Disorder
Prevention that Promotes Opioid Recowvery and Treatment (SUPPORT) for
Patients and Communities Act. These provisions will include utilizing safety
edits related to duplicate and early fills, quantity limits, dosage limits, and
morphine milligram equivalents (MME). All MCOs will utilize safety edits for
concurrent prescribing of opioids and benzodiazepines and opioids and
antipsychotics. Additionally, all MCOs must have a program in place to
monitor antipsychotic medications by children and document the
appropriate actions taken based on the program. All MCOs must have in

Attachment X - Contract Compliance Page 131 of 332



Attachment X - Contract Compliance

N\ WellCare

Beyond Healthcare. A Better You.

place a process that identifies fraud or abuse of controlled substances by
individuals enrolled, health care providers prescribing drugs to individuals
so enrolled, and pharmacies dispensing drugs to individuals so enrolled.

31.10 Pharmacy Drug Rebate Administration

Contract Requirement

Agree to
Comply

Pursuant to the Affordable Care Actand 42 C.F.R. 438.3(s), CMS requires
States to collect CMS lewel rebates on all Medicaid MCO utilization.

v

A. The Contractor shall be required to report timely drug utilization
data that is necessary for the Department to bill manufacturers for
rebates in accordance with section 1927 (b) (1) (A) ofthe SSA and
any Kentucky supplemental rebate program no later than forty-five
(45) Days or as required by the Department after the end of each
quarterly rebate period. The Contractor shall transmit a file
according to Department specifications, and shall fully cooperate
with Department and Department’'s contractors to ensure file
transmissions are complete, accurate and delivered by the
specified deadlines.

v

B. Cowered outpatient or prescribed drugs adjudicated by the
Contractor, including but not limited to diabetic testing supplies,
insulin, and those drug products administered by network Providers
in an office/clinic or other non-institutional setting, are subject to the
same manufacturer rebate requirements as Kentucky Medicaid
FFS outpatient drugs. The Contractor must provide utilization
information as required by DMS which includes but may not be
limited to: the total number of units of each dosage form dispensed
or administered, strength, date of senice (date dispensed or
administered), paid date (actual date Claim was paid), and NDC of
the cowered outpatient drug, and amount paid by the Contractor's
plan.

C. The Contractor shall submit this NDC level information on drugs,
biologics, and otherProvider administered products as directed by
DMS, including, but not limited to drug codes (e.g., J- Code/Q-
Code/A-Code), units and conwersions consistent with federal and
Department requirements.

D. The Contractor shall assist and provide detailed Claim information
requested by the Department or Department contractors to support
rebate dispute and resolution activities. The Department or its
designated contractor shall provide Contractor's Claim-level detail
to manufacturers to assist in dispute resolutions. However, the
Contractor shall assistthe Department fully in resolving drug rebate
disputes with the manufacturer upon the request of the
Department.

31.11 340B Transactions

Contract Requirement

Agree to
Comply

A. The Contractor shall submit all drug Encounters including physician
administered drugs, with the exception of in-patient hospital drug
Encounters, to the Department pursuant to the requirements of this
Contract.

v
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The Contractor shall maintain the systems capability and

methodology to appropriately identify 340B Claims in real
time, prospectively, and retrospectively.

The Contractor shall support all Department-based efforts and

initiatives for 340B Claim identification at a Claim-level of
detail, including the utilization of the NCPDP field(s)
designed for this purpose.

The Contractor shall require pharmacy Providers or processing
vendors to identify 340B purchased drugs on Claims in accordance
with Department requirements.

The Contractor shall not reimburse a 340B entity for pharmacy -
dispensed drugs at a rate lower than that paid for the same drug
to pharmacies similar in prescription wlume that are not 340B
entities, and shall not assess any fee, charge-back, or other
adjustment upon the 340B entity on the basis that the 340B entity
participates inthe program set forth in 42 U.S.C.

§256b.

NN N X

For Enrollees eligible to receive drugs subject to an agreement
under 42 U.S.C. § 256b, the Contractor shall not discriminate
against a 340B entity in a manner that prevents or interferes with
the Enrollee’s choice to receive such drugs from the 340B entity.

AN

The Department shall deliver notice of billing guide changes to Contractor
as necessary and with implementation deadlines. If program changes
occur, these shall be at no cost to the Department.

AN

31.12 Pharmacy Prior Authorizations

Contract Requirement

Agree to
Comply

The Contractor shall conduct a Prior Authorization (PA) program that
complies with the requirements of section 1927(d)(5) of the SSA and with
Department requirements, as if such requirements apply to the Contractor
instead of the Department.

The Contractor's PA program shall ensure there is no undue disruption of
an Enrollee’s access to care; shall prevent penalization of the Provider or
Enrollee, financially or otherwise, for such PA requests or approvals; and
shall incorporate the minimum requirements described herein:

A.

Clinical PA review criteria shall be evidence-based, and follow best
clinical practice standards, and/or other national standards.

Pharmacy Prior Authorization Denials must be made by a registered
pharmacist or physician.

A physician peer review shall be available upon a physician’s
request for any Denial made at a pharmacist review level.

PA determinations including those from escalated reviews shall be
made and communicated to the requesting Provider within twenty-
four (24) hours from the initial request including weekends in
compliance with the provisions of OBRA 1990 mandate, Section
1927 of the Social Security Act, and other federal regulations.

All PA activities and decisions shall be documented in Contractor’s
online pharmacy case management system. This information shall

N NININ N X
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be available for immediate review at the Department’'s request or
other timeframe as specified by the Department.

F. In the event a prescription is for a drug awaiting PA and the
Contractor cannot reach the prescribing physician, and when the
dispensing pharmacist, using reasonable clinical judgment, deems
it necessary to awid imminent harm or injury to the Enrollee, a
seventy-two (72) hour emergency supply shall be permitted. If the
physician prescribed an amount of drug that is more than a seventy -
two (72) hour supply but is packaged so that it must be dispensed
intact, the pharmacist may dispense the packaged drug, and
Contractor shall pay for this quantity ewven if it exceeds a calculated
seventy-two (72) hour supply.

Contractor’s PA process shall include procedures for Enrollee
appealsand grievances submitted by the Enrollee or the
prescriber authorized to act on behalf of the Enrollee related to
PAs denied after the final escalated review. Contractor’s
procedures for PA related appealsand grievances shall be in
accordance with “Section 24.2 Enrollee Grievance and Appeal
Policies and Procedures” and “ Section 27.10 Provider
Grievances and Appeals” of this Contract.

The Department shall provide a universal Prior Authorization form for the
Contractor to utilize for a Provider to initiate the pharmacy Prior
Authorization process. The Contractor shall give the Provider the option to
use the designated Kentucky Medicaid pharmacy universal form or a DMS
approved Contractor specific form. Although the Contractor may seek
additional information before making determination on a particular Prior
Authorization request, all such information shall be requested from the
Provider by way of a supplemental Prior Authorization information sheet that
does not duplicate information found on the Kentucky Medicaid universal
pharmacy Prior Authorization form. The Contractor shall not deny a Prior
Authorization request submitted on the designated universal pharmacy
Prior Authorization form and require the provider to submit the Contractor
specific form but rather shall suspend the request while awaiting a
supplemental information sheet.

31.13 Maximum Allowable Cost

Contract Requirement

Agree to
Comply

The Contractor shall establish and maintain a generic drug Maximum
Allowable Cost (MAC) program to promote generic utilization and cost
containment. Howewer, the Contractor and any pharmacy benefit manager
or administrator or like Subcontractor shall comply with all maximum
allowable costlaws and administrative regulations promulgated by DOI, the
Department, or otherwise promulgated by State or federal law.

v

31.14 PBM Pricing Transparency

Contract Requirement

Agree to
Comply

The Contractor shall:

v

A. Disclose all contract terms it has with its contracted PBM,;

v

Attachment X - Contract Compliance

Page 134 of 332



Attachment X - Contract Compliance

N\ WellCare

Beyond Healthcare. A Better You.

B. Utilize a pass-through pricing model in which there is no difference
in the PBM to pharmacy and MCO to PBM reported payment
amounts;

C. Provide any and all Claims -level detail that provides the basis for
comparing the actual amount paid to pharmacies to the amount
that the PBM charged the MCO for the transaction; and

AN

D. No additional direct or indirect remuneration fees or any
membership fees or the like may be imposed on a pharmacy as a
condition of Claims payment or network inclusion. No additional
retrospective remuneration models including Generic Effective
Rates (GERs) shall be permitted. However, nothing shall preclude
the reprocessing of Claims due to Claims adjudication errors of the
Contractor or its agent.

31.15 Pharmacy Call Center Services

Contract Requirement

Agree to
Comply

In addition to any other Provider Services required herein, the Contractor
shall operate a toll-free pharmacy call center twenty-four (24) hours a day,
seven (7) days per week for access by Providers.

v

The Department may monitor the call center through review of statistical
reports, telephone calls, or onsite visits. The Contractor shall have a
tracking system that retains information collected on each call and that is
retrievable using personal information for the individual from whom the call
was received. The information shall be provided to the Department upon
request.

v

The Contractor shall provide a pharmacy call center quality assurance
program subject to the Department’s approval with monitoring results made
available to the Department on a monthly basis.

v

31.16 Kentucky Pharmacy Director Workgroup

Contract Requirement

Agree to
Comply

Pursuant to Section 9.3 “Monthly Meetings” and as directed by the
Department, Contractor's Pharmacy Director shall meet monthly with the
Department and other Contractors’ like personnel to discuss issues for the
efficient and economical delivery of pharmacy senices to Enrollees. This
collaborative meeting of pharmacy directors shall be referred to as the
Kentucky Medicaid Pharmacy Director Workgroup.

v

31.17 Pharmacy Benefit Manager or Administrator Reporting Requirements

Contract Requirement

Agree to
Comply

The Contractor shall comply with all pharmacy benefit reporting
requirements and ad hoc requests for reports and data of this Contract, the
Department and those set forth by applicable statutory or regulatory
authority. At the request of the Department, the Contractor shall provide
both summary and detailed reports. Detailed reports shall include Claim
level details at the Department’s request. If the Contractor Subcontracts any
part of its pharmacy benefit administration to a pharmacy benefit manager or
administrator or the like, then the Contractor shall ensure and be held
responsible for such contracted entity’s failure or non-compliance with any

v

Attachment X - Contract Compliance

Page 135 of 332



Attachment X - Contract Compliance

N\ WellCare

Beyond Healthcare. A Better You.

pharmacy benefit reporting requirements set forth by this Contract, the
Department or applicable regulatory authority.

The Contractor shall, at a minimum, deliver or cause to be delivered through
its agent or contracted entity to the Department no later than August 15th of
each contracting year, reports and information required through KRS
205.647 and additional reports and information requested by the
Department.

31.18 High Cost Drug Stop Loss Program

Contract Requirement

Agree to
Comply

The High Cost Drug Stop Loss Program (HCDSLP) is a stop-loss program
provided by the Department to the Contractor for the partial reimbursement
of certain cowvered high cost pharmaceuticals for the contract year. Under
the HCDSLP, the Contractor shall be compensated for Costs abowe the
Attachment Point for approved high costs drugs and conditions, subject to
the Department’s review and approval.

v

Within 30 days of administration of the pharmaceutical, the Contractor shall
provide an inwice documenting the amount paid to the provider. The
documentation must include, at a minimum:

- The Medicaid member ID.

- The incurred date of the claim.

- The actual cost paid to the provider.

- The actual acquisition cost with the inwice amount from the
manufacturer or buyer of the drug provided to the Contractor by the
provider.

- The amount of any rebates received by the Contractor.

- The applicable NDC or J-Code identifying the drug.

- The quantity of the drug,

Documentation of any additional rebates the Contractor expects to receive in the
future.

Upon review and approval of the documentation and the submitted
encounter data, DMS will issue a payment according to the terms of the
HCDSLP. The Attachment Point will be applicable on a per person, per SFY,
and per condition basis. Each case will be carefully reviewed accounting for
the time a member is with a Contractor, their history of treatment, and other

ANANENENENEANE VSRR

factors.
The following drugs and conditions will be cowered under the HCDSLP:
Condition

Condition Drugs Attachment Point

Spinal Muscular Atrophy Spinraza, Zolgensma $300,000
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The Department for Medicaid Senices, at its discretion, may choose to \/
care-out certain drug therapies and/or therapeutic drug classes from

managed care to be covered by the fee-for-service pharmacy benefit or the
fee-for-service medical benefit. Products moving from managed care to fee-
for-senice will be notified in writing to the managed care organizations thirty
(30) days prior to the change in cowerage.

32.0 SPECIAL PROGRAM REQUIREMENTS
32.1 EPSDT Early and Periodic Screening, Diagnostic and Treatment

Contract Requirement Agree to
Comply
The Contractor shall provide all Enrollees under the age of twenty-one (21) /
years, except those eligible pursuant to 907 KAR 4:030, EPSDT senvices in

compliance with the terms of this Contract and policy statements issued
during the term of this Contract by the Department or CMS. The Contractor
shall file EPSDT reports in the format and within the time-frames required
by the terms of this Contract as indicated in Appendix L “EPSDT.” The
Contractor shall comply with 907 KAR 11:034 that delineates the
requirements of all EPSDT providers participating in the Medicaid program.
Health care professionals who meet the standards established in the above-
referenced regulation shall provide EPSDT senices. Additionally, the
Contractor shall:

A. Provide, through direct employment with the Contractor or by /
Subcontract, accessible and fully trained EPSDT Providers who
meet the requirements set forth under 907 KAR 1:034, and who
are supported by adequately equipped offices to perform EPSDT

senices.
B. Effectively communicate information (e.g. written notices, verbal /
explanations, face to face counseling or home \isits when

appropriate or necessary) with Enrollees and their families who are
eligible for EPSDT senices [(i.e. Medicaid eligible persons who
are under the age of twenty-one (21)] regarding the value of
preventive health care, benefits provided as part of EPSDT
senices, how to access these senices, and the Enrollee’s right to
access these senices. Enrollees and their families shall be
informed about EPSDT and the right to Appeal any decision
relating to Medicaid senices, including EPSDT senices, upon
initial Enroliment and annually thereafter where Enrollees have not
accessed senices during the year.

C. Provide EPSDT senvces to all eligible Enrollees in accordance with /
EPSDT guidelines issued by the Commonwealth and federal
government and in conformance with the Department’s approved
periodicity schedule, a sample of which is included in Appendix M

“EPSDT.”
D. Provide all needed initial, periodic and inter-periodic health /
assessments in accordance with 907 KAR 1:034. The Primary

Care Provider assigned to each eligible Enrollee shall be
responsible for providing or arranging for complete assessments
at the intenvals specified by the Department’s approved periodicity
schedule and at other times when Medically Necessary.

E. Provide all needed diagnosis and treatment for eligible Enrollees in \/
accordance with 907 KAR 1:034. The Primary Care Provider and
other Providers in the Contractor's Network shall provide diagnosis
and treatment and or Out-of-network Providers shall provide
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treatment if the senvice is not available within the Contractor's

Network.
F. Provide EPSDT Special Senices for eligible Enrollees, including /
identifying providers who can deliver the Medically Necessary

senices described in federal Medicaid law and dewveloping
procedures for authorization and payment for these senices.
Current requirements for EPSDT Special Senices are included in
Appendix M “EPSDT.”

G. Establish and maintain a tracking system to monitor acceptance and /
refusal of EPSDT senvices, whether eligible Enrollees are receiving
the recommended health assessmentsand all necessary diagnosis
and treatment, including EPSDT Special Senices when needed.

H. Establish and maintain an effective and ongoing Enrollee Senices \/
function for eligible Enrollees and their families to provide
education and counseling with regard to Enrollee compliance with
prescribed treatment programs and compliance with EPSDT
appointments. This function shall assist eligible Enrollees or their
families in obtaining sufficient information so they can make
medically informed decisions about their health care, provide
support senices including transportation and scheduling
assistance to EPSDT senices, and follow up with eligible Enrollees
and their families when recommended assessments and treatment
are not received. This function should be aligned with the
Contractor's Population Health Management (PHM) Program.

I. Maintain a consolidated record for each eligible Enrollee, including /
reports of informing about EPSDT, information received from other
providers and dates of contact regarding appointments and
rescheduling when necessary for EPSDT screening,
recommended diagnostic or treatment senices and follow-up with
referral compliance and reports from referral physicians or
providers.

J. Establish and maintain a protocol for coordination of physical health /
senices and Behavioral Health Senices for eligible Enrollees with
behavioral health or dewlopmentally disabling conditions.
Coordination procedures shall be established for other senices
needed by eligible Enrollees that are outside the usual scope of
Contractor senices. Examples include early intervention senices
for infants and toddlers with disabilities, senices for students with
disabilities included in the child’s Individual Education Plan at
school, WIC, Head Start, DCBS, etc.

K. Participate in any state or federally required chart audit or quality
assurance study.

L. Maintain an effective education/information program for health
professionals on EPSDT compliance (including changes in state
or federal requirements or guidelines). Ata minimum, training shall
be provided concerning the components of an EPSDT
assessment, EPSDT Special Senices, and emerging health
status issues among Enrollees which should be addressed as part
of EPSDT senices to all appropriate staff and Providers, including
medical residents and specialists delivering EPSDT senices. In
addition, training shall be provided concerning physical
assessment procedures for nurse practitioners, registered nurses
and physician assistants who provide EPSDT screening senices.

AN
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M. Submit Encounter Record for each EPSDT senice provided
according to requirements provided by the Department, including
use of specified EPSDT procedure codes and referral codes.
Submit quarterly and annual reports on EPSDT senices including
the current Form CMS-416.

v

N. Provide an EPSDT Coordinator staff function with adequate staff or
Subcontract personnel to sene the Contractor's enrollment or
projected enrollment.

v

32.2 Dental Services

Contract Requirement

Agree to
Comply

The Contractor shall provide preventive and primary care dental senices
for oral health conditions and illness in a timely manner on an emergent,
Urgent Care or non-urgent care basis in accordance with 42 C.F.R. 438.
Cowvered dental senices shall be provided in accordance with 907 KAR
1:026.

v

The Contractor shall establish written policies and procedures to ensure the
timely provision of senices in an amount, duration, and scope that is no less
than the amount, duration, and scope for the same senices provided to fee-
for-senice Medicaid Enrollees. The Contractor shall assess the oral health
of Enrollees and dewelop a plan for improving oral health in Enrollees,
particularly in children and persons with special health care needs.

v

The Contractor shall have ultimate responsibility for the provision of dental
senices and shall oversee and coordinate the delivery of or access to all
Enrollee health information and other data relating to dental senices, as
requested by the Department.

The Contractor will also provide for adherence to standards of care based
on established clinical criteria and evidence based science.

The Contractor shall determine the Medical Necessity criteria to be used in
the provision of dental senices which shall be submitted to the Department
for approval in accordance with Section 4.4 “Approval of Department.”

v
v

32.3 Emergency Care, Urgent Care and Post Stabilization Care

Contract Requirement

Agree to
Comply

Emergency Care as defined in 42 USC 1395dd and 42 C.F.R. 438.114 shall
be available to Enrollees twenty-four (24) hours a day, seven (7) days a
week. Urgent Care senices shall be made available within forty-eight (48)
hours of request. Urgent Care means care for a condition that is not likely to
cause death or lasting harm but for which treatment should not wait for a
normally scheduled appointment. Post Stabilization Care senices are
covered and reimbursed in accordance with 42 C.F.R. 422.113(c) and
438.114(e).

v

The Contractor shall not limit what constitutes an Emergency Medical
Condition on the basis of lists of diagnoses or symptoms. An Emergency
Medical Senices Provider shall have a minimum of ten (10) Days to notify
the Contractor of the Enrollee's screening and treatment before refusing to
cover the Emergency Senices based on a failure to notify. An Enrollee who
has an Emergency Medical Condition shall not be liable for payment of
subsequent screening and treatment needed to diagnose or stabilize the
specific condition. The Contractor is responsible for coverage and payment
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of senices until the attending Provider determines that the Enrollee is
sufficiently stabilized for transfer or discharge.

32.4 Out-of-Network Emergency Care

Contract Requirement

Agree to
Comply

The Contractor shall provide, or arrange for the provision of Emergency
Care, even though the senices may be received outside the Contractor's
Network in compliance with 42 C.F.R. 438.114.

v

Payment for Emergency Senices cowered by a non-contracting provider
shall not exceed the Medicaid Fee-For-Service rate as required by Section
6085 of the Deficit Reduction Act of 2005. For senices provided by non-
contracting hospitals, this amount must be less any payments for indirect
costs of medical education and direct costs of graduate medical education
that would have been included in Fee-For-Service payments.

v

32.5

Maternity Care

Contract Requirement

Agree to
Comply

When a woman has entered prenatal care before enrolling with the
Contractor, the Contractor shall make ewery effort to allow her to continue
with the same prenatal care provider throughout the entire pregnancy.
Contractor shall also establish procedures to ensure either prompt initiation
of prenatal care or continuation of care without interruption for women who
are pregnant when they enroll. The Contractor shall provide maternity care
that includes prenatal, delivery, and postpartum care as well as care for
conditions that complicate pregnancies. All newborn Enrollees newborn
screening shall be cowvered as specified in the Commonwealth of Kentucky
metabolic screen.

v

32.6 Voluntary Family Planning

Contract Requirement

Agree to
Comply

The Contractor shall ensure direct access for any Enrollee to a Provider,
qualified by experience and training, to provide Family Planning Senices,
as such senices are described in Appendix | “Covered Services” to this
Contract. The Contractor may not restrict an Enrollee’s choice of his or her
provider for Family Planning Senices. The Contractor must ensure access
to any qualified provider of Family Planning Senices without requiring a
referral from the PCP. See Section 28.4 “Provider Network Access and
Adequacy” for allowable wait times for appointments.

v

The Contractor shall maintain confidentiality for Family Planning Senvces in
accordance with applicable federal and state laws and judicial opinions for
Enrollees less than eighteen (18) years of age pursuant to Title X. 42 C.F.R.
59.11, and KRS 214.185. Situations under which confidentiality may not be
guaranteed are described in KRS 620.030, KRS 209.010 et seq., KRS
202A, and KRS 214.185.

All information shall be provided to the Enrollee in a confidential manner.
Adolescents in particular shall be assured that Family Planning Senices are
confidential and that any necessary follow-up will ensure the Enrollee’s
privacy.
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Contract Requirement

Agree to
Comply

The Department contracts with the Kentucky Transportation Cabinet, Office
of Transportation Delivery to provide non-emergency medical transportation
(NEMT) senices to select Medicaid Enrollees. Through the NEMT program,
certain eligible Enrollees receive safe and reliable transportation to
Medicaid Cowered Senices. The Contractor shall provide educational
materials regarding the availability of transportation senices and refer
Enrollees for NEMT. NEMT senices do not include emergency ambulance
and non-emergency ambulance stretcher senices. Transportation of an
emergency nature, including ambulance stretcher senices is the
responsibility of the Contractor.

v

32.8 Pediatric Interface

Contract Requirement

Agree to
Comply

School-Based Senices provided by school personnel are excluded from
Contractor coverage and are paid by the Department through fee-for-service
Medicaid.

v

Preventive and remedial care senices as contained in 907 KAR 1:360 and
the Kentucky State Medicaid Plan provided by the Department of Public
Health through public health departments in schools by a Physician,
Physician’s Assistant, Advanced Registered Nurse Practitioner, Registered
Nurse, or other appropriately supenised health care professional are
included in Contractor cowerage. Senice provided under a child’s IEP
should not be duplicated. Howewer, in situations where a child’s course of
treatment is interrupted due to school breaks, after school hours or during
summer months, the Contractor is responsible for providing all Medically
Necessary Cowvered Senices to eligible Enrollees.

v

Senices provided wunder the Kentucky Health Access Nurturing
Dewelopment Senices (HANDS) shall be excluded from Contractor
cowverage.

v

Pediatric Interface Senices includes pediatric concurrent care as mandated
by the ACA. The Contractor shall simultaneously provide palliative hospice
senices in conjunction with curative senices and medications for pediatric
patients diagnosed with life-threatening/terminal illnesses.

v

32.9 Pediatric Sexual Abuse Examination

Contract Requirement

Agree to
Comply

The Contractor shall have Providers in its network that have the capacity to
perform a forensic pediatric sexual abuse examination. This examination
must be conducted for Enrollees at the request of the DCBS.

v

32.10 Lock-In Program

Contract Requirement

Agree to
Comply

The Contractor shall develop a program to address and contain Enrollee over
utilization of senices, for pharmacy and non-emergent care provided in an
emergency setting. The program shall include:

v
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A. Ciriteria for identification and enrollment of an Enrollee in the lock-
in program;

B. Methods the Contractor will implement to support Enrollees to
understand and access appropriate utilization of senices, such as
Care Coordination, care management and education;

C. Methods the Contractor will implement to address Enrollees who
refuse to participate in the lock-in program or to engage with the
Contractor on identified support methods;

D. Length of enroliment in the program and ongoing assessment
process;

E. Approach to tracking outcomes of the program and using findings
to adjust the program and Enrollee supports as needed

The Contractor shall submit its lock-in program description to the
Department for approval subject to Section 4.4 “Approval of Department.

ANIENENERNERNEN

33.0 BEHAVIORAL HEALTH SERVICES

33.1 Department for Behavioral Health, Developmental and Intellectual Disabilities (DBHDID)

Responsibilities

Contract Requirement

Agree to
Comply

The Department works collaboratively with Department for Behavioral
Health, Developmental and Intellectual Disabilities (DBHDID) to ensure that
Medicaid Enrollees receive quality Behavioral Health Senvices.

v

The Contractor shall use evidence-based practices (EBPs) that meet the
standards of national models in all behavior health senices. The Contractor
shall comply with standards identified in the “Interoperability Standards
Advisory—Best Available Standards and Implementation Specifications”
(ISA) and 45 CFR 170 Subpart B in complying with the Commonwealth’s
behavioral health policies.

v

33.2 Requirements for Behavioral Health Services

Contract Requirement

Agree to
Comply

The Contractor shall engage in behavioral health promotion efforts,
psychotropic medication management, suicide prevention and owerall
person centered treatment approaches, to lower morbidity among Enrollees
with SMI and SED, including Enrollees with co-occurring dewelopmental
disabilities, substance use disorders and smoking cessation.

The Contractor in its design and operation of Behavioral Health Senices
shall incorporate these core values for Medicaid Enrollees:

A. Enrollees have the right to retain the fullest control possible over
their behavior health treatment. Behavioral Health Senices shall
be responsive, coherently organized, and accessible to those who
require behavioral healthcare.

B. The Contractor shall provide the most normative care in the least
restrictive setting and sene Enrollees in the community to the
greatest extent possible.

ANEERNEN
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C. The Contractor shall measure Enrollees’ satisfaction with the
senices they receive.

D. The Contractor's Behavioral Health Senices shall be trauma-
informed, recovery and resiliency focused.

v
v

33.3 Covered Behavioral Health Services

Contract Requirement

Agree to
Comply

The Contractor shall ensure the provision of all Medically Necessary
Behavioral Health Senices for Enrollees. These senices are described in
Appendix | “Covered Services.” All Behavioral Health Sernvices shall be
provided in conformance with the access standards established by the
Department. When assessing Enrollees for Behavioral Health Senices, the
Contractor and its providers shall use the most current version of DSM
classification. The Contractor may require use of other diagnostic and
assessment instrument/outcome measures in addition to the most current
version of DSM. Providers shall document DSM diagnosis and
assessment/outcome information in the Enrollee’s Medical Record.

v

33.4 Behavioral Health Provider Network

Contract Requirement

Agree to
Comply

The Contractor shall provide access to Psychiatrists, Psychologists, and
other Behavioral Health Senice providers. Community Mental Health
Centers (CMHCs) shall be offered participation in the Contractor provider
network. Other eligible providers of Behavioral Health Senices include
Licensed Professional Clinical Counselors, Licensed Marriage and Family
Therapists, Licensed Psychological Practitioners, Behavioral Health Multi-
Specialty Groups, Behavior Health Senices Organizations, Licensed
Clinical Social Workers, and other independently licensed behavioral health
professions. To the extent that non-psychiatrists and other providers of
Behavioral Health Senices may also be provided as a component of FQHC
and RHC senices, these facilities shall be offered the opportunity to
participate in the Behavioral Health network. FQHC and RHC providers can
continue to provide the same senices they currently provide under their
licenses.

v

33.5 Enrollee Access to Behavioral Health Services

Contract Requirement

Agree to
Comply

The Contractor shall ensure accessibility and availability of qualified
providers to all Enrollees. The Contractor shall maintain an adequate
network that provides continuum of care to ensure the Enrollee has access
to care at the appropriate level. The Contractor shall ensure that upon
decertifying an Enrollee at acertain level of care, there is access to Providers
for continued care at a lower lewvel, if such care is determined Medically
Necessary. The Contractor shall coordinate and collaborate with Providers
on discharge plans and criteria.

v

The Contractor shall maintain an Enrollee education process to help
Enrollees know where and how to obtain Behavioral Health Senices. The

v

Attachment X - Contract Compliance

Page 143 of 332



Attachment X - Contract Compliance

N\ WellCare

Beyond Healthcare. A Better You.

Enrollee Manual shall contain information for Enrollees on how to direct their
behavioral health care, as appropriate.

The Contractor shall permit Enrollees to participate in the selection of the
appropriate behavioral health individual practitioner(s) who will serve them
and shall provide the Enrollee with information on accessible in-network
Providers with relevant experience.

v

33.6 Behavioral Health Services Hotline

Contract Requirement

Agree to
Comply

The Contractor shall have an emergency and crisis Behavioral Health
Senices Hotline staffed by trained personnel twenty-four (24) hours a day,
seven (7) days a week, three hundred sixty-five (365) Days a year, toll-free
throughout the Commonwealth. Crisis hotline staff must include or have
access to qualified Behavioral Health Senices professionals to assess,
triage and address specific behavioral health emergencies. Emergency and
crisis Behavioral Health Senices may be arranged through mobile crisis
teams. Face-to-face Emergency Senices shall be available twenty- four (24)
hours a day, sewven (7) Days a week. The Behavioral Health Senices Hotline
shall not be answered by any automated means.

The Contractor shall ensure that the toll-free Behavioral Health Sernices
Hotline meets the following minimum performance requirements for all
Contractor Programs:

A. Ninety-nine percent (99%) of calls are answered by the fourth
ring;

B. No incoming calls receive a busy signal;

C. The call abandonment rate is seven percent (7%) or less; and

D. The system can immediately connect to the local Suicide
Hotline’s telephone number and

The Contractor shall operate one hotline to handle emergency and crisis
calls. The Contractor cannot impose maximum call duration limits and shall
allow calls to be of sufficient length to ensure adequate information is
provided to the Enrollee. Hotline senices shall meet Cultural Competency
requirements and provide linguistic access to all Enrollees, including the
interpretive senvices required for effective communication.

NN NN S

The Contractor shall operate one hotline to handle emergency and crisis
calls. The Contractor cannot impose maximum call duration limits and shall
allow calls to be of sufficient length to ensure adequate information is
provided to the Enrollee. Hotline senices shall meet Cultural Competency
requirements and provide linguistic access to all Enrollees, including the
interpretive senvices required for effective communication.

AN

The Behavioral Health Senices Hotline may serve multiple Contractor
Programs if the Hotline staff is knowledgeable about all of the Contractor
Programs.

AN

The Contractor shall conduct ongoing quality assurance to ensure these
standards are met.
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The Contractor shall conduct ongoing quality assurance to ensure these
standards are met.

The Contractor shall monitor its performance against the Behavioral Health
Senices Hotline standards and submit performance reports summarizing
call center performance as indicated.

If the Department determines that it is necessary to conduct onsite
monitoring of the Contractor's Behavioral Health Senices Hotline functions,
the Contractor is responsible for all reasonable costs incurred by the
Department or its authorized agent(s) relating to such monitoring.

The Contractor shall also contribute to a statewide emergency Behavioral
Health hotline in an amount equal to their proportional share of Medicaid
Enrollees per Contract year.

NN NN

33.7 Coordination between the Behavioral Health Provider and the PCP

Contract Requirement

Agree to
Comply

The Contractor shall require, through contract provisions, that PCPs have
screening and evaluation procedures for the detection and treatment of, or
referral for, any known or suspected behavioral health problems and
disorders. PCPs may provide any clinically appropriate Behavioral Health
Senices within the scope of their practice. Such contract provisions and
screening and evaluation procedures shall be submitted to the Department
for approval. Such approval is subject to Section 4.4 “Approval of
Department.”

v

The Contractor shall provide training to network PCPs on how to screen for
and identify behavioral health disorders, the Contractor's referral process for
Behavioral Health Senices and clinical coordination requirements for such
senices. The Contractor shall include training on coordination and quality
of care such as behavioral health screening techniques for PCPs and new
models of behavioral health interventions.

The Contractor shall develop policies and procedures and provide to the
Department for approval regarding clinical coordination between Behavioral
Health Senice Providers and PCPs. Such approval is subject to Section
4.4 “Approval of Department.” The Contractor shall require that
Behavioral Health Senice Providers refer Enrollees with known or
suspected and untreated physical health problems or disorders to their PCP
for examination and treatment, with the Enrollee's or the Enrollee's legal
guardian's consent. Behavioral Health Providers may only provide physical
health care senices if they are licensed to do so. This requirement shall be
specified in all Provider Manuals.

The Contractor shall require that behavioral health Providers send initial and
quarterly (or more frequently if clinically indicated) summary reports of an
Enrollees' behavioral health status to the PCP, with the Enrollee's or the
Enrollee's legal guardian's consent. This requirement shall be specified in
all Provider Manuals.

Attachment X - Contract Compliance

Page 145 of 332



Attachment X - Contract Compliance

33.8 Follow-up after Hospitalization for Behavioral Health Services

N\ WellCare

Beyond Healthcare. A Better You.

Contract Requirement

Agree to
Comply

The Contractor shall require, through Provider contract provision, that all
Enrollees receiving inpatient Behavioral Health Senices are scheduled for
outpatient follow-up and/or continuing treatment prior to discharge. The
outpatient treatment must occur within seven (7) Days from the date of
discharge. The Contractor shall ensure that Behavioral Health Senice
Providers contact Enrollees who have missed an appointment within twenty-
four (24) hours to reschedule appointments.

v

33.9 Court-Ordered Psychiatric Services

Contract Requirement

Agree to
Comply

The Contractor must provide inpatient psychiatric senices to Enrollees
under the age of twenty- one (21) and owver the age of sixty-five (65) who
have been ordered to receive the senices by a court of competent
jurisdiction under the provisions of KRS 645, Kentucky Mental Health Act of
The Unified Juwvenile Code and KRS 202A, Kentucky Mental Health
Hospitalization Act.

v

The Contractor cannot deny, reduce or controvert the Medical Necessity of
inpatient psychiatric senices provided pursuant to a Court-Ordered
Commitment for Enrollees under the age of twenty- one (21) or owver the age
of sixty-five (65). Any modification or termination of senices must be
presented to the court with jurisdiction over the matter for determination.

v

33.10 Continuity of Care Upon Discharge from a Psychiatric Hospital

Contract Requirement

Agree to
Comply

A. The Contractor shall coordinate with providers of Behavioral Health
Senices, and state operated or state contracted psychiatric hospitals
and nursing facilities regarding admission and Discharge Planning,
treatment objectives and projected length of stay for Enrollees
committed by a court of law and/or woluntarily admitted to the state
psychiatric hospital. The Contractor shall enter into a collaborative
agreement with the state operated or state contracted psychiatric
hospital assigned to their Medicaid Region in accordance with 908 KAR
3:040 and in accordance with federal Olmstead law. At a minimum the
agreement shall include responsibilities of the Behavioral Health
Senice Provider to ensure continuity of care for successful transition
back into community-based supports. In addition, the Contractor
Behavioral Health Senice Providers shall participate in quarterly
Continuity of Care meetings hosted by the state operated or state
contracted psychiatric hospital.

v

B. The Contractor shall ensure Behavioral Health Senice Providers assign
a case manager prior to or on the date of discharge and provide basic,
targeted or intensive Case Management senices as Medically
Necessary to Enrollees with SMI and co-occurring conditions who are
discharged from a state operated or state contracted psychiatric facility
or state operated nursing facility for Enrollees with SMI. The Case
Manager and other identified Behavioral Health Senice providers shall
participate in Discharge Planning meetings to ensure compliance with
federal Olmstead and other applicable laws. Appropriate Discharge
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Planning shall be focused on ensuring needed supports and senices
are available in the least restrictive environment to meet the Enrollee’s
behavioral and physical health needs, including psychosocial
rehabilitation and health promotion. Appropriate follow up by the
Behavioral Health Senice Provider shall occurto ensure the community
supports are meeting the needs of the Enrollee discharged from a state
operated or state contracted psychiatric hospital. The Contractor shall
ensure the Behavioral Health Senice Providers assist Enrollees in
accessing free or discounted medication through the Kentucky
Prescription Assistance Program (KPAP) or other similar assistance
programs

33.11 Program and Standards

Contract Requirement

Agree to
Comply

Appropriate information sharing and careful monitoring of diagnosis,
treatment, and follow-up and medication usage are especially important
when Enrollees use physical and behavioral health systems simultaneously.
The Contractor shall:

v

A Establish guidelines and procedures to ensure accessibility,
availability, referral and triage to effective physical and behavioral
health care, including Emergency Behavioral Health Senices, (i.e.,
Suicide Prevention and community crisis stabilization);

B. Facilitate the exchange of information among providers to reduce
inappropriate or excessive use of psychopharmacological
medications and adverse drug reactions;

G Identify a method to evaluate the continuity and coordination of care,
including Enrollee- approved communications between behavioral
health care providers and Primary Care Providers;

D. Protect the confidentiality of Enrollee information and records; and

E. Monitor and evaluate the above, which shall be a part of the Quality
Improvement Plan

The Department shall monitor referral patterns between physical and
behavioral providers to evaluate coordination and continuity of care. Drug
utilization patterns of psychopharmacological medications shall be closely
monitored. The findings of these evaluations will be provided to the
Contractor.

NNN N N X

33.12 NCQA/MBHO Accreditation Requirements

Contract Requirement

Agree to
Comply

The Contractor shall demonstrate to the Department its compliance with
NCQA/MBHO accreditation requirements by meeting the following
standards:

v

A. The availability of behavioral healthcare practitioners and
providers within its network;

v

B. The dewelopment of preventive behavioral health programs;

v
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C. The dewelopment of Self-Management Tools for Use by Enrollees;

D. The establishment of a Complex Case Management Program that
addresses the needs of adults with SMI, children with SED and
other high risk groups with co-occurring conditions;

E. The adoption of Clinical Practice Guidelines specific to the needs
of behavioral health clients;

F. The establishment of a process for Data Collection and Integration
between the Contractor and the MBHO;

G. Identify and report on critical Performance Measures that are
specific to behavioral health Enrollees;

H. Establish a written program description for the MBHQO'’s Utilization
Management Program; and

.  Establish a process for -collaboration between behavioral
healthcare and medical care.

NN N NN NS

33.13 Coordination and Collaboration with Behavioral Health Providers

. Agree to
Contract Requirement Comply
The Contractor shall identify and dewelop community alternatives to /
inpatient hospitalization for those Enrollees who are currently receiving

inpatient psychiatric facility senices and could be discharged from the
facility if an appropriate treatment alternative were made available in the
community. In the event that the Contractor does not provide and cower an
appropriate community alternative, the Contractor shall remain financially
responsible for the continued inpatient care of these individuals until the
Contractor ensures availability and access to an appropriate community
provider.

34.0 POPULATION HEALTH MANAGEMENT PROGRAM Population Health Management Program

34.1 Program Overview

Agree to
Comply
The Department is working to transform the Medicaid program to drastically \/
improve outcomes for a variety of healthcare conditions and to empower

individuals to improve their health and engage in their healthcare. To support
these goals, the Contractor shall implement an innovative Population Health
Management (PHM) Program to improve the health of Enrollees through an
innovative, person-centered approach that addresses medical and non-
medical drivers of health while reducing inappropriate utilization and costs.
Person-centered supports will focus on the whole person, addressing
physical health, behavioral health, functional, and social needs.

Contract Requirement

To drive improved outcomes for its Enrollees, the Contractor shall establish \/
and operate an integrated Population Health Management (PHM) Program

that incorporates components of NCQA’s PHM Model. The Department may
elect to require the Contractor to attain NCQA PHM Accreditation.

The Contractor shall implement a PHM Program that supports Enrollees /
across the care continuum, promoting healthy behaviors and self-
management as well as providing Care Coordination and Complex Care
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Management as needed and supported by evidence-based medicine and
national best practices.

The Contractor shall submit its written PHM Program Plan to the /
Department for review and approval within thirty (30) Days of Contract

Execution, annually, and prior to implementing any material revisions. The
PHM Program Plan must address all program elements set forth in this
Section and others based on the specific components of the Contractor's
Program. The Department encourages the Contractor to incorporate
innovations into its PHM Program that will have the highest potential for
success within the Kentucky healthcare landscape, therefore, the
Contractor may also submit alternative approaches and innovations to the
Department for review and approval.

In alignment with NCQA’s PHM Model, the Contractor shall implement a \/
PHM Program that incorporates the below three risk levels, at a minimum,
in the most cost-effective manner possible.

A. Health Promotion and Wellness. The Contractor shall provide /
wellness and prevention support to Enrollees with little or no risk
factors. The Contractor shall provide senices and supports to
encourage Enrollees in becoming proactive participants in their health
and well- being and that promote healthy lifestyles.

The Contractor is encouraged to test and evaluate cost-effective
Enrollee health promotion and wellness strategies, from high-touch,
personal interactions to technology-based solutions. The Contractor
shall collaborate with the Department and other entities such as the
Department for Public Health on joint preventive health and wellness
initiatives, as appropriate.

B. Management of Chronic Conditions. The Contractor shall provide /
Care Coordination support to Enrollees who hawe been identified as
having emerging risk factors and/or one (1) targeted chronic condition.
The Contractor shall provide senices to Enrollees that aim to reduce
healthcare costs and improve quality of life for Enrollees who havwe a
chronic condition through integrative care. Care Coordination should
help Enrollees to address potential co-morbidities or other
complications and help to awid complications.

C. Complex Care Management provides support to Enrollees with ‘/
complex clinical, behavioral, functional and/or social needs, who have
the highest risk factors such as multiple conditions, or multiple
medications, served within multiple systems and often have the highest
costs. Required interventions are more intensive.

The Contractor shall dewelop strategies and interventions to help
manage the needs of these Enrollees, such as dewelopment of a
person-centered Care Plan, coordination of care to address all
required needs and to support the Enrollee in obtaining the required
care, and telephonic and face-to-face engagement with Enrollees as
deemed necessary by the Care Plan. The Contractor shall assign care
managers to these individuals to support implementation of the Care
Plan and to facilitate receipt of necessary care and senices.

Enrollees will have the option to participate in the Contractor's PHM
Program based on the Contractor's identification of each individual
Enrollee’s needs for support. While the Contractor may not mandate
participation, the Contractor shall implement innovative strategies to
attain high levels of Enrollee participation.
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For all risk levels, the Contractor's PHM Program Plan shall provide /
information about the following at a minimum:
A. Description of PHM Program tools the Contractor will use to identify /
Enrollees and their identified risk levels, as well as tools the
Contractor will use to support senices provided;
B. Templates for PHM Program tools, where applicable (e.g., Health /
Risk Assessment, Enrollee Needs Assessment, Care Plans)
C. Risk stratification methodology, including types of data used; /
D. Senices and information available to Enrollees within the risk level, /
including senvice tiers if applicable;
E. Description of the care planning process; \/
F. Stakeholder engagement strategies, including those for Enrollees, /
Providers, community resources and social senices agencies;
G. Methods the Contractor will implement to engage Enrollees and /
encourage participation;
H. Methods for information exchange, as applicable; /
I.  Frequency of provsion of senices \/
J. Priority areas (e.g., specific health risks, conditions, social /
determinants of health, etc.)
K. Description of staffing, including qualifications; /
L. [fapplicable, value-based payment (VBP) or incentive models /
included in Provider agreements to support inwlvement in the
PHM Program; and
M. Methods for evaluating success of senices provided. /
34.2 Conditions and Populations
Contract Requirement Hee @
Comply
The Department has identified the below conditions and populations as /
priority for the PHM Program. The Contractor shall implement interventions
that focus on Enrollees who hawe a priority condition identified by the
Department, but should also identify additional conditions or populations of
focus based on the Contractor's Enrollee population. The Department may
also adjust this listing as needs are addressed, or as additional needs are
identified.
A. Population health condition priorities, include: /
1. Asthma;
2. Heart disease;
3. Diabetes;
4. Obesity;
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Tobacco use;
Cancer;
Infant mortality;
Low birth weight
Behavioral health and substance use disorder; and
10. Others as determined by the Contractor and/or the
Department.
B. Population priorities, include: /
1. Adults and Children with Special Health Care Needs, as set
forth in Section 35.0 “Enrollees with Special Health Care
Needs”
2. High-risk pregnant women as determined by providers
3. Other populations as determined by the Contractor and/or the
Department.

© 0 N e O

34.3 Population Health Management Program Tools

Contract Requirement Al @
Comply
The Contractor shall use a variety of tools to support identification of and /
care for Enrollees for the PHM Program. The Contractor shall use the tools

identified in this section, but is encouraged to use others as it deems
appropriate to support implementation of its program to address Enrollee
needs in a cost-effective manner.

A. Risk Stratification and Senvice Tiers /
The Contractor shall implement a risk stratification methodology to
determine risk of itsoverall population and to identify individual
Enrollee risk levels. The Contractor's methodology should include
use of integrated data to support identification of an Enrollee’s
need for specific senices.

The Contractor may dewelop tiers of senices within each risk level
to address Enrollees with varying lewels and intensity of care
needs.

The Contractor shall conduct risk stratification on an ongoing basis
on a schedule that is documented in the Contractors PHM
Program Plan.

B. Health Risk Assessments (HRA) /
The Contractor shall utilize a standardized Health Risk
Assessment (HRA) tool, as designated by the Department, to
determine an Enrollee’s general needs for participation in the PHM
Program and to identify Enrollees who may require an Enrollee
Needs Assessment. Information to be collected shall include
demographic information, current physical health and behavioral
health status. As part of the HRA process, the Contractor shall
explain the purpose to Enrollees and available PHM Program
senices should they be determined in need of such senices.

The Contractor shall conduct HRAs as follows:

1. Initial HRAs, including mental health and substance use
disorders screenings, of new Enrollees who have not been
enrolled with the Contractor in the prior twelve (12) month
period, for the purpose of assessing the Enrollees’ health care
needs within thirty (30) Days of Enrollment or earlier if the
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Enrollee is identified via other information or self identifies as
having specific health care or social needs.

2. Within thirty (30) Days of Enrollment if the Contractor has a
reasonable belief an Enrollee is pregnant. If determined
pregnant, the Contractor shall refer the Enrollee for
appropriate prenatal care.

3. Annually to assess Enrollee's for any new health care or social
needs.

4. Atother times as deemed appropriate by the Contractor or the
Department.

The Contractor shall make all reasonable efforts in accordance

with this Contract to contact Enrollees in person, by telephone,

email or by mail to complete the HRA. “Reasonable effort” is
defined as making at least three (3) attempts to contact the

Enrollee with at least one (1) of those attempts by telephone. The

three attempts by the Contractor may not be within the same day.

Should the Contractor not have a usable telephone number for an

Enrollee, the Contractor shall contact the Enrollee’s PCP or other

health care providers, if applicable, to try to obtain a usable

number.

C. Enrollee Needs Assessments \/
For Enrollees identified through HRA completion, referral, risk
scoring and stratification, or other methods as determined by the
Contractor as potentially in need of a higher level of PHM Program
senices, the Contractor shall conduct a comprehensive Enrollee
Needs Assessment to determine the Enrollee’s PHM Program
senice needs.

The Enrollee Needs Assessment shall at a minimum assess the

following:

1. Enrollee’s immediate, current and past health care, mental
health and SUD needs;

2. Psychosacial, functional, and cognitive needs;

3. Social Determinants of Health, including employment and
housing status;

4. Ongoing conditions or needs that require treatment or care
monitoring;

5. Current care being receiving, including health care senices or
other care management;

6. Current medications, prescribed and taken;

7. Support network, including caregivers and other social
supports; and

8. Other areas as identified by the Contractor or Department.

The Contractor shall complete the Enrollee Needs Assessment with /
the Enrollee and/or designated representative via telephone, in person

at a location that meets the Enrollee’s needs, or by other
methodologies as the Contractor deems appropriate for differing
Enrollee demographics or needs. The Contractor shall make all
reasonable efforts in accordance with this Contract to complete the
Enrollee Needs Assessment within thirty (30) Days of identifying an
Enrollee in potential need of care management senices, or within an
earlier timeframe for Enrollees identified as having more immediate
needs. “Reasonable effort” is defined as making at least three (3)
attempts to contact the Enrollee with at least one (1) of those attempts
by telephone. The three attempts by the Contractor may not be within
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the same day. Should the Contractor not havwe a usable telephone
number for an Enrollee, the Contractor shall contact the Enrollee’s
PCP or other health care providers, if applicable, to try to obtain a
usable number.

Based on the Contractor's findings, the Contractor shall make a
determination as to the Enrollee’s need for care management senices,
as well as the intensity of senices required. The Contractor shall have
a process for determining lewel, or tier, of senices the Enrollee
requires based on the Enrollee’s lewvel of risk.

The Contractor shall share the findings of the Enrollee Needs
Assessment with the Enrollee, the Enrollee’s PCP or other referring
provider, and other care management team members within fourteen
(14) Days of completion and as consented to by the Enrollee to the
extent required by law. Findings shall include the Contractor's
recommendation for receipt of PHM Program senvces.

If the Enrollee Needs Assessment findings indicate that senices are
not necessary for the Enrollee, the Contractor shall document the
decision and basis for the decision.

The Contractor shall re-assess Enrollees identified as potentially
needing PHM Program senvices as follows:

1. When the Enrollee’s circumstances or needs change (e.qg.,
new diagnosis, inpatient admission, homelessness, etc.);

2. Atleast annually;

At the Enrollee’s request; and

4. Upon referral from a provider, care giver, or social senices
agency

w

34.4 Care Planning

Contract Requirement

Agree to
Comply

For Enrollees identified as needing Care Plans, the Contractor shall use a
collaborative multidisciplinary team todevelop an individualized and person-
centered Care Plan with the Enrollee receiving care management services.
The Contractor shall assign a care manager to the Enrollee who will
facilitate development of the care team and Care Plan, which may include
members such as the following based on the Enrollee’s needs: the Enrollee
and/or caretakers, the PCP, a behavioral health provider, specialists,
nutritionists, and or pharmacy providers.

The Contractor shall use innovative strategies and solutions to address
person-centered goals and outcomes. The Care Plan shall be developed in
accordance with 42 C.F.R. 438.208. An Enrollee’s Care Plan, at a minimum,
shall include:

A. Appropriate medical, behavioral, and social senices and be
consistent with the PCP’s medical diagnosis and clinical treatment
plan;

B. Person-centered goals, objectives and desired wellness, health,
functional, and quality of life outcomes for the Enrollee and how
senices are intended to help achieve these goals;

C. Description of Enrollee’s psychosocial needs including any
housing or financial assistance needs; how such needs will be
addressed to ensure the Enrollee’s ability to live safely in the
community;
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D. Social, educational, and other senices needed by the Enrollee;

E. Enrollee risk factors and measures in place to minimize them; and

F. Planned Interventions.

The Contractor shall ensure each Care Plan is documented and made
available to the Enrollee and the multi-disciplinary care team, including the
Enrollee’s PCP as appropriate. The care manager shall provide a copy of
the completed Enrollee Needs Assessment and Care Plan to the Enrollee
and any other providers authorized to deliver senices to or for the benefit
of the Enrollee and as documented in the Care Plan.

ANEENEANEN

A Care Plan will be routinely updated and incorporate input from the
multidisciplinary care team and the Enrollee in accordance with the
Contractor's policies and procedures.

AN

34.5 Coordination with Women, Infants and Children (WIC)

Contract Requirement

Agree to
Comply

The Contractor shall comply with Section 1902(a)(11)(C) of the Social
Security Act which requires coordination between Medicaid MCOs and
WIC. This coordination includes the referral of potentially eligible women,
infants and children to the WIC program and the provision of medical
information by providers working within Medicaid managed Care Plans to
the WIC program if requested by WIC agencies and if permitted by applicable
law. Typical types of medical information requested by WIC agencies
include information on nutrition-related metabolic disease, diabetes, low
birth weight, failure to thrive, prematurity, infants of mothers with a SUD or
other drug addiction, dewelopmental disabilities or intellectual disabilities,
AIDS, allergy or intolerance that affects nutritional status and anemia.

v

34.6 Program Evaluation

Contract Requirement

Agree to
Comply

The Contractor shall conduct ongoing review of its PHM Program and report
to the Department on a monthly, quarterly, or annual basis based on agreed
upon performance measures and targets and reporting requirements. The
Contractor shall highlight status and progress of its PHM Program services
in achieving improved outcomes, as well as lessons learned, challenges,
and strategies the Contractor is implementing to address the challenges.
The Department will make the final decision as to data and information to
be reported to the Department by the Contractor. The Contractor and the
Department shall use findings to identify additional opportunities for
improvement to the model and need for modification of priorities, measures,
and targets.

v
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Contract Requirement

Agree to
Comply

Individuals with Special Health Care Needs (ISHCN) are persons who have
or are at high risk for chronic physical, dewelopmental, behavioral,
neurological, or emotional condition and who may require a broad range of
primary, specialized medical, behavioral health, and/or related senices.
ISCHN may hawe an increased need for healthcare or related senices due
to their respective conditions. The primary purpose of the definition is to
identify these individuals so the Contractor can facilitate access to
appropriate senvces.

v

As per the requirement of 42 C.F.R. 438.208, the Department has defined
the following categories of individuals who shall be identified as ISHCN. The
Contractor shall have written policies and procedures in place which govern
how Enrollees with these multiple and complex physical and behavioral
health care needs are further identified. The Contractor shall have an
internal operational process, in accordance with policy and procedure, to
target Enrollees for the purpose of screening and identifying ISHCN's. The
Contractor shall assess each Enrollee identified as ISHCN to identify any
ongoing special conditions that require a course of treatment or regular care
monitoring. The assessment process shall use appropriate health
professionals. The Contractor shall employ reasonable efforts to identify
ISHCN's based on the following populations:

A. Children in/or receiving Foster Care or adoption assistance, if
applicable. See Section 42 “Kentucky SKY Program” for
additional information;

B. Blind/Disabled Children under age nineteen (19) and Related
Populations eligible for SSI;

C. Adults ower the age of sixty-five (65);

D. Homeless (upon identification);

E. Individuals with chronic physical health illnesses;

F. Individuals with chronic behavioral health illnesses;

G. Children receiving EPSDT Special Senices; and

H. Children receiving senices in a Pediatric Prescribed Extended
Care facility or unit.

The Contractor shall develop and distribute to ISHCN Enrollees caregivers,
parents and/or legal guardians, information and materials specific to the
needs of the Enrollee, as appropriate. This information shall include health
educational material as appropriate to assist ISHCN and /or caregivers in
understanding their chronic illness.

The Contractor shall havwe in place policies gowerning the mechanisms
utilized to identify, screen and assess individuals with special health care
needs. The Contractor will produce a treatment plan for Enrollees with
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special health care needs who are determined through assessment to need
a course of treatment or regular care monitoring.

The Contractor shall develop practice guidelines and other criteria that
consider that needs of ISHCN and provide guidance in the provision of
acute and chronic physical and behavioral health care senices to this
population.

v

35.2 DAIL: Adult Guardianship Clients

Contract Requirement

Agree to
Comply

Enrollees who are adult guardianship clients shall be identified as ISHCN.
The Contractor shall attempt to obtain the senice plan which will be
completed by DAIL. The senice plan will be used by DAIL and the
Contractor to determine the individual’